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This year marks the 30th anniversary of the Ottawa Charter for Health Promotion—a very
appropriate year for this major publication that focuses on the salutogenic orientation and
approach. When the Charter was adopted in 1986, it called for a “new public health” which
takes its starting point from where health is created in people’s everyday lives. Its commitment
to a social model of health as a starting point was built on the history of public health’s greatest
achievements and on concepts from the social sciences and the humanities. A range of theories
and thinkers had influenced the work on the Charter, such as Ivan Illich, Michel Foucault,
Gregory Bateson, Margaret Mead, the Boston Women’s Health Collective and, of course,
Aaron Antonovsky. The clarion call of the Charter clearly was to start from health, to think in
systems, to empower people and to address the determinants of health.

When we invited Aaron Antonovsky to a workshop in Copenhagen in 1992, he was
sceptical that health promotion could reach its full potential without being firmly grounded
in a theory of health and society. Behind the rhetoric of health promotion, he identified a strong
tendency towards individualistic and disease-based approaches; the risk factors ruled supreme.
At that time, we were more optimistic and argued with him—but looking back, he was right. It
was a minority of health promotion approaches and programmes that were able to move
beyond risk factors and aim for a long-term salutogenic outcome. In many cases, health
promotion has been too fluid and too willing to compromise—probably partly due to the
lack of the firm theoretical base that Antonovsky had found missing, but undoubtedly also
owing to the lack of political and financial support.

The world has changed enormously in the last 30 years. The paradigmatic change we hoped
to achieve has been a long time coming, and it brings other new approaches and language; the
extensive effort on resilience is one such stream of work. Over time, the concept of health
promotion has changed public health, particularly at the community level. The five action
areas of the Charter have proved durable and are reinforced through extensive research
evidence and practical experience. Many of the health promotion strategies we discuss and
implement today address the contextual dimensions of a salutogenic model. They are firmly
rooted in the social determinants of health and confront the commercial and the political
determinants. We find that more attention is given to social support and to comprehensibility,
manageability and meaningfulness—the sense of coherence. Prominent examples include
participatory health literacy programmes and self-management programmes, which address
the motivational dimensions of the sense of coherence.

However, these approaches are not yet accepted as the gold standard, despite the mounting
critique of other models, for example, disease prevention programmes focused on shifting risk
factor distributions. This is due, not least, to health promotion being situated in a health system
that still runs on the medical model—despite all the knowledge we have on what promotes
mental health, what constitutes a successful childhood and what supports healthy ageing.
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Many such examples of salutogenic approaches to health promotion have been collected in
this book. They show what types of programmes a society committed to the well-being of its
citizens could and should support. I hope The Handbook of Salutogenesis will be used
extensively in the education of a new generation of health and social professionals, to ground
them firmly in a salutogenic orientation.

Ilona Kickbusch

Foreword



The need for a handbook of salutogenesis has long been felt by researchers in the field. The
salutogenesis literature is scattered over many disciplines whose discussion arenas hardly
overlap. Across the disciplines, English language literature dominates, but much of great value
is published in other languages. Key works by Aaron Antonovsky are out of print and hard
to obtain in some parts of the world. Salutogenesis’ major stream of research—measurement
of the individual’s sense of coherence—has tended to overshadow other important
developments, such as research on the application of salutogenesis to health promotion.

During the past several years, we and other members of the Global Working Group on
Salutogenesis of the International Union for Health Promotion and Education contributed to
seminars and conferences on salutogenesis. This work shaped a lively arena for scholarly
exchange, leading to our determination to collaborate on this book. Our idea was to organise it
around past, present and future developments in salutogenesis, as the structure of the book
shows. We reached out to salutogenesis scholars across the globe and found them eager to
participate in the writing. The seven parts of the book include contributions from 87 scholars.
Yet we are aware that the book has gaps in subject matter and in its global coverage. We urge
readers to call attention to the gaps and to help us fill them in an eventual second edition. We
are eager for feedback from researchers and students newly entering the salutogenesis arena:
what improvements are needed to facilitate one’s entrance into the field? We are especially
eager for feedback from salutogenesis stalwarts: what has been left out that must be remedied
in a new edition?

The list of persons deserving acknowledgement for helping this book come to fruition is
so extensive that we dare not compose the list; we are sure to make many errors of omission.
Yet one name stands above all others: Torill Bull of the University of Bergen. Torill is a
member of the Working Group and was part of the original editor team that conceived and
initiated this book project. She was the original Editor of the first part. Illness took hold early
in the editorial work, and Torill had to relinquish her Editor role. Her significant contribution
to the work is nevertheless evident by her lead authorship and co-authorship of several key
chapters. We thank Torill for her seminal contribution to the editorial work!
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Beersheba, Israel Shifra Sagy
Trollhattan, Sweden Monica Eriksson
Ziirich, Switzerland Georg F. Bauer
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Overview and Origins of Salutogenesis



Maurice B. Mittelmark

Introduction

“A handbook is sometimes referred to as a vade mecum
(Latin, “go with me”) or pocket reference that is intended
to be carried at all times. It may also be referred to as an
enchiridion.” Ah, the wonders of Wikipedia, which goes on
to say that handbooks are “compendiums of information in a
particular field or about a particular technique” (http://en.
wikipedia.org/wiki/Handbook). This handbook, in either its
online open access form or its printed form, is obviously not
suited to the pocket. Nor does it aspire to be anything more
or less than the first compendium of information about the
topic “salutogenesis,” in English at any rate.

The need for a handbook of salutogenesis has long been
felt by researchers in the field. When an eager colleague first
enters the salutogenesis research arena, there has been no
easy introduction to the topic. The out-of-print “must read”
texts by Aaron Antonovsky (1979, 1987) have not been easy
to obtain. Antonovsky’s brief but vital 1996 paper in Health
Promotion International challenges health promotion to
adopt salutogenesis as a theory for the field (Antonovsky,
1996). What has happened with salutogenesis in the two
decades since 1996? Lindstrom and Eriksson’s (2010) The
Hitchhiker’s Guide to Salutogenesis: Salutogenic Pathways
to Health Promotion is an excellent introductory guide, but
not a compendium of handbook dimensions. The same team
of Lindstrom and Eriksson has produced a fine series of
journal articles on various aspects of salutogenesis (Eriksson
& Lindstrom, 2005, 2006, 2007, 2008; Lindstrom &
Eriksson, 2005, 2006, 2010). Of course, their articles are
cited repeatedly throughout this Handbook, testimony to
their importance (and readers are urged to visit the website
of the Center on Salutogenesis at University West, Sweden,

M.B. Mittelmark (<)

Department of Health Promotion and Development,

Faculty of Psychology, University of Bergen, Bergen, Norway
e-mail: maurice.mittelmark@uib.no

© The Author(s) 2017

for its publication list (http://www.salutogenesis.hv.se/eng/
Publications.18.html)). A special treat for the visitor is a free
copy of Antonovsky’s, 1979 Health, Stress, and Coping!

Yet, despite the efforts of Bengt Lindstrom and Monica
Eriksson, and many others, the need for a Handbook remains
... until now. Bengt and Monica have been central in the
development of this volume, as a glance at the table of
contents testifies. They were also key players in the birth of
the idea for this book, especially Bengt, who is the founding
head of the Global Working Group on Salutogenesis of the
International Union for Health Promotion and Education
(IUHPE). The website of the Working Group is certainly
worth a visit, opening a door to salutogenesis and to the
IUHPE, the premier global organization for health promotion
(http://www.iuhpe.org/). By the time you read this, the lead-
ership of the Global Working Group will have passed to the
most capable hands of Georg Bauer, an Editor of this book,
and a leading authority on salutogenesis. He will welcome
your inquiry about the activities of the Working Group and
your eagerness to become involved!

The paragraph above is not just free advertising for the
IUHPE: this Handbook actually has its genesis as a project
of the Global Working Group, a gathering place for the
friends that are this book’s editors. The Working Group has
undertaken many projects listed at the [UHPE website, and
the idea for this book arose at a 2012 project meeting of the
Group, whose members are (in random order) Shifra Sagy,
Geir Arild Espnes, Georg Bauer, Corey Keyes, Bjarne
Bruun Jensen, FErio Ziglio, Monica Eriksson, Bengt
Lindstrom, Maurice Mittelmark, Torill Bull, Antony Mor-
gan, Mima Cattan, Lenneke Vaandrager, and Maria Koelen.

Having mentioned the I[UHPE, it would be remiss not to
mention the World Health Organization (WHO), and espe-
cially Ilona Kickbusch, who directed health promotion at
WHO at the Regional Office in Copenhagen and later at the
WHO global headquarters in Geneva. Under her leadership,
health promotion at the WHO was explicitly salutogenic,
with Ilona proclaiming that the salutogenic question—what
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are the origins of health—is the leading question for health
promotion (Kickbusch, 1996).

The editorial team was aware from the first moment that
as we are health promotion specialists, the book would have
a health promotion flavor, yet we wished to reach to the
interdisciplinary world of salutogenesis, not just to health
promoters. Significant contributions to salutogenesis are in
the literatures of nursing science, psychology, sociology,
educational science, medicine, public health, health services
research, and more. We have made the effort to write a book
that is useful to this broad array of disciplines and
specialties, and many chapter authors have affiliations
reflecting the diversity.

We also have a passion, as part of our [UHPE genotype,
to break the English language hegemony of the published
literature (Perry & Mittelmark, 2005). We have long been
aware that important developments in salutogenesis are
published in many languages other than English, and this
Handbook gives wus the opportunity to illuminate
non-English literature in the Part edited by Bengt Lindstrom.
The chapters in Bengt’s Part are teasers of a sort, meant to
excite interest and give readers entrée to heretofore “exotic”
literatures. By having this access to the work of key
researchers writing in other languages, readers are better
enabled than before to crack the language barrier. However,
many languages that might have been included are not, due
only to practical limitations. I hope a second edition of the
book will expand the offering.

Having just mentioned a particular Part of this book, I
nevertheless resist the temptation to provide a section-by-
section overview (just see the Table of Contents), but instead
cherry-pick two chapters in this Part, to whet the appetite.
The Chapter by Avishai Antonovsky and Shifra Sagy, Aaron
Antonovsky: the scholar and the man behind salutogenesis,
is a pearl worth the price the book all on its own (of course,
the online edition is free!). Written by Israeli scholars with
very close knowledge of Antonovsky—his son, and his
wonderfully prolific Ph.D. student of many years ago—the
chapter paints a portrait of Aaron Antonovsky that takes the
subject of salutogenesis to an intimate level. Do you wish
you had known Aaron? I never met the man to my great
misfortune, but this chapter manages to make me almost
think I had.

The chapter Aaron Antonovsky’s development of
salutogenesis, 1979-1994, by Hege Vinje, Eva Langeland
and Torill Bull, is from the hands of particularly careful and
critical scholars of Antonovsky’s work. I know of no other
extended synopsis of Antonovsky’s work that is as accessi-
ble and informative, for the salutogenesis novice and for the
expert alike. Not everyone has the time or access to all the
books and papers needed to read Antonovsky as deeply and
extensively as the authors of this chapter have done. This
chapter is a trustworthy road map through the corpus of
Antonovsky’s life work on salutogenesis.

M.B. Mittelmark

The meat of this Part—the chapters on the meanings of
salutogenesis, on Antonovsky the man and the scholar, and on
his body of salutogenesis work—set the stage for the myriad
of viewpoints and scholastic interpretations offered in the rest
of the book. Myriad of viewpoints and scholastic
interpretations? Indeed, this is not a text, but rather a rich
collection of diverse understandings from across generations,
disciplines, and settings, and no effort has been made to
harmonize the material from chapter to chapter. It has also
been important to ensure that each chapter stands alone, as
well as helping compose the book as a whole. In this day of
e-books and open access, readers often select chapters and
download them for reading without the “wrapping” of the
entire book from which they are selected. This is why many
of the chapter titles somewhat monotonously repeat the term
“salutogenesis”—to ensure that literature searches using
salutogenesis as a search term will have a reasonable likeli-
hood of unearthing the chapters of this book.

A disclaimer: readers searching for a definitive and
authoritative statement on the meaning and status of
salutogenesis will not find it in this Handbook. Salutogenesis
is still in scholastic infancys, it is forming, and it is develop-
ing. How the infant idea will develop as a mature idea is
unknown. Here, we sketch the past, describe the present, and
speculate on the future.

Closing, I extend my heartfelt appreciation to the editors
and the authors, for their enthusiasm and cooperation. Schol-
arly books, as we all know, are the products of nights,
weekends, and holidays. We write books for one another,
for our academic friends. As a medieval monk supposedly
lamented, writing is excessive drudgery. It crooks your back,
it dims your sight, it twists your stomach and your sides. It is
because we write for one-another that the aches are worth it.

And ... thank YOU, Aaron! We wrote this book for you,
actually.

Open Access This chapter is distributed under the terms of the
Creative Commons Attribution-Noncommercial 2.5 License (http://
creativecommons.org/licenses/by-nc/2.5/) which permits any noncom-
mercial use, distribution, and reproduction in any medium, provided the
original author(s) and source are credited.

The images or other third party material in this chapter are included
in the work’s Creative Commons license, unless indicated otherwise in
the credit line; if such material is not included in the work’s Creative
Commons license and the respective action is not permitted by statutory
regulation, users will need to obtain permission from the license holder
to duplicate, adapt or reproduce the material.
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Introduction

In the health promotion field, the term salutogenesis is
associated with a variety of meanings that Aaron
Antonovsky introduced in his 1979 book Health, Stress
and Coping and expounded in many subsequent works.
In its most thoroughly explicated meaning, salutogenesis
refers to a model described in detail in Antonovsky’s 1979
Health, Stress and Coping, which posits that life experiences
help shape one’s sense of coherence—the sense of coher-
ence. A strong sense of coherence helps one mobilise
resources to cope with stressors and manage tension success-
fully. Through this mechanism, the sense of coherence helps
determine one’s movement on the health Ease/Dis-ease
continuum.

In its narrower meaning, salutogenesis is often equated
with one part of the model, the sense of coherence, defined as:
... a global orientation that expresses the extent to which one
has a pervasive, enduring though dynamic feeling of confidence
that one’s internal and external environments are predictable

and that there is a high probability that things will work out as
well as can reasonably be expected. (Antonovsky, 1979, p. 123).

In its most general meaning, salutogenesis refers to a
scholarly orientation focusing attention on the study of the
origins of health and assets for health, contra the origins of
disease and risk factors.

These meanings are distinct, yet inextricably intertwined,
and this may cause confusion: the heart of the salutogenic
model is the sense of coherence, a global ‘orientation’ easily
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conflated with the salutogenic ‘orientation’, since the
concept of orientation is central to both. A helpful distinction
is that orientation in relation to the sense of coherence has
relevance for an individual’s ability to engage resources to
cope with stressors, while orientation in relation to
salutogenesis refers to scholars’ interest in the study of the
origins of health and assets for health rather that the origins
of disease and risk factors.

This book is about salutogenesis in all these meanings—
the model, the sense of coherence and the orientation. These
meanings are taken up in this chapter to set the stage for the
chapters that follow. We also briefly discuss salutogenesis in
relation to other concepts within and beyond the health
arena, with which salutogenesis has important kinship.

The Salutogenic Model

By his own account, the turn in Antonovsky’s life from
pathogenesis to salutogenesis began to crystallise in the
late 1960s. Having worked up to that point as a stress and
coping survey researcher with foci on multiple sclerosis,
cancer and cardiovascular diseases, he came to realise that
his real interest did not have its starting point in any particu-
lar disease. The starting point, rather, was “the illness
consequences of psychosocial factors howsoever these
consequences might be expressed” (Antonovsky, 1990,
p- 75). This insight led to research and publications on the
ideas of ‘ease/dis-ease’ (breakdown) and generalised resis-
tance resources, but it did not mark the full emergence of
salutogenesis in his thinking. At this stage of his career,
Antonovsky’s focus was still pathogenic (ibid, p. 76).
Another decade would pass before Antonovsky came to the
question ‘what makes people healthy?’ and the need to coin
the term salutogenesis to convey the mode of thinking
implied by the question. The time and space to develop
these ideas came while he was on sabbatical at Berkeley in
1977 and 1978.

M.B. Mittelmark et al. (eds.), The Handbook of Salutogenesis, DOI 10.1007/978-3-319-04600-6_2
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The fruition was Antonovsky’s full exposition of
salutogenesis in Health, Stress and Coping (Antonovsky,
1979), the publication of which completed his turn from
pathogenesis to salutogenesis. Antonovsky’s illustration of
the salutogenic model is reproduced in Fig. 2.1, and the
salutogenic model is discussed in detail in Chap. 4. Up to
the point of the 1979 book, no research based on the
salutogenic model had yet been undertaken. The model’s
core construct, the sense of coherence, had yet to be fully
developed, operationalized and measured, and it was to this
task that Antonovsky turned his effort. The result, his book
Unraveling the Mystery of Health (Antonovsky, 1987),
focused a great deal of his attention on the sense of coher-
ence and its role as an independent variable in health
research (Eriksson and Lindstrom, 2006; Eriksson and
Lindstrom, 2007). Other aspects of the salutogenic model
received less attention, and Antonovsky’s own ambitions for
further development of the salutogenic model were cut short
by his death at age 71, just 7 years following the publication
of Unraveling the Mystery of Health.

The literature devoted to the salutogenic model is unsur-
prisingly modest; salutogenesis, born of a sociologist/
anthropologist only in 1979, is still is a social science idea
in infancy. Mainstream health professions and disciplines
have yet to be strongly touched by salutogenesis, even if
Antonovsky was professionally situated in a medical school
during all the years he developed salutogenesis.
The venerated Dorland’s Illustrated Medical Dictionary, in
print since 1900 and now in its 32nd Edition, does not even
have an entry for salutogenesis, much less the salutogenic
model (Dorland, 2011).

The salutogenic model has not yet deeply penetrated
social science or medicine. That does not mean there is no
penetration, and the chapters of this book are evidence that
certain health-related arenas are captivated. Yet many
scholars who do refer to the salutogenic model stray far
from its main ideas. Interest in the model’s details is watered
down by the sweeping generality of the salutogenic orienta-
tion, and by the intense interest the sense of coherence
awakens. Four aspects of the salutogenic model that require
attention are mostly neglected (a) the origins of the sense of
coherence, (b) other answers to the salutogenic question than
the sense of coherence, (c) health defined as something other
than the absence of disease and (d) processes linking the
sense of coherence and health.

Starting with the origins of the sense of coherence, it
develops, according to the salutogenic model, from infancy
and the infant’s experience of its sociocultural and historic
context. Antonovsky wrote extensively about the roles of
culture in salutogenesis and the development of the sense of
coherence (Benz, et al, 2014). His writings included attention
to the role of culture in shaping life situations, in giving rise
to stressors and resources, in contributing to life experiences

M.B. Mittelmark and G.F. Bauer

of predictability, in load balance and meaningful roles, in
facilitating the development of the sense of coherence and in
shaping perceptions of health and well-being (ibid). Yet,
with almost the sole exception of work by Israelis, culture
is not a theme in salutogenesis research (see as examples
Braun-Lewensohn and Sagy, 2011; Sagy, 2015). One might
protest and point to the plethora of studies in which
translations of sense of coherence questionnaires have been
developed, but such research is not the study of the cultural
forces that Antonovsky called attention to.

Stepping up the ladder of the salutogenic model, cultural
and historical context is understood as a cauldron generating
psychosocial stressors and resistance resources. It is the life
experience of bringing resources to bear on coping with
stressors that shapes the sense of coherence. Yet the
processes involved are little studied. Which psychosocial
resources are predictably generated by which child rearing
patterns, which social role complexes and the interaction of
these? Is it the case that generalised resistance resources are
of prime importance to the development of the sense of
coherence as Antonovsky maintained, or do specialised
resistance resources (SRRs) also play a vital role (see
Chap. 9 for more on this issue)? How does the experience
of stress affect the shaping of resistance resources? Unad-
dressed questions about the origins of the sense of coherence
abound.

Moving on to the issue of other answers to the
salutogenic question than the sense of coherence,
Antonovsky invited others to search for them, even if his
interest remained firmly with the sense of coherence. The
question is this: what factors (presumably besides the sense
of coherence) intervene between the stress/resources com-
plex on the one hand and the experience of health on the
other hand? A convenient way to partition the question is
with the intra-person/extra-person differentiation. The sense
of coherence is an intra-person factor; which other intra-
person factors may be at play? There are many candidates
(hardiness, mastery and so forth), but little effort to compare
and contrast their mediating and moderating roles with the
sense of coherence in the same research designs.

As to extra-person salutary factors, there is at least move-
ment in promising directions. In the work and health litera-
ture specifically, and in the settings literature more
generally, interest is growing in how physical and social
environments can be managed to enhance well-being and
performance (see Parts V and VI). Such research is attentive
to the sociocultural environment, not as an early force in the
shaping of the sense of coherence, but as a mediating factor
which may facilitate coping. In the health promotion area,
this is referred to as ‘supportive environments’ and a funda-
mental precept is that healthy policy should create support-
ive environments. An example of a salutary extra-person
factor is work—family corporate support policy, which is a
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SRR related positively to job satisfaction, job commitment
and intentions to stay on the job (Butts, Casper, and Yang,
2013). Most interestingly, it may be that the perceived avail-
ability of support under such policy, rather than actual use of
supports, is the critical factor in good job-related outcomes
(ibid).

Moving to health defined as something other than the
absence of disease, the definitions of health evident in the
salutogenesis literature are not as specified in the salutogenic
model (Mittelmark and Bull, 2013). This is not a point of
critique, since there are good reasons why this is so (ibid).
Rather, it is a comment on the casual treatment the
salutogenic model receives. Research articles reporting on
the relationship of the sense of coherence to a wide range of
disease endpoints fail to note that this is a drastic departure
from the specifications of the salutogenic model; the discrep-
ancy is not just ignored, it is unnoticed.

Finally, moving to the issue of processes linking the sense
of coherence and health, the salutogenic model posits that
the sense of coherence helps a person mobilise generalised
resistance resources and specific resistance resources in the
face of psychosocial and physical stressors; this may end
with stressors (1) avoided, (2) defined as non-stressors,
(3) managed/overcome, (4) leading to tension that is subse-
quently managed with success (and enhancing the sense of
coherence) or (5) leading to unsuccessfully managed ten-
sion. These outcomes have impact on one’s movement on
the Ease/Dis-ease continuum, but what mechanisms link the
sense of coherence and movement on the continuum? The
sense of coherence is postulated as an orientation (in the
sense of attitude, predisposition or proclivity), not a cogni-
tive and/or emotional mechanism that converts information
about stressors and resources into coping responses. What
else happens in the brain that lies between the sense of
coherence and coping responses? This is a little studied
question, surprising since the brain plays a huge role in the
salutogenic model. Chapters 6 and 29 address this question
(a psychological process called ‘self-tuning’ is described),
but the search for factors that intervene the sense of coher-
ence and stress/resources/coping experience remains a
rarity.

The discussion above suggests neglected development of
the salutogenic model. Why is the model relatively
neglected? One obvious answer is its newness; another is
that Antonovsky himself did not pursue empirical testing of
the whole, very complex model. Instead, he focused on the
sense of coherence, which he considered as the key concept,
and even as the ultimate dependent variable in salutogenic
thinking. Thus, it is not surprising that many other scholars
have followed his inspiring lead and focused on the study of
the sense of coherence part of the model.

M.B. Mittelmark and G.F. Bauer
Salutogenesis as the Sense of Coherence

Salutogenesis was situated by Antonovsky as a question:
what are the origins of health? His answer was the sense of
coherence. The question and this answer comprised the heart
of his salutogenic model as just discussed. Antonovsky
invited other answers to the salutogenic question, while
remaining convinced that his own answer was fundamental.
The way Antonovsky posed and answered the question of
salutogenesis was challenging. While ‘origins’—he used the
plural form—signals the possibility of multiple health-
generating determinants and processes, his singular
answer—the sense of coherence—suggested a channelling
of all salutogenic processes through a particular mental
orientation. This singular answer provides an appealing
reduction of complexity compared to the concept of patho-
genesis, with its legion of risk factors:

“A salutogenic orientation, I wrote, provides the basis, the

springboard, for the development of a theory which can be

exploited by the field of health promotion [...] which brings
us to the sense of coherence” (Antonovsky, 1996).

He considered the sense of coherence as the key concept
of the salutogenic model. We say no more about the content
of the sense of coherence idea here, referring the reader
instead to Part III of this book, which is devoted to the
topic. Rather, we focus on the question, why has this
single-minded answer—the sense of coherence—been
overriding as the answer to the salutogenic question? Why
is the sense of coherence actually equivalent in meaning to
salutogenesis, for so many scholars?

Firstly, Antonovsky strongly signalled that of all the
aspects of the salutogenic model, the sense of coherence
deserved singular attention. In his very influential 1996
paper in Global Health Promotion, Antonovsky proposed a
research agenda consisting solely of sense of coherence
questions:

* “Does the sense of coherence act primarily as a buffer,
being particularly important for those at higher stressor
levels, or is it of importance straight down the line?

« Is there a linear relationship between sense of coherence
and health, or is having a particularly weak (or a particu-
larly strong) sense of coherence what matters?

» Does the significance of the sense of coherence vary with
age, e.g., by the time the ranks have been thinned, and
those who survive generally have a relatively strong sense
of coherence, does it still matter much?

 Is there a stronger and more direct relationship between
the sense of coherence and emotional wellbeing than with
physical wellbeing?


http://dx.doi.org/10.1007/978-3-319-04600-6_6
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« What is the relationship between the movement of the
person toward wellbeing and the strength of his/her col-
lective sense of coherence?

» Does the sense of coherence work through attitude and
behavior change, the emotional level, or perhaps, as
suggested by the fascinating new field of PNI (psycho-
neuroimmunology), from central nervous system to natu-
ral killer cells?”” (Antonovsky, 1996, pp. 16, 17).

Importantly, some of these questions focus on neglected
issues as discussed in the paragraphs above on the salutogenic
model. Yet Antonovsky’s focus on the sense of coherence was
crystal clear, and that undoubtedly influences the choices of
subsequent generations of salutogenesis researchers.

Besides the importance of Antonovsky’s lead, the sense
of coherence has the charm of relative simplicity: it suggests
that all salutogenic processes are channelled through a mea-
surable global life orientation. Thus, this single, focused
concept greatly reduces complexity. Further, the sense of
coherence concept has high face validity for both researchers
and populations it is applied to, as it makes immediate sense
that perceiving life as comprehensible, manageable and
meaningful is conducive to health. Also, it is supposedly
more complete and generalisable, and not culture-bound, in
contrast to concepts such as internal locus of control and
mastery. The combination of cognitive, behavioural and
motivational components positions the sense of coherence
uniquely. .. and they are all measureable.

This last point, that the sense of coherence is appealingly
measurable, may be the most significant reason for its centre
stage position in the salutogenesis literature. In the prestigious
journal Social Science and Medicine, Antonovsky (1993)
published a paper titled The Structure and Properties of the
Sense of Coherence Scale, cited as of this writing by over 2500
publications, a momentous achievement. Within just a few
years, Antonovsky’s sense of coherence scale had been used
in “at least 33 languages in 32 countries with at least 15 differ-
ent versions of the questionnaire” (Eriksson and Lindstrom,
2005). The stream of sense of coherence measurement papers
has continued unabated (Rajesh et al., 2015).

Thus, it is understandable that for many, salutogenesis is
synonymous with the sense of coherence: it is Antonovsky’s
answer to the salutogenic question, it was his sole priority for
further research, and sense of coherence measurement has
scientific importance. . . and panache.

The Salutogenic Orientation

In his last paper, published posthumously, Antonovsky
(1996) wrote:

“I was led to propose the conceptual neologism of
salutogenesis—the origins of health—(Antonovsky, 1979). 1

urged that this orientation would prove to be more powerful a
guide for research and practice than the pathogenic orientation.”

Was Antonovsky predicting a paradigm shift? It is impor-
tant to note that the 1996 paper cited above was directed at
the field of health promotion, which Antonovsky felt had too
whole-heartedly accepted pathogenesis thinking and disease
prevention via risk factor reduction. Expressing his hopes for
‘proponents of health promotion’, Antonovsky wrote that the
salutogenic orientation might help them “carve out an auton-
omous existence—though one undoubtedly in partnership
with curative and preventive medicine” (Antonovsky,
1996). Not so much a complete paradigm shift from patho-
genesis fo salutogenesis, Antonovsky wished to foment a
shift to salutogenesis as a viable theory basis and as an
essential supplement to pathogenesis in the health and social
sciences (Mittelmark and Bull, 2013). Yet, in introducing
the salutogenic orientation, Antonovsky referred explicitly
to Thomas Kuhn’s (1962, 2012) idea of paradigmatic axioms
which need to change for a paradigm shift to emerge. His
thoughts were on

“the axiom ... which is at the basis of the pathogenic orientation

which suffuses all western medical thinking: the human organ-

ism is a splendid system, a marvel of mechanical organization,

which is now and then attacked by a pathogen and damaged,
acutely or chronically or fatally” (Antonovsky, 1996).

Challenging this axiom, Antonovsky summarizes the
essence of the salutogenic orientation in contrast to the
pathogenic orientation (Antonovsky, 1996):

 In contrast to the dichotomous classification of pathogen-
esis into healthy or not, salutogenesis conceptualizes a
healthy/dis-ease continuum

* In contrast to pathogenesis’ risk factors, salutogenesis
illuminates salutary factors that actively promote health

* In contrast to focusing on a “particular pathology, disabil-
ity or characteristic” of a person, salutogenesis might
work with a community of persons and “must relate to
all aspects of the person”

We return to our earlier question, slightly rephrased: was
Antonovsky calling for a paradigm shift from pathogenesis
to salutogenesis? Certainly not in the sense of salutogenesis
as the usurper of pathogenesis; he remarked repeatedly that
pathogenesis would remain dominate in the ‘health’ arena.
But he did hope that salutogenesis would achieve an ascen-
dant position as the theory of health promotion. This is not
yet achieved, but salutogenesis is on the rise. The Health
Development Model (Bauer, et al., 2006, see Fig. 6.1 in
Chap. 6) is a prominent framework for the development of
health promotion indicators, and it explicitly incorporates
aspects of both pathogenesis and salutogenesis. If the con-
cept of paradigm shift is not too grand to apply, we could say
that the shift is to a paradigm that incorporates pathogenesis


http://dx.doi.org/10.1007/978-3-319-04600-6_6
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and salutogenesis. This shift, even if modest so far, is per-
haps the most promising contribution of the salutogenic
orientation to the health and social sciences. Compared to
other concepts relevant to a search for the origins of health,
such as assets, resources, coping and resilience,
salutogenesis is in a sense a more complete concept, offering
a new outlook on health outcomes, health determinants and
health development processes. For many health promotion
researchers, using the term ‘salutogenesis’ communicates at
a minimum that one pursues an alternative approach to
pathogenesis.

This inclusive sense of salutogenesis is captured by
Lindstrom and Eriksson’s umbrella image, which effectively
communicates that many health resources and assets
concepts (e.g. social support, the sense of coherence, self-
efficacy, hardiness and action competency) have kinship
under the salutogenesis umbrella (Eriksson and Lindstrom,
2010). The umbrella also covers diverse positive health
conceptions such as quality of life, flourishing and well-
being. Seen in this light, salutogenesis might be defined
simply as processes wherein people’s and communities’
resources are engaged to further individual and collective
health and well-being. Of course, this umbrella concept is a
particular view of the salutogenesis aficionado; a self-
efficacy researcher might be inclined to place salutogenesis
under the umbrella in the company of all the other positive
health concepts.

Salutogenesis in Context: Comparable
Concepts and Developments

The salutogenic model originated as a stress and coping
model (Antonovsky, 1979). Antonovsky referred to Selye’s
(1956) and Lazarus and Cohen’s (1977) work as particularly
inspirational. As does the salutogenic model, Lazarus and
Cohen’s transactional model of stress assumes an interaction
between external stressors and a person who evaluates
stressors based on the resources available to cope. In the
domain of working life, the well-established job Demand-
Control Model (Karasek, 1979; Bakker, van Veldhoven, &
Xanthopoulou 2015), the Effort Reward Imbalance Model
(Siegrist, Siegrist, and Weber 1986; Van Vegchel et al.,
2005) and the more generic Job Demands-Resources
Model (Bakker & Demerouti, 2007) share with the
salutogenic model the basic idea of a balance between
stressors and resources—and that they have been mainly
empirically tested in relation to disease outcomes. In a recent
development, an organisational health model has emerged
from the explicit linking of elements of the Job Demand-
Resource Model (Bakker and Demerouti, 2007) with
salutogenesis (Bauer and Jenny, 2012, Brauchli, Jenny,
Fiillemann, & Bauer 2015).

M.B. Mittelmark and G.F. Bauer

Salutogenesis as an orientation is an idea in close
concert with a broad academic movement towards a pos-
itive perspective on human life. There are traces of
salutogenesis in philosophy at least since Aristotle
reflected about the hedonic and eudaimonic qualities of
(positive) health (Ryan & Deci, 2001). Three decades
before Health, Stress and Coping, the Constitution of
the World Health Organization exclaimed that “health is
more than the absence of disease”. Illich (1976) critiqued
the medicalisation of life. Social epidemiology has a long
tradition of considering broad social determinants of
health beyond the proximal disease risk factors
(Berkman, Kawachi, & Glymour 2014). More recent par-
allel developments include research on positive
organisational behaviour in organisational psychology
(Nelson & Cooper), on happiness in management
research (Judge & Kammeyer-Mueller 2011), on place
as a resource in social ecology (Von Lindern, Lymeus
& Hartig, this volume), on promoting strengths in educa-
tional sciences (Jensen, Diir & Buijs this volume) and on
pre-conditions for substantially rewarding, satisfying and
fulfilling lives in sociology (Stebbins, 2009; Thin, 2014).
Chapter 11 in this book on positive psychology describes
vibrant developments in the emerging positive health
paradigm. In the field of health promotion, the positive
paradigm may be seen in recent literature of two kinds:
that which describes protective factors against untoward
outcomes (e.g. Boehm and Kubzansky, 2012) and that
which describes factors that promote well-being (Eriksson
and Lindstrom, 2014).

Conclusions

This chapter—and this Handbook—introduce a broad
swath of developments that excite the present generation
of salutogenesis scholars. Some of these developments are
clearly relevant to the salutogenic model, others are firmly
focused on the sense of coherence, and yet others are more
identifiable with salutogenesis as an orientation. The book
also takes up parallel developments in the areas of positive
psychology, occupational and organizational health
sciences, social ecology and educational sciences which
may make little explicit reference to salutogenesis, and yet
are in evident close kinship with salutogenesis. It is one of
the main aims of this book to invite an inclusive, bridging
dialogue, meant to nourish salutogenesis... in all its
meanings. The book also aims to introduce salutogenesis
researchers to scientific kinfolk who contemplate matters
highly relevant to salutogenesis, even if they do so in
literatures not searchable with the key word
‘salutogenesis’.
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Open Access This chapter is distributed under the terms of the
Creative Commons Attribution-Noncommercial 2.5 License (http://
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mercial use, distribution, and reproduction in any medium, provided the
original author(s) and source are credited.

The images or other third party material in this chapter are included
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Avishai Antonovsky and Shifra Sagy

“Your candle burned out long before your legend ever did”

(Bernie Taupin, Candle in the wind)

Introduction

In January 1945, while serving in the American army and
stationed in New Guinea, Aaron Antonovsky (hereafter
Aaron) wrote a long letter to his younger brother, Carl,
who was then 13, ongoing adolescence. Aaron, at the age
of 21, expressed two things that would later on be a signifi-
cant part of his academic character. He wrote: “You don’t
know the meaning of ‘iconoclast’—but you know the idea,
because Avraham Aveenu [Abraham, one of the fathers in
the Bible] was one. What did he do? He looked all about
him, questioned everything, rebelled against everything . ..
and he mercilessly destroyed everything that was false. He
broke not only the idols themselves, but the belief he himself
had once had in them. He had not yet discovered the great
principle of his life, but he had cleared the way for it.” Years
later, perhaps less dramatically, pathogenesis was
“removed” from the agenda to make way for salutogenesis.
Toward the end of the letter, Aaron wrote: ... throughout
our lives, we must never stop asking questions; but it is most
important now.” A half a century later, in a tribute to Aaron,
Tlona Kickbusch wrote ... there is nothing more practical
and efficient than asking the right question ... . Aaron
Antonovsky consistently had the courage to ask the right
question: how is health created?” (1996, p. 5).

A. Antonovsky (B<)

Departments of Evaluation and for the Advancement of Excellence
in Teaching, The Open University of Israel, Ra’anana, Israel
e-mail: avishan@openu.ac.il

S. Sagy

Conflict Management & Conflict Resolution Program, Ben-Gurion
University of the Negev, Beersheba, Israel

e-mail: shifra@bgu.ac.il

© The Author(s) 2017

Rebelling against the mainstream and searching for the
right questions seem to be the two most salient
characteristics that bridge between Aaron the scholar and
Aaron the man.

In this chapter, we wish to share some insights we have
regarding the development of the salutogenic idea, by draw-
ing lines connecting it to the person Aaron was. Having been
very close to Aaron for several decades, we feel that a certain
degree of familiarity with his personal background would
contribute to the understanding of the development of the
salutogenic theory. Therefore, we wish to shed some light on
Aaron’s personal experiences, ideological beliefs, and pro-
fessional development throughout his life, until the crystal-
lization of the salutogenic idea. Being close to him, and
knowing what he would prefer, we shall refer to him by
first name throughout this chapter (unless quoting others).

But how does one write about Aaron the scholar, without
diving too deeply into the world of salutogenesis, which will
be discussed thoroughly throughout this book? How does
one write about Aaron the man, without becoming too bio-
graphically boring? We shall try to accomplish this task by
avoiding strict academic writing; instead, following a brief
history of his life, we will highlight a few qualities which,
we believe, are characteristic of Aaron’s scholarly work as
well as of his personal life. In doing so, we will quote friends
and colleagues of Aaron’s who have agreed to contribute
their illustrative memories to this chapter." These will be
embellished with some unknown, perhaps humorous,
anecdotes.

! The names of these people are marked in bold typeface.

M.B. Mittelmark et al. (eds.), The Handbook of Salutogenesis, DOI 10.1007/978-3-319-04600-6_3
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Rebellion and the Importance of Questions

Aaron was born in the United States in 1923, 5 years after the
end of World War I and 6 years before the outburst of the
Great Depression. His parents and older sister had fled from
Russia a few years earlier, arrived in Canada, traveled to
England and back to Canada before they finally settled down
in Brooklyn, New York. As a child, Aaron’s social environ-
ment consisted of immigrant families, mostly lower class
Jews and Italians. His father owned a small laundry shop
where his wife and two children spent many hours helping
out. Somehow, they managed to survive the difficulties of
adapting to a new culture in times of a severe economic
depression. Later, in the 1930s, Aaron’s parents—for whom
education was extremely important (having little or no for-
mal education themselves)—sent him to a prestigious high
school, and then to college, until he was drafted into the
American army during World War II and sent to the Pacific.

As an adolescent, Aaron was deeply involved in the
HaShomer HaTza’ir Jewish youth movement, where he
first absorbed a socialistic ideology. As his younger brother
Carl told us, “Belonging to a Jewish organization was obvi-
ous.” Selma Rieff, a close friend, who met Aaron as a child
in the youth movement, remembers those days, of endless
ideological discussions, as most important in shaping
Aaron’s orientation to life.

This was perhaps the first instance of Aaron the rebel,
because unlike most movement members, he was against
Communism. At the age of 26, after the establishment of the
State of Israel in 1948, Aaron came to Israel and was a
founding member of a kibbutz,” where his socialist ideology
came into practice.

Upon returning to the United States in the early 1950s,
Aaron completed his doctorate in sociology at Yale Univer-
sity. By that time he had been involved in research and
writing about social class, discrimination, inequality, immi-
gration, and ethnic minorities. During this period, we
believe, the seeds were planted for what would a quarter of
a century later evolve into being the salutogenic model. For
Aaron, the two decades between 1955 and 1975 were years
of transition: personally, he had married, spent a year in Iran
and then came back to Israel (this time to the city of
Jerusalem), had a child born and ended up in the city of
Beer Sheva, helping to set up a new medical school. Profes-
sionally, Aaron moved back and forth between the

2 A kibbutz (in Hebrew: collection; plural: kibbutzim) is an Israeli
unique kind of collective settlement. A person living in a kibbutz is a
kibbutznik. There are a few hundred kibbutzim, the first established in
1909. Traditionally based on agriculture, they began as utopian socialist
communities, carrying the slogan “From each according to his ability,
to each according to his need”. Today, many kibbutzim have been
privatized and industry has replaced much of the agriculture.
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sociological studies on immigration, culture, and social
class, and the focus on sociology of health. During this
period, he was coauthor or coeditor of four books which
are possibly not familiar today to health promotion scholars,
but we see them as tied to the salutogenic revolution:
Poverty and health (1969), Hopes and fears of Israelis
(1972), From the golden to the promised land (1979), and
A time to reap (1981).

People suffering discrimination, or poverty, or the
struggle to adjust to a new country as immigrants
(or founding a kibbutz on bare land in the summer heat or
the winter cold), are quite obviously prone to physical or
mental sickness. Still, many such people maintain good
health and well-being. The question that began to arise in
Aaron’s mind was not why some of these people feel miser-
able, but rather how some of them manage quite well. This
question became more salient following a study of women
Holocaust survivors, many of whom were found to be well
adapted, despite the excruciating experience in concentra-
tion camps and poor life conditions after immigration to
Israel.

The answer, which Aaron has termed the sense of coher-
ence, was to follow. But it was the salutogenic question—not
why does one become sick, but how does one move toward
the health pole on the ease—dis-ease continuum—that
constituted the major philosophical change in thought,
from the traditional pathogenic orientation to the salutogenic
view of the mystery of health.

The emphasis on asking the right question, as a key to
relevant answers, is, we believe, crucial to the advancement
not only of the study of health and well-being, but also of all
scientific endeavors. Aaron’s mantra “Ask the right ques-
tion!” has been following one of us (AA), first as a teenager,
later as a young student, and to these days as a lecturer in the
social sciences; it is useful in the academia, but no less in
solving “simple” daily problems, be it why the TV remote
control does not work or where to go on the next vacation.

Asking questions, in itself, is a kind of rebellion.
It signifies resistance to blind acceptance. But Aaron wanted
more. Aaron put into deeds the words attributed to Mark
Twain: “Whenever you find yourself on the side of the
majority, it’s time to pause and reflect.”

From a personal-developmental perspective, we see the
roots of Aaron’s salutogenic theory in his concrete child-
hood and adolescence experiences, from which he derived
the tendency to question the world and rebel against what he
believed was wrong. In a recent conversation, his younger
brother Carl described him as “very idealistic, striving for a
better world, intellectually curious, full of compassion, and
having a strong feeling of how things should be done.”

Aaron’s parents, optimistically tackling the daily hurdles
in the time of the Great Depression, served for him as living
examples of viewing life as comprehensible, manageable,
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and meaningful. It is therefore clear why he dedicated his
book Unraveling the mystery of health (1987b) “To my
parents from whom I learned about the sense of
coherence.”

Warmth and Informality vs. Strictness
and Academic Demands

Several colleagues and friends have pointed out two
characteristics of Aaron that we know very well, and—we
believe—have enabled him not only to make his way to the
hearts of other people, but also to be a good researcher and
health educator: informality on the one hand, and uncom-
promising academic demands on the other.

In a Western professional world where it is a custom to go
to work with shoes, a jacket and a tie, Aaron was known for
his appearance with sandals, a short sleeved shirt and of
course no tie. This habit may have its origin in the kibbutz
life, and it was probably very convenient to wear such an
outfit in Beer Sheva (where Aaron lived for 18 years while at
Ben Gurion University).” We assume that on very formal
occasions abroad (that is, outside Israel) he would wear a tie,
but in our memories (at least AA), the only time Aaron wore
a suit and a bow-tie was for the ceremony in 1993, in which
he received an honorary doctorate at the Nordic School of
Public Health in Géteborg, Sweden.

An illustration of Aaron’s openness, talkativeness and
informality is found in an article by Suzanne C. Oullette
(Kobasa). In 1998, a special issue of Megamot (“Trends”—
the leading Israeli behavioral sciences journal) was devoted
to “Salutogenesis and wellness: Origins of health and well-
being.” Ouellette, who developed the concept of hardiness at
about the same time that the idea of the sense of coherence
was born (e.g., Kobasa, 1979), wrote an article for the
special issue, titled “Remembering Aaron Antonovsky: A
conversation cherished and one missed.” Here are a few
excerpts of that article, back-translated from Hebrew (unfor-
tunately, we were unable to find the original English manu-
script, which was translated into Hebrew for the special
issue):

I had only one opportunity to meet Aaron Antonovsky and enjoy

a lively, open, and informal conversation about research

questions that had interested us. It took place at his parents’

apartment in Brooklyn, New York. It was in summer 1982, only

a few years after each one of us published, without being

introduced to each other, what we had thought were new and

unique calls for research about the things that keep people
healthy under stress.

3Beer Sheva is called the “capital of the Negev.” The Negev is a dry,
desert-like region in the southern part of Israel. The temperatures range
from about 10° (centigrade) in the winter to 35-40° in the summer.

In the phone conversation we had before that meeting, Aaron
explained that he was visiting his parents and told me a bit about
them and his relationship with them. His parents lived during the
time of the Holocaust and were now in their old age. His visit
was to make sure they are alright. It was also an opportunity for
him to gain strength from two people who had been, and still
were, key figures for him; an example of how people live, in
Aaron’s words, a salutogenic life.

At the meeting itself I got the impression that Aaron’s
parents were full of vitality despite their age (his father was
over 90 and his mother was approaching 90). They did what was
needed to make sure their son’s stay in New York would be
comfortable and that our meeting would be pleasant for me as
well. Aaron was dressed informally: an army-like khaki shirt. I
have seen this kind of shirt, but usually in films in a desert area,
not in the streets of Brooklyn or Chicago. I wore a suit, but his
outfit was more appropriate for the summer heat that day. I
looked more or less like I thought that a young lecturer should
look like at a meeting with a senior scholar. The clothes
remained the only representations of our difference in status.
The conversation itself was a free exchange of ideas between
two people who had committed themselves to certain questions
regarding human behavior, to the search for better-developed
theories and for better means to examine such theories.

Much of Aaron’s work consisted of simultaneously
presenting his own work and the work of others. He developed
his ideas by putting them side by side with others’ similar ideas.
He has given us a lesson on how to work; his intention was not to
show that his approach was better; instead, he demonstrated how
confrontations between the theoretical and practical ideas of
different researchers give rise to new questions, which may
bring us closer to a better understanding of human behavior.
He showed us that a sense of coherence can be found through the
loneliness of writing.

In the same spirit, Rudolf Moos of Stanford University
has recently written to us about Aaron:

He loved to engage in discourse with me and several of my
colleagues and was always ready and eager to review his ideas
and to learn about our comments and criticisms. We had quite a
few long conversations about his ideas, which were incisive,
original, and rather revolutionary for the time.

Our own work focused heavily on the positive (and negative)
influences of the social context on health and behavior and on
the specific ways in which individuals could confront and man-
age stressful life events and life crises.

Regarding the way Aaron related to others’ criticisms,
Shifra Sagy (second author) remembers his openness to
critical opinions of other researchers, let them be senior or
junior. “He may have not been perceived as such in the
academia,” says Shifra, “but I knew this characteristic of
his very well.” She elaborates:

He always encouraged me to express my opinion and even to
argue with him. He liked to tell the story of how I became
research coordinator for his big study on sense of coherence
and retirees’ adjustment. During my first job interview with him,
I said he is very wrong, including only retirees in the study, and
that to understand their adjustment to retirement he should also
have a sample of the retirees’ spouses.

I went home and told my husband there is no chance that I
got the job. Apparently, I was wrong; and the rest is history.
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Fig. 3.1 Lund, Sweden, 1988
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Deo Strumpfer, a friend and colleague from

South Africa, added:

He was the most supportive colleague and “teacher” a person
can ever hope to have. His comments on pre-publication papers
were incisive, yet always kind and warm; an amazing aspect was
how quickly he responded. He connected persons with similar
interests with one another.

Aaron’s informality has apparently struck the memories
of several other colleagues and students. Moshe Prywes, the
first Dean of the Beer Sheva medical school (died 1998),
said: “I first met Aaron when he was a fellow at the
Guttmann Institute of Applied Social Research at the
Hebrew University of Jerusalem. I couldn’t help but notice
the man who was wearing shorts and sandals.” (Prywes,
1996, p. ii). Asher Shiber, a medical student and later a
colleague, lately recalled that once every week or two,
Aaron (and his wife, Helen) would invite 2-3 students to
their house for dinner. Ayala Yeheskel, a social worker in
Beer Sheva in the mid 1980s, told us:

A while before a meeting with Antonovsky in January 1985, 1
lost my son, Eldad. At the time I was employed as a social
worker in the Department of Psychiatry and in the Department
of Family Medicine at the Soroka Medical Center in Beer Sheva,
and spent much time teaching about the biopsychosocial
approach. Beside that, I was exploring possible topics for my
doctoral dissertation at the Hebrew University of Jerusalem, in
the context of life stories of Holocaust survivors. About a month
after my personal tragedy, emotionally uneasy, I turned to
Antonovsky for counseling. With utmost patience and
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tenderness he listened, and at the end of the meeting he asked
me a question I will never forget: “Ayala, you are now in the
midst of your own private holocaust; how will you engage in a
subject you are so personally close to? In any case, I will help
you and wish you good luck.” I felt I had received approval,
from an admired and beloved person, of my ability—in spite my
personal circumstances—to carry on with the tasks I had
planned for myself.

Aaron’s informality and warmth were expressed not only
toward his colleagues and students. Several times, while on
visits abroad, Aaron was interviewed by local newspapers.
One would expect that a serious professor, a well-known
scholar in his field, would present himself in formal dress.
However, as the following photos show, this was not the case
(Figs. 3.1 and 3.2).

The Establishment of the Medical School
and the “Beer Sheva Spirit”

Although not directly related to salutogenesis or to Aaron’s
personal characteristics, it seems that a short background on
the establishment of the medical school in Beer Sheva is
needed in order to put several of the quotes and stories hereaf-
ter in context. Shimon Glick, professor of internal medicine
and former Dean of the Faculty of Health Sciences at Ben
Gurion University, who worked with Aaron from the first days
of the medical school in the early 1970s, described the forma-
tion of the “Beer Sheva spirit” and Aaron’s contribution to it:
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Fig. 3.2 Australia, 1994

When Professor Moshe Prywes of Hebrew University and
Dr. Haim Doron of Kupat Holim* launched the new medical
school at Ben Gurion University it was not to produce another
medical school, but to create an educational institution of
another type entirely. This was to be a school which would
train humanistic physicians with an orientation to the needs
not only of their specific patients but to the needs of the commu-
nity in which the school is located. These physicians would be
sensitive to the psychosocial and cultural aspects of medicine.
Wonderful sounding words, but really neither of the two
founders of the school, nor hardly any of the existing staff or
of the staff recruited to begin to teach at the school had any real
concept of how to accomplish this great and important mission.
Prywes recruited Aaron to be the spirit and guiding light of the
project. Aaron was a scholar in sociology of health, most of it
theoretical, as sociology usually is; now here was an amazing
challenge and opportunity to apply sociology to the creation of
an institution which would train a new kind of physician to serve
his/her community in the ideal manner, sensitive to the cultural
and psychological needs of the patients and their community.
Aaron was not just one of several department heads recruited to
join the new medical school, but was perhaps the key individual
who contributed to expressing and articulating clearly the
school’s goals and direction. He was among the handful of
individuals who laid the framework for the school. Among the
revolutionary concepts were exposure of students in their first
school year to patients not just in the hospital, but in their
community settings, teaching them how to speak to the patients,

4 Kupat Holim, literally meaning “sicks’ fund” is the Israeli health plan
and medical insurance institution.

how to understand the influence of their surroundings, economic
and social conditions on their illness and the like. But first you
had to pick the right kind of students who would be open to this
kind of educational orientation. So one had to change the selec-
tion process which heretofore depended only on academic
achievements.

All of these steps Aaron designed and taught us, step by step.
Speaking for me personally who arrived as professor of internal
medicine in 1974 when the school opened these ideas were new.
I had never heretofore read an article in medical sociology, had
never even heard of Antonovsky, but quickly became in some
way a devoted follower of his. His ideas and concepts resonated
with me and we shared fully the goals. He taught us how to
interview patients, how to teach students to do so. He also
created the admission process to the medical school, helped
select the members of the admission committee, trained them
and set into motion a unique process that has continued success-
fully for several decades. His leadership, absolute integrity and
idealism permeated the process and made the admission com-
mittee a most prestigious and respected unit in the school,
trusted by all.

In reality, most physicians and basic scientists at the institu-
tion did not really fully comprehend and buy into his philoso-
phy, because their focus and training had been in the traditional
biomedical model. But Aaron influenced enough of the key
people and had the full support and backing of the medical
school leadership. I believe that the so called “Beer Sheva
spirit,” which characterizes the school and its graduates to this
day, is the spirit instilled by Aaron. And in the spirit of
salutogenesis that is what keeps the institution on the “right”
track often in the face of adversity and administrative and
bureaucratic problems.

On a more personal level, Shimon Glick mentioned that
during almost 20 years of working together with Aaron at the
medical school, himself being religious and Aaron growing
up in HaShomer Hatza’ir (encompassing great ideological
differences and conflicting outlooks), they have always
respected one another and had much in common.

Milka Sampson is secretary of the Department of Soci-
ology of Health at Ben-Gurion University, of which Aaron
was chairperson. She worked with Aaron from the time she
was appointed, in 1984, until he retired in 1991. She
described Aaron as “an honest and fair man, from whom I
learned so much.” She was a beginner secretary in her early
20s and remembers that Professor Antonovsky insisted she
call him “Aaron.” Before Milka, there was a secretary who
would always address him as “professor.” Ofra Anson, who
worked with Aaron in the Department of Sociology of
Health for almost 20 years, told us in a recent interview
that Aaron once said to her in despair, relating to the secre-
tary: “For Heaven’s sake, we work together! Why doesn’t
she stop calling me ‘the professor’?!”

Shifra Sagy (second author), who was Aaron’s doctoral
student and later a colleague in the department, mentioned
the “Friday cakes”: every Friday, it was someone else’s turn
to bring a cake to the staff meeting. Aaron had insisted that
each one must prepare a cake by him/herself (one time, on his
turn, he wanted to bake a fruit cake, but the only fruit he had
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at home was a grapefruit; so he baked a grapefruit cake . . .).
In these matters, everyone belonged to the same social status.
For example, they would all take turns washing dishes.

These gatherings were devoted not only to professional
matters. Actually, this was an opportunity to discuss a good
book someone had read, or to celebrate someone’s birthday,
or to argue about politics. However, even though Aaron’s
belief system has probably influenced several of his career
choices, he meticulously separated ideology from scientific
objectivity. Zeev Ben-Sira, a medical sociologist from the
Hebrew University of Jerusalem who died about a year after
Aaron, addressed this issue in an obituary written a short
while after Aaron’s death (1995, unpublished):

Aaron was an idealist, believing in the future of a better and just
world. He vehemently contended against social injustice, dis-
crimination, and intolerance. However he unpromisingly
separated between his beliefs and his scholarly work. He
strongly resisted any intrusion of ideologies into scientific
objectivity.

Doubtlessly, his beliefs in a better world influenced the
choice of the field of his scholarly work, yet did not contaminate
the objective, scrupulous and unbiased approach to his research.

Understandably, then, his initial steps in his scientific career
and research were devoted to the study of social discrimination,
inequality, intergroup and ethnic relations, and of the absorption
of immigrants.

Aaron’s personal affection was combined with the great
importance he ascribed to community medicine. Aya
Biderman, a family doctor, recollects her meeting with
Aaron:

In 1980 I arrived for internship at the Soroka Medical Center in
Beer Sheva, after studying medicine in Jerusalem. During that
year I came to know Dr. Aaron Antonovsky, or “Aaron” as he
insisted we call him.

In 1981 I began to specialize in family medicine. The
Department of Family Medicine was next door to the Depart-
ment of the Sociology of Health, of which Aaron was chairper-
son. Aaron had special feelings toward our profession. He said
family medicine was one of the “islands” in which the
biopsychosocial model should be applied.

As a young doctor, I conducted a study on the reasons why
some patients do not attend their family doctor. I hoped to have
it published and thought the data may interest Aaron. I met with
him to ask for his help, and he agreed. Thanks to him I had my
first publication in the medical literature. Aaron’s willingness to
help a young doctor, who had no experience in research or
writing, was very significant and gave me the push and the
enthusiasm toward research and academic practice.

Aaron also agreed to teach a biopsychosocial seminar in our
department. It was a great learning experience which we (the
young doctors) carried with us for years.

The duality of Aaron the man and Aaron the scholar was
also expressed in daily work. Alongside with the warm
atmosphere and informal relationships in the department,
Aaron was strict about work. The department was quite
small (6-7 people), and it was important for Aaron that
each one would know what others were working on, as a
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means of mutual fertilization. He demanded from himself
what he asked of others, even when it came to things nor-
mally done by junior research assistants, such as counting
questionnaires. Shifra recalls that when she was beginning
her doctorate, Aaron insisted that she write in English. She
then gave him her handwritten draft of part of her work. The
next day, Aaron already gave it back to her, typewritten and
corrected.

Indeed, Aaron gave his students lots of hard work. For
Israeli students, most of whom have part-time jobs beside
their academic studies, spending hours and hours in the
library was not a trivial matter. Asher Shiber remembers
his basic studies in medical school with Aaron: “The first
thing he did was to send me to the library to read and read
and read . . .. As an enthusiastic medical student, I wanted to
do medicine, not read about medical research.” As the time
passed, though, students realized that hard work is produc-
tive, and they learned to appreciate Aaron’s strictness. Asher
sums this point: “With all my appreciation toward Aaron as a
professional, the first thing that comes to my mind when I
think of him is how much I loved him as a person.”

Reading and reading and reading was not only a home
work task which Aaron had given his students. Being a
bookworm himself, Aaron believed in broadening one’s
education. Joel Bernstein, a neighbor, a friend and a col-
league from the life sciences, wrote to us:

Our professional backgrounds might not have led to any aca-

demic interaction was it not for the connection with Judy.5

However, from the beginning there were social gatherings and

I found myself in the company of a true intellectual. I do not

think a visit to the Antonovsky home passed without me

reviewing the books lying on the table or in the shelves. The
collection was truly eclectic, with a scattering of Yiddish litera-
ture (in the original), philosophy, political science (much from
the liberal academics of the 1950s and 1960s), and of course
sociology and psychology. The Antonovsky abode was no more

than 150 m from ours. They moved in about a year after we did,

and like everyone had to install an irrigation system—for which,

with only the experience of having done my house, I became the
consultant, and occasionally technical assistant.

With Joel’s help, Aaron spent several hours working in
the garden. The first author of this chapter, having spent
much time with Aaron in the garden, thinks it is possible
that the seeds Aaron planted in the desert soil around the new
house in 1973 were, to some extent, seeds of the salutogenic
idea; more than once he would look at a few plants, some
dying and some still alive, take a closer look at the green
ones, and mumble “I wonder how they survive.”

We believe that the importance Aaron saw in informal
relationships and in expanding one’s knowledge is tied to

> Judy Bernstein was Aaron’s research and teaching assistant and later
became a faculty member in the Beer Sheva medical school, where she
worked until her premature death in 2001.
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Fig. 3.3 Aaron in the Ben
Gurion University campus, mid
1970s

two unique qualities of the new medical school he had
helped to establish, which we touched upon above, quoting
Shimon Glick. First, the selection process: unlike at other
universities, the main criterion for accepting candidates to
medical school was not matriculation grades or psychomet-
ric scores, but rather results of two stages of semistructured
interviews. Taking into account criticism on an interview as
a selection instrument, it seems that in Beer Sheva they have
managed to overcome its disadvantages. As Aaron wrote,
“In our case, there has come into being a widespread belief
among faculty and students: more humane and responsible,
less individualistic and competitive, more compassionate
and concerned” (Antonovsky, 1987a).

This quote brings back a story one of us (AA) heard once
from Dina Ben-Yehuda, who was one of Beer Sheva’s first
graduates, and in recent years is chair of the Department of
Hematology at Hadassah Medical Center in Jerusalem. It
occurred when Dina was already a senior doctor at Hadassah
(forgive us if there are minor inaccuracies). One evening, a
senior citizen in his 80s was brought by an ambulance to the
emergency room (ER), after having experienced dizziness
and weakness. The doctor in charge of ER that evening, a
senior resident, had the patient go through blood tests, a
neurological test and an ECG. After reviewing the results,
with no significant findings, the resident doctor ordered the
nurse to discharge the guy and send him home. A young
intern, who was with the resident, then said: “if I may, I
suggest we keep him here for the night.” The resident’s
response was “he’s fine, nothing’s wrong with him, and we
need the bed.” The intern replied: “Indeed, he seems to be
okay; but he’s a widower, no one is waiting for him at home.
He would probably be happy to be around people, to have
someone make him a cup of tea. I’'m sure we can find a bed

for him. Why don’t we let him spend the night here and send
him home tomorrow morning.”

Dina, who was off duty, happened to be in the ER at that
time and overheard the conversation. She later approached
the intern and said “You studied in Beer Sheva, right?” No
doubt, she knew what she was saying . ..

The second unique quality of the Beer Sheva medical
school was the very early stage at which students faced the
real world of treating patients. During their first year,
students visited community clinics in development towns
in the Negev, where they met with the poor, the unemployed,
the immigrants who had lost faith in the government’s
promises for good life. In addition, each student was
hospitalized for a few days, without revealing to the medical
staff the fact that they were not real patients. They learned
that beside anatomy, physiology and chemistry, it is of
utmost importance to learn about doctor-patient
relationships (See Aaron on campus in Fig. 3.3).

Ascher Segall, another neighbor, friend and colleague,
related to the link between Aaron the medical sociologist
and Aaron the person:

One of his most striking characteristics was the ability to main-
tain complete objectivity as a scholar in parallel with a consis-
tent commitment to the values in which he deeply believed. His
development of the theory and practice of salutogenesis attests
to his rigor and creativity in research while his focus on the
humanistic dimensions of medical education reflected his world
view as a human being . ... His impact as a teacher at the Ben
Gurion School of Medicine went far beyond his formal teaching.

The impact Ascher Segall referred to is also reflected in
the words of Aaron’s students. For example, in a tribute by
Moshe Prywes in a special issue of the Israel Journal of
Medical Sciences in memory of Aaron, he cited Professor
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Dina Ben-Yehuda (whom we mentioned earlier), who was a
former student of Aaron, a member of the first class of the
Ben Gurion medical school, and 20 years later was his
personal doctor at the Sharet Institute of Oncology in
Jerusalem, where he was admitted after being diagnosed
with leukemia. Prywes had asked her about Aaron, and she
replied: “For Ben Gurion graduates, Professor Antonovsky
was not just a name. He was a concept. A concept that
contains within it much discussion and debate, all pertaining
to the doctor-patient relationship ... I took care of Aaron
when he was sick and was with him until he died. During that
time he was in full control of all decisions concerning
himself. When his condition deteriorated he called me into
his room and asked me to discontinue all treatment, and he
took leave of his family and friends. I feel that I have lost the
best of my teachers.” (Prywes, 1996, p. ii).

The influence Aaron had on students was reciprocal, and
so was the respect students and Aaron felt toward each other.
Aaron’s socialist ideology, and his strong belief in all people
being equal, may have played a role in the way he prepared
the draft for his first book, Health, stress, and coping
(Antonovsky, 1979), as told by Leonard Syme, a colleague
from the University of California at Berkeley:

Aaron wrote me in the spring of 1977 to ask if he could spend a
sabbatical year at Berkeley.® I said “yes!” immediately of
course. When he arrived on campus in the fall of that year, I
was able to find him a remarkable office. The office was in the
basement of Stephens Hall at the end of a hallway that
overlooked Strawberry Creek. It was basically isolated from
the rest of the building and looked out over beautiful trees and
a babbling little brook.

Then we talked. Aaron said he had this idea about writing a
book on something called “salutogenesis.” He explained what
this word meant and I was captivated. To have one of the world’s
great scholars come to Berkeley to explore a truly exciting and
original idea was one of the great moments in my life. I asked
how I could help. He said he would love to give a seminar that
fall in which he could explore his ideas. It took two days to
recruit an excited class of Social Epidemiology graduate
students for the seminar.

What happened next was one of the most amazing things I
had ever seen. Aaron welcomed them to the seminar, explained
how it would work, and assigned them to critically review a
draft chapter that he had written after arriving at Berkeley. The
next week, students discussed their assignment and, as they were
leaving the room, they were asked to review another new chap-
ter that Aaron had just written during the previous 7 days. This
went on for 15 weeks. After the semester ended, Aaron had
finished a complete draft of his book and was ready to send it
off to a publisher. And the book, was, of course a classic.

What a mind he had! I have thought about this remarkable
Antonovsky phenomenon many years since it happened.

S1n 1977, Leonard Syme was Chairman of the Department of Biomedi-
cal and Environmental Health Sciences in the School of Public Health
at the University of California, Berkeley.

In 1983, Aaron returned to Berkeley for another sabbati-
cal, again in an office overlooking the creek. Guy Bickman,
from the Abo Akademi University in Finland, who met
Aaron in Berkeley, wrote to us about their acquaintance:

Unraveling the enigma or mystery of health was at that time a
big question and theme among the researchers in Berkeley.
Questions of frequent occurrence were “Why are only some of
us sick although all of us are, at least in some way, exposed to
risks” and “How do we manage to stay healthy.” I had many
fruitful discussions on those themes with Aaron in his office on
the Berkeley campus, where, from the window, we could see
lots of greenery and running water, which certainly stimulated
talk about what it might be that keeps people in good condition
and health in changing and sometimes risky and chaotic
circumstances.

Haim Gunner, an old friend from the days of the youth
movement and today a professor of environmental sciences,
beautifully summarized the inseparable arenas that made up
Aaron’s life—the quest for a just world of social equality, and
the academic journey toward unraveling the mystery of health:

The engaged and enthusiastic academic of his later years slips

into the image of the devoted kibbutznik and the fields where we

shared tractor and plough. And in the evenings, on a crowded

balcony with the hills of Galilee facing us, dissected the future
with the complete confidence of youth (Fig. 3.4).

Fig. 3.4 Aaron at kibbutz Sasa, 1949
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Consciously or otherwise, Aaron’s life was the model for the
salutogenic principle. Two projects dominated his life: initially,
the kibbutz and the model society to be derived from it, and
always the ongoing fulfillment of the Zionist ideal. And then the
building of the medical faculty at Ben Gurion University around
the new concept of the family as the arbiter of the individual’s
health. For the kibbutz, comprehensibility was derived from the
perhaps naive, but nonetheless coherent view that Marxism
provided. And not only was the project which promised equality
and security to be a local event but one which would eventually
pervade the entire social structure. Marxism with its dicta and
comprehensive weltanschauung made it eminently predictable.
Our belief in our skills and the support of the community made it
eminently manageable, and our passionate belief, buttressed by
juvenile psychoanalytic insights, that it gave meaning to our
lives make the kibbutz and its realization the perfect model for
the principles of salutogenesis: comprehensibility; manageabil-
ity and meaningfulness.

We wish we could devote a few paragraphs to the words
Aaron’s beloved wife, Helen, would have to say for this
book. Unfortunately, Helen died in 2007. Along the
36 years of marriage to Aaron, she was his greatest sup-
porter, admirer, and critic. There was probably not even one
article, lecture, or book of Aaron’s that went to press before
Helen had read and approved the manuscript. A research
psychologist and scholar in her own right, Helen was an
inseparable part of the scholar and the man Aaron was.

New Horizons

Aaron died in 1994, but his salutogenic vision continues to
stimulate research worldwide. We hope students and
professionals around the world will profit from this compre-
hensive handbook on salutogenesis, and perhaps some of
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them will continue to develop salutogenic research and
carry it on to new horizons. After all, salutogenesis is not
limited to physical or mental health; it is a philosophy of
human existence.
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Hege Forbech Vinje, Eva Langeland, and Torill Bull

Introduction

“I hope it will become clear in due course that my concern is no
mere semantic quibble and that (here), as in all of science, how
one poses the question is crucial to the direction one takes in
looking for the answers” (Antonovsky, 1979, p. 12).

When a person thinks seriously about a topic over a period of
about three decades, it is a sign of good thinking and per-
sonal development if, at the end of that period, he/she is no
longer in total agreement with former ideas. Adventures
along the road become the germ (to use Antonovsky’s own
expression) of new ideas and layers of understanding. So
was also the case with the development of the Salutogenic
Model of Health (SMH), a development described by
Antonovsky himself in retrospect as a ‘personal odyssey’
over decades (Antonovsky, 1990). While chapter three
portrays Antonovsky, the man and the researcher, this chap-
ter portrays the SMH and its development along with life
events of its creator until the untimely death of Antonovsky
in 1994. The chapter is based on the authorship of
Antonovsky himself. Papers written in his last years, in
which he looks back and comments on how his thinking
developed, have been of particular value. These papers
come in addition to the publications in which he originally
introduced his ideas. In the SMH, there are important
concepts the development of which we trace in this chapter:
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stress, breakdown, resources, Sense of Coherence (SOC),
and health.

Antonovsky departs, in his two major books
(Antonovsky, 1979, 1987) from the traditional medical
view of homeostasis being the basic human condition, and
introduces the fundamental philosophical view of “the
human organism as prototypically being in the state of
heterostatic disequilibrium as the heart of the salutogenic
orientation” (Antonovsky, 1987, p. 130). The release of
Health, Stress and Coping in 1979 was a culmination of
15 years of work, during which he came to understand that
disease, illness, and entropy (decline into disorder) are the
norm rather than the exception to a rule of otherwise self-
regulated homeostatic processes occasionally being dis-
turbed with resulting pathology. He found it to be a futile
task to try to understand and control every single factor that
might lead to this or that particular disease. A more fruitful
approach would be to focus on what he found to be the
overall problem of active adaptation to an environment in
which stressors are omnipresent and inevitable. He
presented the term negative entropy (Antonovsky, 1987,
p- 9) in which the goal was to search for useful inputs to
the sociocultural context, the physical environment, and into
the organism down to the cellular level to counter the normal
tendency of entropy. So, negative entropy or negentropy as
he also termed it, is actually something positive.

In his efforts to study health instead of disease,
Antonovsky coined his famous new word: “salutogenesis—
of the origins (genesis) of health (saluto)” (Antonovsky,
1979, preface vii), the intriguing question being: what are
the origins of health? In the course of his research,
Antonovsky correspondingly offered an answer to the ques-
tion: “The origins of health are to be found in a sense of
coherence” (Antonovsky, 1979, preface vii). This question
and the answer constitute the SMH, the development of
which is the focus of this chapter. In his descriptions of the
model, most importantly of the process developing it, he
points to the struggles it entailed for him, and for other
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researchers and practitioners, to move from one paradigm to
another: “I have no illusions. A salutogenic orientation is
not likely to take over. Pathogenesis is too deeply entrenched
in our thinking....” (Antonovsky, 1996b, p. 171).
Antonovsky urged, nevertheless, researchers of different
professions, and with use of different methodologies, to
work together to bring the knowledge of the origins of health
increasingly further.

Antonovsky worked on the SMH for more or less
30 years. The first 15 years resulted in his book Health,
Stress and Coping in 1979, and the presentation of SMH in
its entirety. The next 15 years he was improving, refining,
and cultivating the understanding of the model and the
elements in it. The release of his 1987 book Unravelling
the Mystery of Health represented a peak in his career. This
release was originally intended to be a revised version of
Health, Stress and Coping, but ended up being a whole new
book, primarily presenting and explaining the concept of
Sense of Coherence, his answer to the salutogenic question.
His second book became a huge success and is translated
into several languages.

In the preface of his first book, Antonovsky (1979) points
out that he offers no easy solutions to the salutogenic ques-
tion, and that he does not shy away from technical
discussions when needed. His writings are directed not
only to his colleagues in medical sociology, but also to
sociologists, psychologists, psychiatric nurses, physicians,
healthcare organizers, epidemiologists, architects, commu-
nity organizers, and even more, who professionally or per-
sonally want to understand and enhance the adaptive
capacities of human beings (Antonovsky, 1979, preface
viii). His rather wide scope of intended audience is also
reflected in the cross section of where he finds theoretical
and intellectual inspiration. He expresses indebtedness to
students, research assistants, and colleagues, without whom
he would not have reached as far as he did. Repeatedly he
points out the necessity and value of students’ and peers’
criticism not only for the ideas he took from them, but also
for the intellectual challenge in the need to explain why.
Throughout Health, Stress and Coping especially, but also in
Unravelling the Mystery of Health Antonovsky specifies to
whom he owes his intellectual debts. He names and credits
scholars such as Hans Selye, René Dubos, George Engel,
Thomas Holmes, Richard Rahe, John Cassel, and Melvin
Kohn. As he believes to have broken new ground, he also
claims to see echoes of his ideas everywhere (Antonovsky,
1987, p. 34). Although he says he finds evidence of the
influence of great thinkers in his work, he describes a feeling
of relative isolation when introducing the concept of
salutogenesis and developing the SMH. As he narrates
every other researcher of the time focused on the need to
explain pathology, his feeling of isolation intensified with
the introduction of the sense of coherence, the answer to the
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salutogenic question (Antonovsky, 1987, p. 33). In develop-
ing the SMH, not only did he detach himself from his earlier
work, but also from the work of just about everyone else at
the time. Around the time of the release of Health, Stress and
Coping he finds, however, that the salutogenic question is
increasingly asked, and he is intrigued to notice that serious
research studies at least partly congruent with the SOC
concept are being performed. He no longer feels alone as
elements, variants, and alternative understandings of health
and illness in the social sciences are surfacing (Antonovsky,
1987, p. 34). Antonovsky humbly credits this development
primarily to the serious research of colleagues, and not so
much to his own work. He dedicates a chapter in his 1987
book to convergences, discrepancies, and disagreements of
the research of Suzanne Kobasa, Thomas Boyce, Rudolf
Moos, Emmy Werner, and David Reiss and demonstrates
once more how his ideas and theories develop in interaction
with the theories of other scholars.

In all his writings about the SMH, Antonovsky gives a
somewhat personalized account of how he came to work on
the subject at hand, he presents challenges he encounters on
his way and he clarifies and explains how he moves ahead
and reaches the point at which he stands when writing this
particular book or paper. Apparently he learnt this approach
from Oriental scholars (Antonovsky, 1979, prologue 1).
Being so detailed about his research process makes a very
interesting read, and gives the impression of a humble
scholar, on his way, inviting other researchers in on his
reflections. Antonovsky declares that the SMH is merely
one part of the conceptualization of what he finds to be one
of the greatest mysteries of the study of human beings:
“How do we manage to stay healthy?”(Antonovsky, 1979,
preface vii). On a hopeful note, in Health, Stress and Coping
he expresses a wish that the salutogenic question is convinc-
ing enough for researchers to take up the gauntlet and
develop the model further; of which this book is a clear
demonstration.

Stress Research: The Principal Note

At the outset Antonovsky was not particularly interested in
stress (Antonovsky, 1990). In retrospect, however, he singles
out research (Hollingshead & Redlich, 1958; Kardiner &
Ovesey, 1951; Selye, 1956) causing him to stop a little and
reflect upon questions relevant to stress during his training
years in the Yale Sumner-Keller anthropological tradition in
the fifties. Nonetheless, at the time he found them peripheral
to his main interests, and he did not believe he would spend
most of his career studying the stress process. His major
interests during these formative years were in “culture
and personality, stratification and ethnic relations”
(Antonovsky, 1990, p. 71). Growing up as he did in
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New York, being the son of Jewish parents, one can assume
this interest was awakened by his exposure to both Jewish
and North-American culture, cultures which he contrasted in
several publications (see for example Antonovsky, 1971).
In 1955/1956, Antonovsky finished his doctoral dissertation
in which he investigated cognitive coping responses to
socially structured psychosocial stressors (Antonovsky,
1979). Minority groups and marginal social situations were
the focus of his doctoral research. He continued down this
path for six more years, though his focus shifted to the
organizational response on a group level to immigration
and the stressors of low income and discrimination
(Antonovsky, 1979). This shift was brought on by his work
on the history of the Jewish labor movement in the United
States (Antonovsky, 1961), and as a director of the
New York State Commission Against Discrimination. The
organizational response on a group level to the stressors of
poverty and immigration became a major concern and he
initiated several studies on the consequences of these
stressors (Antonovsky & Lorwin, 1959). So although he
also worked in a series of projects in the 1950s not connected
to his main interests (an experience well known to many a
young researcher), stressors and coping responses on both
individual and group levels were of particular interest to
him. He describes himself as an anthropologically oriented
sociologist being interested in understanding the specifics of
a society’s competence—socioculturally—at coping with
stressors it faces (Antonovsky, 1979). In retrospect, in his
Odyssey article (Antonovsky, 1990), he presents himself as a
sociologist of health involved in studying the stress process,
and he returns some 25 years describing the starting point as
being his work on life stressors.

After migrating to Israel in 1960, Antonovsky’s research
engagements brought more stimulation for the work he was
to pursue for the rest of his life, and put him on the path of
becoming a medical sociologist (Antonovsky, 1990, p. 72).
He accepted a post at the Israel Institute for Applied Social
Research in Jerusalem and begun teaching in the Department
of Social Medicine. Together with Judith Shuval he started a
research project on the latent functions of healthcare
institutions (Schuval, Antonovsky, & Davies, 1970), and
projects on coronary artery disease, multiple sclerosis, men-
opause, and series of studies on social class and aspects of
health and disease followed (Antonovsky, 1979, the author,
xiv). In 1963, he was invited by colleagues in neurology to
take part in the design of an epidemiological study on multi-
ple sclerosis, mainly because he had experience in survey
research. Antonovsky joined because the study question-
naire included items on this particular area of interest for
him—sociocultural factors (Antonovsky et al., 1965;
Antonovsky & Kats, 1967). Included among the items was
a list of stressors in objective form, such as social class and
poor living conditions. This was part of Antonovsky’s turn
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toward a focus on social class, morbidity, and mortality.
Studies from this period show his commitment to
hypothesizing a direct link between stressors and disease,
and especially social class and disease. He defined stressors
objectively as those experiences that anyone anywhere
would agree were stressors, pointing to going hungry for a
long period of time as his illuminating example. His primary
concern at this stage was to bring the data of stressors and
disease together rather than going deeper and behind the data
and ask Why? (Antonovsky, 1967a, 1967b, 1968).

In this period, he also coedited the book Poverty and
Health with his colleagues in the field of sociology (Kosa,
Antonovsky, & Zola, 1969). Together they pose the ques-
tion: “What are the stressors in the lives of poor people that
underlie the brute fact that, with regard to everything related
to health, illness and patienthood, the poor are screwed?”
(Antonovsky, 1979, p. 3). The Why question started forcing
itself to the front of his interest. Reflecting about this period
of his work Antonovsky recounts this is the time he starts to
depart from what he calls the pathogenic orientation
(Antonovsky, 1990). Fueling his pondering was Marc
Fried’s writings on social differences in mental health in
the Poverty and Health book. Not only were the stressors
important, Fried argued, the poor had fewer resources to
battle these stressors (Antonovsky, 1979, p. 3). The book
clearly stated the link between poverty and poorer health,
bringing the sociological insight that poorer health was not
only due to lower quality of health services to the poor, but
also to the conditions to which the poor were exposed. As
Antonovsky later wrote, the poorest life class “had it rough
down the line, whatever the dependent variable might
be. This was the class which clearly had the highest stress
load” (Antonovsky, 1990, p. 73). In addition, there was
another characteristic of the stress of the poor, and the
minority groups, that gave insight to the Why question:
namely the constancy of the stressors.

“The constancy of imposed stressors in such life situations, the

continuous emergencies life presents, make it immensely diffi-

cult to resolve tension. Life for even the fortunate among us is

full of conflict and stressors, but there are many breathing
spells” (Antonovsky, 1990, p. 74).

To understand the link between stressors and disease,
Antonovsky recounts struggling with the methodological
problem of getting the right list of life events or stressors
to ask about in a survey. Eventually he came to terms with
this not being a methodological but rather a philosophical
issue; a result of what he called the pathogenic orientation,
or the Parsonian view of social existence, referring to
Parsons’ sociological theory of the time (Parsons, 1951).
At the time, research focusing on stressors tended to assume
life as inherently stable and smooth with major stressors
only occasionally occurring. Antonovsky (1990) claimed,
however, this view not helpful and rather inadequate in
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understanding the stress process. A more fruitful vision is to
see life as turbulent and inherently full of conflicts and
stressful. Once again, he drew inspiration from Fried and
what he called chronic life strain, referring to long-lasting
structural and cultural situations such as poverty, unemploy-
ment, marginality, etc, a sad fact of the lives of many persons
(Antonovsky, 1990, p. 73). It is important, Antonovsky
argued, to understand the ongoing strain of such situations
as these are also the sources of many of the major life events,
as well as of the daily hassles, which people face.
Continuing undisturbed along this line of reasoning in
recapturing Antonovsky’s research would however make us
overlook another important development that came as a
result of a parallel development: a study of psychosocial
risk factors in coronary artery disease in the form of stressors
in immigrants to Israel from North America (Antonovsky,
1967b). Being in fact a respondent in his own study,
Antonovsky made the observation that yes, he was exposed
to stressors—but they did not result in illness, he was coping
successfully. This led him to focus on how specific serious
stressors were dealt with (Antonovsky, 1990, p. 74).
“This step marked the germ of the distinction I now make
between tension and stress. I had not, and do not now, deny
the potential illness consequences of many stressors. Well into
the 1970s, I still tended to regard all stressors as unfortunate

and pathogenic. But I had begun to ask: What really happens
when one encounters a stressor?”

The observation was made that exposure to stressors did
not invariably lead to stress and illness. Stressors of various
kinds created immediate tension in an organism, but if it
was resolved it did not result in stress, which was the
health-damaging condition one needed to avoid. Coping
and tension management emerged as important concepts
and intervening variables between tension and stress/ill-
ness. At this point in his research there was a decisive
change in his thinking, and in his scholarly pondering he
turned to both Lazarus (Lazarus & Cohen, 1977) and Selye
(1956) for inspiration. In brooding the why-question he
realized that it is not just the stressors that are vital in this
picture, also the poor have fewer resources in order to cope.
There will be a difference if two people are exposed to the
same stressor and one of them has lots of resources, while
the other has practically none. Both the experience and its
consequences will be different for the two. Antonovsky’s
study on cardiovascular disease and stress showed a link
between the two. He presented these findings to an audi-
ence and was asked a thought-provoking question by Pro-
fessor J. N. Morris: “Why just cardiovascular disease, why
not cancer or any other disease for that matter?”
(Antonovsky, 1972, p. 537). This set Antonovsky thinking,
and the result was his realization that he was not really
interested in any specific diseases, be it cancer or heart
disease. He was interested in the illness consequences of
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psychosocial stressors, the breaking down process taking
place no matter how the consequence was expressed
(Antonovsky, 1979, prologue 4.):
“And then it struck me. By God, Morris is right. I am not
interested in heart disease or multiple sclerosis or cancer; |
am interested in breakdown. This, then, is the origin of my first
major departure from the mainstream.”

Antonovsky realized he was interested in a general state,
which he wished to call dis-ease. However, he found this
term impractical because it would be hard, he believed, to
achieve a clear enough distinction from disease. There are
unfortunate examples in publications since Antonovsky, in
which “dis-ease” turned into “disease”, the hyphen being
ignored. Antonovsky’s point has then not been
communicated. In an effort to help this important distinction
come across, we will in this chapter use a slash (dis/ease)
instead of a hyphen. Hence, he landed on the term break-
down which Professor Morris had used, and whom he
credited in a later paper known as his breakdown paper
(Antonovsky, 1972). It was, for technical reasons, not
published until 1972, but the main message in this paper
was that stressors, unsuccessfully confronted, lead on to
breakdown. “It contained the first answer to the problem
posed by the distinction between tension and stress, an
answer expressed in the concept generalized resistance
resources” (Antonovsky, 1990, p. 76).

As this outline shows, the late 1960s seem important
years to the development of his model. Antonovsky claims
1967 and 1968 as especially vital years in this respect
(Antonovsky, 1979, 1990). In the years to come, he was
committed to conceptualizing his insights, starting with an
explicit focus on resources.

General Resistance Resources: A Shift
to Another Key

Because people meet such a variety of demands,
Antonovsky found it useful to focus on understanding the
generalized resistance resources (GRRs) because they could
be applied to a wide range of demands or stressors. He
proposed to distinguish between two kinds of problems
(1) the classical medical problem of why an individual or a
group have the disposition for a particular disease and (2) the
problem of experiencing dis/ease or breakdown, unrelated to
diagnosis and disease. The latter of these two became his
focus. Further he theorized that all diseases have something
in common, and that there are GRRs to counteract all of
these (Antonovsky, 1979). Once again he turned to the work
of Selye and found particular inspiration in Selye’s term
general adaptation syndrome (Selye, 1956, 1975).
Antonovsky (1979, prologue 5) argues: “it seems imperative
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to focus on developing a fuller understanding of those
generalized resistance resources which can be applied to
meet all demands.”

In 1967, Antonovsky made the comment that “the impact
of a given external situation upon a person is mediated by
the psychological, social and cultural resources at his
disposal” (Antonovsky & Kats, 1967, p. 16). However,
Antonovsky later calls this mentioning of resources essen-
tially a remark made in passing (Antonovsky, 1974, p. 246).
In the breakdown paper, he returns to the issue of resources
with a clear intent and introduces his most general definition
of a GRRs: “any characteristic of the person, the group, or
the environment that can facilitate effective tension manage-
ment” (Antonovsky, 1972, p. 99). In the same paper, he
classifies three large groups of resources (1) adaptability on
the physiological, biochemical, psychological, cultural, and
social levels; (2) profound ties to concrete, immediate
others; and (3) commitment of and institutionalized ties
between the individual and the total community
(Antonovsky, 1972, p. 100). Nevertheless, his formal defini-
tion of GRRs was not published until 1979 (see Fig. 4.2).
In Health, Stress and Coping, he also emphasized the impor-
tance of specific resistance resources (SRRs), as he found
them both numerous and frequently beneficial in specific
circumstances of tension (Antonovsky, 1979, p. 99):

“They (SRRs) are many and are often useful in particular

situations of temnsion. A certain drug, telephone lifelines of

suicide-prevention agencies or an understanding look in the
eyes of an audience to whom one is lecturing can be of great
help in coping with particular stressors. But these are all too

often matters of chance or luck, as well as being helpful only in
particular situations.”

Summing up, one important observation from this period
was that stressors do not have to lead to disease, because
tension management and coping might function as
intervening variables (effect modifiers). The degree to
which people were exposed to stress, and the degree to
which one had resources to cope, varied. Sure, stressors
created tension, but this tension could be successfully
resolved. Influenced by René Dubos and his warnings
against the mirage of health and the escalating wars against
every possible disease (Dubos, 1960), Antonovsky moved
on to explore the term adaptability in psychological, social,
and cultural contexts. Antonovsky called it active adapta-
tion, and presented is as a complementary term to the magic
bullet in the pathogenic paradigm; “Salutogenesis, (...)
leads us to focus on the overall problem of active adaptation
to an inevitably stressor-rich environment” (Antonovsky,
1987, p. 9).

In his accounts from 1990, Antonovsky finds himself at
this time in his work nonetheless still firmly grounded in
pathogenic thinking. He saw stressors as a threat and coping
as a mean to prevent illness and disease. However, in
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1967-1968 there was yet another important development.
Antonovsky was, parallel to the heart disease paper, working
on a study of menopausal women (Antonovsky, Maoz,
Dowty, & Wijsenbeek, 1971). One finding was that women
who had been exposed to severe stressors did poorer in later
stages of life. One of the severe stressors given attention in
this study was having experienced Holocaust (Antonovsky
preferred to call this a horror, finding stressor to be a too
mundane expression). Most of the women having experi-
enced Holocaust did significantly poorer than other women
did. However, a third of them did no poorer at all! This
caused Antonovsky to ask, “What was the miracle?”
(Antonovsky, 1990, p. 76). Here, we see an example of
Antonovsky focusing on the deviant case (see section
‘Harmonizing: SMH’s relevance for health promotion’ for
further comments on this principle). Included in the ques-
tionnaire for the menopause study were items on social
integration. Antonovsky commented that this study, being
prior to the main development of the later so popular concept
social support, rather asked how much do you feel you are
needed by your spouse, children, etc. The focus was being
turned on its head toward being on the giving end rather than
the receiving end of support, and this he commented in
recollection, was the germ of the meaningfulness element
of sense of coherence (Antonovsky, 1990, p. 75).

The early 1970s therefore sees Antonovsky as having
concluded that he was not interested in specific diseases
but in a general state of breakdown which comes because
of unsuccessful confronting of stressors.

“...breakdown is a result of unresolved disturbance of

homeostasis. . .1t is not, then, the imbalance which is patho-

genic. It is, rather, the prolonged failure to restore equilibrium
which leads to breakdown. When resistance resources are inad-
equate to meet the demand, to resolve the problem which has

been posed, the organism breaks down” (Antonovsky, 1972,
p. 541).

The dependant variable that interested him was break-
down, and the independent variables of his concern were the
GRRs. The level of stressors, whether objectively or subjec-
tively defined, was not at this point of any interest to him
(Antonovsky, 1979, prologue 5). A person could cope suc-
cessfully with stressors through application of resources,
called GRRs, thereby preventing the tension caused by
stressors being transformed into stress.

To Antonovsky it was obvious that having resources,
being conscious about them and having ability to use them
to counter stressors was an important factor in avoiding
dis/ease, or breakdown. He had already coined the concept
generalized resistance resources (Antonovsky, 1972, p. 99).
He also had observed the miracle of people doing well
despite horrible experiences. How was that possible
(Antonovsky et al., 1971)? Furthermore, he had conducted
a community health study in Beersheba, finding a link
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between GRRs and health, later to be published as a chapter
in a book edited by the acknowledged stress-researchers
Barbara and Bruce Dohrenwend (Antonovsky, 1974).
In 1973, the Beersheba community health study was
presented at a large stress research meeting in New York,
arranged by the very same Dohrenwends. At this point,
GRRs had not yet been carefully defined theoretically.
Antonovsky states:

“

. there was some general sense that it referred to some
resource which, intuitively, we thought was good to have, an
intuition sometimes supported by empirical data. (. ..) we were
all dealing with the lack of GRRs, and hypothesizing that people
with high stressor loads who lacked GRRs would become ill”
(Antonovsky, 1990, p. 76).

Though elements of the SMH were taking shape,
Antonovsky was still not ready to formulate the full model.
He describes a development over 10 years from 1968
(Antonovsky, 1990, p. 76):

“By 1968, as I have indicated, I had realised that I was inter-
ested in dislease, not in diseases. But it took almost another
decade, involved in the growing awareness of the ubiquitousness
of stressors and a greater focus on resistance resources, before 1
was able to take the next step.”

One of the important happenings during this decade was
that he moved from Jerusalem to Beersheba in 1973. Help-
ing setting up a community and primary care oriented medi-
cal school there had the consequence that he thoroughly
thought about the kind of doctors he and they wanted to
educate (Antonovsky, 1990, p. 76). Starting by turning to the
GRRs concept, still not properly defined, he was inspired to
formulate his research findings and theoretical ideas into a
fuller picture as he developed the curriculum. He chose to
call the new department within the school The Sociology of
Health (not medical sociology, which was commonly used
in the field elsewhere). As an indication of the zeitgeist, he
recounts that the Research Committee of the International
Sociological Association needed 13 years to change its name
from Medical Sociology to the Sociology of Health (ibid,
p. 76). Bringing forth the illustration of the river of life and
the bias of the downstream focus that was debated at the
time, Antonovsky wanted to educate doctors who devoted
their energies to prevent people from being pushed into the
river, rather than pulling them out at the downstream end.
Over time, however, Antonovsky’ s perspective on stress
and health developed, and he came to acknowledge that
there are no people on the river banks—all are in the river,
as all are exposed to stressors and illness. “Of course we
differ on how close we are to drowning. But as my friend and
colleague Rose Coser has taught me, ‘we are all terminal
cases’ (Antonovsky, 1990, p. 76).

This differentiated his view on health and illness from
that of colleagues—we are not all well and occasionally fall
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ill, we are all on a continuum with different degrees of health
(Antonovsky, 1990, p. 76):

“It was at this point that 1 began to see the work of my
colleagues in stress research as being characterized by a patho-
genic orientation. They were asking: ‘What makes people have a
heart attack? Develop cancer? And so on?’ I had earlier moved
to the question ‘What makes people sick?’ But now I took a
decisive further step. It was not only a matter of standing the
question on its head and asking ‘What makes people healthy?’ 1
proposed asking, rather, ‘What moves people toward the health
end of the health ease-dis/ease continuum?”

Because he was not a clinician himself, he argued, he was
not in the habit of categorizing people as healthy or sick.
Moreover, he understood that his formation of stressors and
GRRs moved him much further than the preventive medi-
cine perspective (Antonovsky, 1990). He discussed the need
to exceed the traditional medical dichotomy of sick/healthy
in the pathogenic paradigm. From the perspective of
heterostasis and entropy, it was obvious to him that every
one of us, as long as we live, is in part healthy and in part
sick (Antonovsky, 1979, prologue 5). He called this the
health ease-dis/ease continuum, or breakdown continuum,
and he defined the construct operationally in a mapping
sentence (Fig. 4.1).

He became, however, increasingly more reluctant to
using the word breakdown:

“I used the term breakdown (in 1972). I then indicated that |

would have preferred to use dislease. . ...The term breakdown

seems to have caught on, and I shall continue to use it, asking
the reader to bear with me and to keep in mind that the fully

appropriate term is the ease-dis/ease continuum.” (Antonovsky,
1979, p. 57)

In 1979, Antonovsky recollects, however, that the very
use of the term breakdown points to the fact that he in the
early 1970s had a pathogenic orientation, “Like everyone
else,” he adds (Antonovsky, 1979, prologue 5).
The realization of the ‘health ease-dis/ease continuum’
extended his interest from Holocaust survivors to all
humans. As some were doing better than others were, he
finally in the mid-1970s formulated the question: “What
moves people towards the health end of the health ease-
dis/ease continuum?” He needed a term for this—for the
movement toward the health end of the continuum—and
landed on salutogenesis, which he had himself used in
another context 10 years earlier. In recollection, he
remarks (Antonovsky, 1996b, p. 171): “I did not really
depart from the mainstream until 1 coined the term
salutogenesis in 1978.” Later in this chapter, we focus
more on Antonovsky’s development of the health concept,
but for now we follow Antonovsky to Berkeley, where
important developments took place. In the Odyssey
(Antonovsky, 1990), he narrates that he leaves for his
sabbatical with a nagging sense of discontent. While
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Fig. 4.1 Mapping sentence
definition of health ease-dis/ease
continuum (Antonovsky, 1987,
p- 65)

individual to be

that is felt by him/her

to be

that would be defined by
the professional health

authorities as a

and that would be seen by
such authorities as requiring

being satisfied with posing the radically new salutogenic
question in the mid-70s, he was not completely happy with
his tentative answer, GRRs.

Sense of Coherence: Successive Notes
of the Scale

With many ideas in his luggage, he left for a sabbatical at
Berkeley in 1977. During this year, he wrote Health, Stress
and Coping published in 1979 and which: “contained the first
full statement of what I call the salutogenic model and its
core concept, the sense of coherence” (Antonovsky, 1990,
p- 77). He approached the salutogenic question, and knew he
already had part of the answer: GRRs. Working on his data
using a technique called smallest space analysis, which
renders a graphic map of variables; he constantly saw
a factor X turning up, being closer to health than any of the
other GRRs were. Was it a common element of all GRRs?
What did GRRs have in common that led to health?
Antonovsky knew social support was a GRR, and that Cassel
(1976) theorized that social support worked through
providing various kinds of feedback. Antonovsky theorized
that all GRRs provide feedback of some kind, “... sending
messages like: Here is the right track; you can handle things,
you are of worth” (Antonovsky, 1990, p. 78). He was now in
the position where he could formally define GRRs (Fig. 4.2).

Breakdown is any state or
condition of the human
organism that is felt by the
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A. Pain
1. not at all
2. mildly .
3. moderately painful;
4. severely
B. Functional Limitation
1. not at all limiting for the
2. mildly performance of life
3. moderately activities self-defined
4. severely as appropriate;
C. Prognostic Implication
1. not acute or chronic
2.mild, acute, and self-limiting
3. mild, chronic, and stable ..
condition;

4. serious, chronic, and stable
S. serious, chronic, and degenerative
6. serious, acute, and life-threatening

D. Action Implication

1. no particular health-related action

2. efforts at reduction of known risk factors

3. observation, supervision, or investigation
by the health care system

4. active therapeutic intervention

Furthermore, he could also now describe factor X, that
operated at a different level than the other GRRs, revealing a
phenomenon about a specific orientation to life. Repeated
and consistent messages of the kind described just above led
one to become high on X, while confusing and negative
messages led one to become low on X. He called X Sense
of Coherence (SOC), and defined it the following way (1979,
p- 123):

“A global orientation that expresses the extent to which one has

a pervasive, enduring though dynamic, feeling of confidence that

one’s internal and external environments are predictable and

that there is a high probability that things will work out as well
as can reasonably be expected.”

In the preface of Unraveling the Mystery of Health,
Antonovsky credits his wife Helen as the one who proposed
the term the sense of coherence. Being a developmental
psychologist with anthropological training, she was able to
grasp exactly what he wished to say, and he considered her a
most competent professional critic (Antonovsky, 1987, pref-
ace xviii). Antonovsky could now depict the model in full,
and Fig. 4.3 shows how it was rendered in the 1979 book. In
1990, Antonovsky comments that stressors were in the
periphery in his 1979 model because he at that time had
had his focus on resources. This shows how Antonovsky
himself did not see the model as fixed once it had been
described, but opened up for further developments along
with new insights.
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Fig. 4.2 Mapping sentence
definition of GRRs (Antonovsky,
1979, p. 103)

W N

Antonovsky was now eager to test the new concept SOC
empirically and after his return to Beersheba he developed a
29-item instrument that he felt was good. With this, he
returned to Berkeley in 1983 for a second sabbatical aiming
to test the questionnaire. In the meantime, he had gotten a
request to write a second edition of Health, Stress and
Coping, which had been well received. He proposed rather
to add an epilogue chapter—which turned into a completely
new book: Unravelling the mystery of health (Antonovsky,
1987). This book has a deeper treatment of the sense of
coherence, and we can see the definition being expanded
(Antonovsky, 1987, p. 19):

“The sense of coherence is a global orientation that expresses
the extent to which one has a pervasive, enduring though
dynamic feeling of confidence that (1) the stimuli deriving
from one’s internal and external environments in the course of
living are structured, predictable, and explicable; (2) the
resources are available to one to meet the demands posed by
these stimuli; and (3) these demands are challenges, worthy of
investment and engagement.”

In 1990, Antonovsky still remains with this definition and
comments that element (1) comprehensibility and (2) man-
ageability were present in the 1979 definition, but that ele-
ment (3) meaningfulness is new, and that this element grew
steadily more important in his thinking (Antonovsky, 1990,
p. 78). He also commented that the second definition there-
fore has less of a cognitive emphasis than the initial one. The
process of operationalizing the concept to be able to test the
model leads Antonovsky to become aware of its
inadequacies. He narrates that he also at the time had
become aware of the works of Moos (Moos, 1984, 1985),
Kobasa (1979, 1982), and Victor Frankl (Frankl, 1975),
which he believed, in his terms, were working on the
salutogenic problem (Antonovsky, 1990). In the 1979 ver-
sion of the SOC definition, he was clearly influenced by
systems theory and ideas of order and disorder, and he
gave much room to outlining the first component compre-
hensibility. A person could not deal with a stressor unless
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1. physical

2. biochemical

3. artifactual-material

. 4. cognitive characteristic
AGRR isa 5. emotional of an

6. valuative-attitudinal

7. interpersonal-relational

8. macrosociocultural
. individual
. primary group that is { 1. avoiding } a wide variety
. subculture effective in 2. combating of stressors
. society

and thus preventing tension from being transformed into stress.

one felt one had a clear understanding of the character of the
problem at hand. In delineating the second component man-
ageability, he was inspired by the work on mastery and
coping, particularly locus of control (Rotter, 1966). As he
continued to deepen his understanding of coping it became,
in Unraveling the mystery of health, important to him to
underline that the crucial thing about manageability is the
sense that adequate resources to cope with stressors are to be
found either: “...in one’s own hands or in the hands of
legitimate others” (Antonovsky, 1990, p. 79). The third
component meaningfulness is new and delineated fully in
the 1987 book. It had been mentioned only briefly in 1979,
and phrases such as the world makes sense was primarily
used to describe a cognitive perception of order. Inspired by
the work of for instance Victor Frankl, Antonovsky now
understands meaningfulness in the emotional sense as a
way of looking at life as worth living, providing the motiva-
tional force: “...which leads one to seek to order the world
and to transform resources from potential to actuality”
(Antonovsky, 1990, p. 79).

Antonovsky used the terms entropy and negative entropy
(negentropy) to explore and describe the connection between
chaos and order, and he argued that systems theory certainly
is a valuable theoretical framework for understanding sense
of coherence as an answer to the quest creating order out of
chaos. Throughout Health, Stress, and Coping Antonovsky’s
concern was the SOC of individuals, he only loosely
suggested that the concept could be employed at the social
level. In Unravelling the Mystery of Health, he questioned
this assumption and discussed the SOC as a group property
more in depth. Rhetorically he asks (Antonovsky, 1987,
p- 170): “Is it too grandiose an ambition to set as a goal
moving closer to an integrated theory that proposes how any
system copes with its reality?” Antonovsky discussed rele-
vant preconditions, or dimensions for it to be meaningful to
talk of a group SOC. He considered size as the most crucial
parameter, and he was quite assured that SOC would be an
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emergent group property in primary groups such as the
family, a small local community, a work or a friendship
group or the like. However, he felt increasingly less confi-
dent about whether SOC “...is applicable to a large-scale,
complex, diversified collectivity” (1987, p. 175). He made a
distinction however, between collectivities that are social
categories, and collectivities that are associational in char-
acter, arguing that there must be a sense of group conscious-
ness, a subjectively identifiable collectivity, before it makes
sense, or is even possible to talk of a group SOC. Still,
Antonovsky emphasized, the size of the group and a sense
of group consciousness will not indicate whether the group
has a weak or a strong SOC. He suggested that a group with a
strong SOC would be characterized by (Antonovsky, 1987,
p. 174): “A group whose individual members tend to per-
ceive the collectivity as one that views the world as compre-
hensible, manageable, and meaningful, and among whom
there is a high degree of consensus in these perceptions.”
Describing it like this, one has to move beyond the mere
aggregation of data on the SOC of individuals in a group,
and take into account the perceptions by individual members
of the group of how the group sees the world. In addition, he
claimed one also has to consider the extent of the consensus
of the perceptions by looking at the variance of individual
scores.

Antonovsky (1987, p. 176) brought forth yet two relevant
dimensions for group SOC (1) the duration of the existence
of an identifiable collectivity and (2) that membership in the
collectivity is of overriding centrality in the life of each
member, and to such an extent that the self and the social
identity are deeply interwoven. His argument about the
duration of the existence of the group is closely tied to his
hypothesis that SOC is a rather stable property for an indi-
vidual, and that one’s location on the continuum will not
change much after one has reached the age of thirty. He thus
argued that it would be difficult to imagine a group SOC,
strong or weak, if the social context and conditions were not
relatively stable and consistent over several years. The pre-
requisite of a yearlong group duration implies that there
most likely will be turnover among the individual members
of the group. However, the turnover must not unsettle the
stability and consistency of the collectivity. The subjectively
identifiable group must remain (Antonovsky, 1987, p. 176).
A final important possibility of the group SOC raised by
Antonovsky is whether it makes a difference to an
individual’s health to belong to a group or groups with a
weak or strong SOC. He asks (Antonovsky, 1996a, p. 17):
“What is the relationship between the movement of the
person toward wellbeing and the strength of his/her collec-
tive SOC?” His hypothesis is that, yes, it makes a difference
in terms of health prediction, beyond merely knowing the
SOC level of the person. First, because of the importance of
the social environment in giving experiences that are
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decisive to the development of a strong or weak SOC. He
emphasized that groups with a strong SOC tend to structure
situations and thus provide experiences that over time will
enhance the SOC of the group’s individual members. Sec-
ond, and even more important he believes, in order to cope
with some stressors interventions are required by
collectivities rather than by individuals, pointing to working
life as an illustrative example (Antonovsky, 1987, p. 178).
Some stressors stem from conditions deeply rooted in
organizations, and/or in the structure of society and confront
the entire collectivity, and therefore call for group resources
to be properly dealt with. It is about the group’s ability to
mobilize and activate its collective resources to confront the
problem and relieve tension, more than the person needing
the group to confront a stressor that he/she cannot deal with
alone. In such cases, the individual SOC is relevant and
important in regulation of emotion. In coping with the col-
lective stressor directly, Antonovsky claims (1987,
pp. 178-179):

“...itis what the group does that matter. . .Only individuals are
more or less healthy, depending, among other things, on how
well they manage tension, but in the face of collective stressors,
the strength of the group, rather than of the individual, SOC is
often decisive in tension management.”

Through his arguing Antonovsky tried to make sense of
SOC as a group property by use of quantitative measures,
which of course reflects his training and the dominant way of
doing science at the time. Yet, he claimed that the ontologi-
cal beliefs of entropy and negentropy and the search for
order out of chaos require multiple approaches across
disciplines. His idea of taking into account the perceptions
by individual members of the group, points in the direction
of qualitative research. His suggestion to move beyond
aggregated individual SOC data and to deal with the cultural
production of the group as a source of data for understanding
group SOC does the same. He advocated observing collec-
tive behavior such as myths, rituals, humor, language,
ceremonies, and so on of the group (Antonovsky, 1987,
p. 176), and by that, as we understand it, he is calling for a
variety of methodological approaches. This is a call, which
possibly has better circumstances to be answered in our time
than in his.

Tuning the Model: General Resistance
Resources—General Resistance Deficits

Another of the elements in the SMH which he did change his
conceptualization of in the 1987 book was stressors. In
1979, he was quoting Lazarus and Cohen (1977, p. 109)
and defined stressors as: “A stimulus which poses a demand
to which one has no ready-made, immediately available and
adequate response” (Antonovsky, 1979, p. 72). The strength
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of this definition, according to Antonovsky, was that one
could classify stimuli without knowing the consequences—
whether tension is transformed into stress or not. However,
in 1987, he linked the definition of stressors to resources. He
claimed that the absence of a GRR could become a stressor
(Antonovsky, 1987, p. 28). One illustrative example here
could be the absence of money (authors’ comment). Such an
absence of resources he called Generalized Resistance Defi-
cit (GRD). He suggested that the total stressor-resource
situation (GRR-GRD) could be captured by a continuum,
with many potential subcontinua (Antonovsky 1987, p. 28):
“I propose then, that we can speak of ‘major psychosocial
generalized  resistance  resources—resistance  deficits’
(GRR-RDs) as one unified concept. In each case—wealth, ego
strength, cultural stability, and so on—a person has can be
ranked on a continuum. The higher one is on the continuum,
the more likely is it that one will have the kind of life experiences
that are conducive to a strong SOC; the lower one is, the more
likely is it that the life experiences one undergoes will be
conducive to a weak SOC. A stressor, in sum, can be defined
as a characteristic that introduces entropy into the system—that

is, a life experience characterized by inconsistency, under—or
overload, and exclusion from participation in decision-making.”

Thus, any phenomenon can be characterized by the
degree to which it creates these three important life
experiences: consistency, load balance, and participation
in decision-making. These are the life experiences conducive
to SOC, and every individual can be placed on a continuum
for each of these life experiences. If an experience is toward
the fortunate end of these continua it indicates the existence
and use of GRRs, if it is toward the unfortunate end it
indicates the lack of GRRs and thus a GRD. Antonovsky
was optimistic for the utility of this new reconceptualization
of stressors (Antonovsky, 1987, pp. 30-31):

“Subsuming the stressors, and particularly chronic, endemic

stressors, under the overarching concept of GRR-RDs provides

a theoretical basis for constructing a measurement tool that

links the resources and stressors—would that I could coin a
single word!—through the SOC to health outcome.”

This highlights Antonovsky’s understanding of not focus-
ing on stressors alone, not focusing on resources alone, but
focusing on their combined effect to create life experiences
that are characterized by consistency, load balance, and
participation in decision making. Such experiences are con-
ducive to a high SOC, and therefore move a person toward
health.

The SMH demonstrates that sense of coherence and dif-
ferent resistance resources work together in a mutual inter-
play. The more resistance resources people are conscious of
and are able to mobilize and make use of, the higher SOC. A
higher SOC will in turn help people mobilize more of their
resources, leading to better health and well-being. Thus,
SOC is flexible rather than being constructed around a
fixed set of dominant strategies such as the classic coping
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strategies (Antonovsky, 1987, 1992, 1993). Antonovsky lists
a spectrum of ways in which SOC affects health
(Antonovsky, 1990, p. 78):

* SOC leads one to engage in health promoting behaviour,
for instance through attitudes.

« SOC influences one’s process of defining a stimulus as a
stressor—nonstressor. Some stimuli might rather be seen
as neutral, or even salutary.

» SOC leads one to interpret a stressor as ordered.

» SOC leads one to search one’s repertoire for GRRs that
are appropriate for the specific situation, including the
resources available through one’s network, thereby giv-
ing a flexible rather than rigid pattern of response.

* SOC-induced response patterns cause the brain to send
messages to activate appropriate bodily resources.

e SOC opens one up to analysis of the results of one’s
behaviour and makes one ready to redesign response as
needed.

* SOC makes one aware of the need to cope both instru-
mentally as well as emotionally.

In Chap. 5 in Unraveling the mystery of health,
Antonovsky writes he believes that it is in early adulthood
that one’s location on the SOC continuum becomes more or
less fixed. He claims that SOC developed in this period of
life stabilizes and remains at this level and that only rarely
might experiences in life improve the level of SOC after-
ward (Antonovsky, 1996b, p. 175):

“I have often committed myself, orally and in writing, to the
hypothesis that the strength of a person’s SOC is more or less
stabilized by roughly the age of 30, that is, when one has been in
the normal work and family situation of one’s culture and
subculture for a number of years.”

His hypothesis is based on him arguing there are no major
changes in the quality of the experiences that affect the SOC
after the age of 30 (Antonovsky, 1987, p. 123):

“For the middle-aged adult, the new marriage, new job, new
country, new social climate, or new therapist can only at best
(or at worst) begin to initiate change, insofar as this stimulus
provides a different long-range set of life experiences
characterized by different levels of consistency, load balance,
and participation in socially valued decision making.”

However, he emphasized that his position is a hypothesis
based on theoretical considerations and is not based on
empirical evidence (Antonovsky, 1996b). Further, he
maintained that it is important to clarify what is meant by a
major strengthening of the SOC and claims that if a substan-
tial number of people experience a given mode of therapy
and improve their SOC score by five points on the average
“this is not to be sneezed at” (Antonovsky, 1996b, p. 176).
Moreover, he also suggests that practitioners can arrange for
SOC- enhancing experiences and he writes, “this would be
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true for any therapeutic mode that facilitates a long-lasting,
consistent change in real life experiences that people
undergo” (Antonovsky, 1987, p. 126).

Health and Well-being: In or Off Key?

One of Antonovsky’s deviations from pathogenesis was to
reject the dichotomization into categories of sick or well.
Through extensive use of statistics, he argued that it is very
rare indeed to be completely healthy (Antonovsky, 1979).
We are rather all more or less ill or well at any given point in
time—Ilocated on a health ease-dis/ease continuum from
maximally ill (dis/ease pole of continuum) to maximally
well (ease pole of continuum). The important point is to
focus on what moves an individual toward the ease pole of
the continuum, regardless of where he/she was initially
located. This is the process of salutogenesis (Antonovsky,
1979, preface xiv—xv):

“...I am persuaded that the salutogenic orientation, that think-

ing in terms of the mystery of movement toward the ease pole of

the ease-dislease continuum, is a significant and radically dif-

ferent approach to the study of health and illness than the
pathogenic orientation.”

What lies at the ease pole of the continuum is a question
we will return to later. However, before moving on we will
linger a bit on Antonovsky’s writings on illness and dis-
ease, and on whether or not it is ok to study illness within
the salutogenic paradigm. While Antonovsky stated that his
thinking is greatly indebted to Dubos’ work on adaptive
capacity and adaptive coping, he nevertheless criticized
Dubos for not going explicitly beyond the concept of
multiple causation of specific diseases, though Dubos
claimed this to be his main agenda. Antonovsky stated
however (Antonovsky, 1972, p. 538): “...his (Dubos’)
focus on adaptive capacity is certainly congenial to the
concept of breakdown.” It seems as though Antonovsky
introduced the term breakdown to have a phrasing for the
process of departing (Antonovsky, 1972, p. 537): “from the
social norm we call health.” Whether Antonovsky meant
by this that breakdown will result in various kinds of
diseases and thus be, in fact, nearly synonymous with
disease, or that breakdown is merely a description of the
subjective experience of not feeling well (being ill)}—and
thus a movement toward dis/ease, is unclear. In outlining
the salutogenic philosophy of life Antonovsky claimed that
entropy is the norm and that experiences of disease and
illness are to be considered requisite to the human condi-
tion. Illness, being the subjective experience of not feeling
well is thus a larger and a more holistic experience than a
specific disease, is it not? Inferring, one can indeed experi-
ence dis/ease and or illness without being diagnosed with a
disease. Breakdown may or may not include having a
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particular disease, but will it not include
experiences of dis/ease and illness?

Despite Antonovsky’s intention of going beyond the
dichotomy of healthy/sick in the pathogenic paradigm, it is
as though he remained within the paradigm when using the
terms illness and disease interchangeably. Did he mean that
the movement toward the ease pole is a salutogenic move-
ment, whereas the movement toward the dis/ease pole is a

pathogenic one (Antonovsky, 1979, p. 69):

always

“Inevitably, both because 1 have been conditioned as well as
everyone else by the question of pathogenesis and because the
overwhelming part of the data available asks this question, I too
shall slip into asking, Why are people located on—or why do
they move down toward the dislease end of the continuum? I
shall seek to avoid doing so and ask the reader to join me in this
effort.”

Alternatively, did he find it worthwhile and relevant to
study movements toward the dis/ease pole of the ease-dis/
ease continuum within the salutogenic orientation
(Antonovsky, 1979, p. 37): “Salutogenesis asks, what are
the factors pushing this person towards this end or towards
that end of the continuum.” Engaging in this effort has
perhaps nothing to do with pathogenesis as such. Maybe it
is of import for understanding health-promoting processes.
As apparent from the two quotations above Antonovsky
seemed unclear and to contradict himself on this. Taking
Antonovsky’s own critique of Dubos into account, it is
tempting to root for breakdown being the salutogenic
paradigm’s counterpart to disease in the pathogenic
paradigm; namely the subjective experience of being ill,
including periods of having diseases in a pathogenic sense.
However, this remains unclear in Antonovsky’s own texts,
and there are examples in the literature of different
interpretations of his writings on this topic.

A second deviation from the pathogenic orientation was
the rejection of the medical expert as the judge of who is sick
or well, through the focus on disease and diagnosis. Such an
approach, Antonovsky stated (1979, p. 36): “blinds us to the
subjective interpretation of the state of affairs of the person
who is ill”. In the health ease-dis/ease continuum, we find
this expressed in the slash in dis/ease: dis/ease infers the
subjective experience of illness, possibly including periods
of being sick and diagnosed in the pathogenic sense. This is
also evident from the operationalization of health that is
found in Fig. 4.1, which clearly demonstrates that
Antonovsky advocated for a health concept that included
subjective judgment. Thus, to understand health in the
salutogenic paradigm we seem to need to define illness
explicitly and differently than being sick because of diagno-
sis. Given the focus on subjective interpretation of health
and a movement in a positive direction, it could easily (and
mistakenly) be assumed that Antonovsky was a proponent
for the concept of positive health. Quite opposite to this, he
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stated that (1979, p. 52): “the resemblance between the focus
on positive health and the problem of salutogenesis is quite
superficial.” He strongly opposed the WHO definition of
health that states, “Health is a state of complete physical,
mental and social well-being and not merely the absence of
disease or infirmity” (WHO, 1948). Antonovsky gave sev-
eral reasons for his opposition to this definition of health: it
cannot be operationalized and therefore cannot be measured,
it is too optimistic without dynamic reference to the
struggles of life, and most importantly: it opens up for
“medical imperialism” (Antonovsky, 1979, p. 53). This is a
point Antonovsky felt strongly about (1979, pp. 53-54):
“Whatever the powers that be do not like enters the proper
sphere of medicine: political dissent, whatever the social system,
has led to locking people up “for their own good”; and sex
education, family planning and abortion, divorce and homosex-
uality, along with underachievers and overachievers, dropouts

and jocks and grinds—all these and many more fall within the
province of health with the blessings of WHO.”

The skepticism to WHO’s broad health concept that
necessitates value judgment (including social and mental
well-being in the wider sense) made Antonovsky advocate
for a more precise definition of health. A more limited defi-
nition of health would be measurable and therefore useful in
empirical research, and not less importantly limit the scope of
the “proper sphere of medicine” and the possibilities of the
power abuse which history warns us about. His operationa-
lization of the health ease-dis/ease continuum (Fig. 4.1)
demonstrates this wish for a rather precise definition of
health, avoiding the imprecision of a positive dimension.
A closer look at this figure reveals that a maximum state of
health according to Antonovsky is a score of 1 on each of the
components (1-1-1-1): no pain (by subjective judgment), no
functional limitation (by subjective judgment), no medically
defined condition (by health authority judgment), and no
treatment needed (by health authority judgment). This is a
negative definition of health, in that it is based on absence of
certain characteristics—it is not more than “the absence of
disease or infirmity.”

However, still in 1979, he made one interesting comment
on what can potentially be found at the maximum ease pole
of the health ease-dis/ease continuum. He acknowledges that
this continuum seems to formulate the most desirable health
category in negative terms. And he opens for a possibility of
going beyond the negative even if he does not take great
interest in this himself, because “the salutogenic orientation
is not concerned primarily with explaining how people reach
perfect health - at best, a heuristic notion” (Antonovsky,
1979, p. 67) and continues:

“Yet it may be valuable, if we are to study really healthy people,

few as they are, to have some way of identifying them beyond the

1-1-1-1 category. To this end, I would propose an additional
question, to be asked after the first four questions have been
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answered with the first alternative in each case: “You have said
that your state of health is not painful and imposes no
limitations. The doctor’s report gives you a clean bill of health.
But these are negative things. Would you say that your state of
health goes beyond this, that you feel an abundance of energy,
that you are what people call a picture of perfect health?”

Did Antonovsky stick to this understanding of health
throughout his authorship, or did his view develop after
these early statements in 19797 As late as in 1995 (in a
paper published a few months after his death), he repeated
the arguments from 1979, warning against a value-based
definition of health. In this paper, he used Nazi doctors as
an example of how alleged deviants were tortured not only
for the sake of other peoples’ health, but sometimes even for
their own good. He wrote about his wish for research that
would define health relatively narrowly and “far from coex-
tensively with all of well-being or happiness” (Antonovsky,
1995, p. 10). He believed this was vital to avoid blurring the
line between SOC and health, to distinguish health from
other aspects of well-being, and to protect against using
salutogenesis to pressure people to live moral lives. He
warned against the danger of assuming that “the morally
good is salutary” (ibid, p. 11). The morally good might be
quite the opposite of salutary, as in the sacrifice of one’s own
health for the good of others. Moreover, the salutary might
be morally repugnant, as in the case of persons who harm
others, with the help of their strong SOC. He pointed out,
however, that he often found himself in a bind as a teacher of
medical students. In spite of his above-mentioned
arguments, he thought (Antonovsky, 1979, p. 67): “it is
crucial that they learn to see health in a broad context
going far beyond the physiological level.” He emphasized
that seeing health in a broad context entailed moving beyond
a post Cartesian dualism and taking into account fantasy,
love, playing, meaning, will and the social structures that
promotes these (Antonovsky, 1987).

Antonovsky did write about well-being. However, he
warned about confusing well-being with the definition of
health (Antonovsky, 1979, p. 197):

“I have insisted that the health ease-dis/ease continuum is not to
be regarded as coextensive with the entire realm of well-being.
Other ease-dis/ease continua exist (...) a nod has (then) been
made in their direction; they are highly relevant to and
intertwined with health, but they are distinct (. . .) If our interest
are in understanding health, then location on the family-
relations or social-relations or material-resources ease-dis/
ease continua can usefully be viewed as a GRR.”

One possible interpretation of this is that Antonovsky was
of the opinion that only physiological health was captured
under the health ease-dis/ease continuum and part of his
operationalization thereof. He warned against dangers
related to classifying mental and social well-being as
elements of health, as that would open up for medical impe-
rialism. However, he was positive to the concept of well-
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being as something wider ( “the entire realm of well-being”),
of which health as he defined it was only one dimension.
That could be why he so often specified it as the health ease-
dis/ease continuum—other continua exist. Regarding social
well-being, Antonovsky seems quite willing to classify a
variety of social ease-dis/ease continua as GRRs, for
instance for family relations and social relations (see quota-
tion above, 1979, p. 197).

When it came to mental health, however, Antonovsky
contradicted himself, and admitted to it. He wrote
(Antonovsky 1985, p. 274):

“Mental health, as I conceive it, refers to the location, at any
point in the life cycle, of a person on a continuum which ranges
from excruciating emotional pain and total psychological
malfunctioning at one extreme to a full, vibrant sense of psycho-
logical wellbeing at the other.”

Antonovsky describes the movement on the continuum
toward better mental health as shifting, and continues:

“..from the use of unconscious psychological defense
mechanisms  toward the use of conscious coping
mechanisms. . from the rigidity of defensive structures to the
capacity for constant and creative inner readjustment and
growth. . from a waste of emotional energy toward its produc-
tive use. . from emotional suffering toward joy. . from narcis-
sism toward giving of oneself.. from exploitation of others
toward reciprocal interaction.”

Later he commented on himself that this was a value-
based definition (Antonovsky, 1995, p. 9):

“l have made an attempt in print to formally define mental
health (...). Was I not, by definition, requiring that to be men-
tally healthy, a person be someone whom I (or even most others)
liked, respected, admired?”

While Antonovsky’s treatment of the concept of health is
extensive and at times bewildering, it seems safe to conclude
that his main messages remained the same throughout his
authorship. Health is part of a larger realm of well-being.
Health is best understood as a continuum, not as a dichot-
omy. Health must be narrowly defined to facilitate for empir-
ical research and to avoid value-based definitions that might
open up for the abuse of power. Further, although unclear, he
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seemed to believe that salutogenesis is about focusing on the
movement toward the ease pole of the health ease-dis/ease
continuum—regardless of how far into the positive that
continuum might stretch. While advocating a narrow physi-
ological definition of health when debating health and moral,
in other texts he broadens the scope and writes (Antonovsky,
19964, p. 13): “It (the SMH) is, however, not a theory which
focuses on ‘keeping people “well”’. Rather, (...) it is a
theory of the health of that complex system, the human
being”, indicating an ecological understanding of health.
This understanding is apparent also in citations as the fol-
lowing (Antonovsky 1994, p. 10):

“The study of the macrosocial is essential to understanding

movement toward health (but) a sensitivity to the

macrosocial is only a point of departure. What is required is a

systematic framework within which structural sources of health
can be understood.”

These quotations make us leave the presentation of health
and well-being on a somewhat uncertain and off-key note.
Nevertheless, the very same statements demonstrate that the
SMH and Antonovsky were in tune with the core values of
health promotion.

Harmonizing: SMH’s Relevance for Health
Promotion

In Unraveling the mystery of health, Antonovsky starts with
a detailed and explicit explanation of why he is persuaded
that the salutogenic orientation is a radically different
approach than the pathogenic orientation. Through six dif-
ferent aspects, he illustrates the distinction between
salutogenesis and pathogenesis as he sees it (Fig. 4.4). He
claims these aspects have implications for research, for
understanding health and illness, and for clinical practice.
Antonovsky’s fundamental philosophical assumption is that
all human beings are in the river of life. Nobody stays on the
shore. Much of the river is polluted, literally and figura-
tively. There are forks in the river that leads to gentle
streams or to dangerous rapids and whirlpools and the

Fig. 4.4 A summary of six main

SALUTOGENIC ORIENTATION

PATHOGENIC ORIENTATION

aspects of the salutogenic and the
pathogenic orientation as

Heterostasis

Homeostasis

presented by Antonovsky in
Unravelling the Mystery of
Health (Antonovsky, 1987). The
authors’ illustration

2. The history of the person
3. Salutary factors

4. Stressors and tension might be
pathogenic, neutral or salutary

S. Active adaptation

6. The “deviant” case 6.

1. Health ease - dis/ease continuum 1. Healthy/sick dicotomy

2. The person’s disease/diagnosis
3. Risk factors
4

. Stress is pathogenic

w

. The magic bullet

Hypothesis confirmation
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crucial questions is “What shapes one’s ability to swim
well?” (Antonovsky, 1987, p. 90). This metaphor illustrates
that heterostasis and not homeostasis is the prototypical
characteristic of the living organism. The daily structures
in which we are all embedded are unavoidably and
unendingly stressful.

The first aspect Antonovsky asserts as important to health
promotion is understanding health as a continuum, and not
as a dichotomy between sick and healthy people. He
emphasises that in order to explain health one will have to
study the movement toward the ease pole of the health ease/
dis-ease continuum. His focus is on the dynamic interaction
between health-promoting factors and stressors in human
life, and on how people may move to the healthy end of
the health ease - dis/ease continuum. A sense of coherence is
proposed to be the significant variable in effecting this
movement (Antonovsky 1985).

The second aspect is to focus on people’s own story and
not only the diagnosis. He emphasises that to listen to a
person’s own story (Antonovsky, 1987, p. 5):

“...it does not guarantee problem solution of the complex

circularities of people’s lives, but at the very least it leads to a

more profound understanding and knowledge, a prerequisite for
moving toward the healthy end of the continuum.”

Further in the third aspect he underscores the importance
of salutary factors when focusing on promoting movement
toward better health, his claim being that salutary factors
contribute directly to health (Antonovsky, 1996a, p. 14):.

“Posing the salutogenic question, namely, ‘how can we under-

stand movement of people in the direction of the health end of

the continuum?’—note all people, wherever they are at any
given time, from the terminal patient to the vigorous adoles-
cent—we cannot be content with answer limited to ‘by being low

on risk factors’... To answer the question requires another

neologism: salutary factors. 1 will not quarrel with ‘health-

promoting’ factors or any other term, as long as the concept is
clear: factors which are negentropic, actively promote health,
rather than just being low on risk factors.”

Health is thus, according to Antonovsky, much more than
being low on risk factors. In the fourth aspect, he explains
the view on stress and claims that stress might be patho-
genic, neutral, or salutogenic. Because stress is ubiquitous,
salutogenesis opens up for the rehabilitation of stressors in
human life. The fifth aspect is related to the view on therapy.
In salutogenesis, the ideal in therapy is the person’s (he does
not use the word patient) ability to actively adapt and not the
magic bullet meaning that based on the right diagnosis you
search to find the right cure as in medication or surgery. To
underline the significance of active adaptation as ideal in
therapy he writes (Antonovsky, 1987, p. 9):

“When one searches for effective adaptation of the organism,

one can move beyond post-Cartesian dualism and look to imag-

ination, love, play, meaning, will, and the social structures that
foster them.”
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The last and sixth aspect is about the focus in research and
Antonovsky asks whether we are looking for the deviant case
or hypothesis confirmation. He uses an example to illustrate
his point: a confirmed hypothesis is that depression is predic-
tive of cancer mortality. However, the difference between the
depressed and nondepressed that died of cancer is respec-
tively 7.1 % and 3.4 %, inferring that the great majority did
not die of cancer and this is the deviant case. Consequently,
he claims, it is possible to generate hypotheses to explain
salutogenesis (Antonovsky, 1987).

In a paper from 1996, he argued that the salutogenic
orientation can be a basis for health promotion, and in
being so, it (Antonovsky, 1996a, p. 14): “directs both
research and action efforts to encompass all persons, wher-
ever they are on the continuum, and to focus on salutary
factors.” A third weighty inference of embracing a
salutogenic orientation in health promotion, he continued,
is the orientations’ focus on the history of the person and not
on the persons’ diagnosis and disease. He claims this to be a
moral stance, and it to be (ibid.): “impermissible to identify a
rich, complex human being with a particular pathology,
disability or characteristic.” Whereas those working within
the pathogenic orientation are pressured to forget the com-
plexity of the human being, the health promoter is, and
should be, pressured to relate to all aspects of the person
(or collective) to help him/her move toward the ease end of
the continuum. Consequently this issue is not only moral it is
also scientific (Antonovsky, 1996a). Antonovsky firmly
asserted that a salutogenic orientation offers direction and
focus for health promotion, and he stated that the salutogenic
model could be a foundation for the development of a theory
that will be productive in this specific field (Antonovsky,
1996a, p. 18): “The salutogenic model, I believe, is useful for
all fields of health care. In its very spirit, however, it is
particularly appropriate to health promotion.”

Conclusions

Diving into Antonovsky’s writings, trying to provide an over-
view of his salutogenic model of health has been not only
challenging, but also utterly worthwhile. Overall, it has been
an interesting, and for most parts, salutary learning process.
We feel safe and supported by Antonovsky when we urge you
all to keep reflecting, researching, and further developing the
SMH. Antonovsky claims that one of the advantages of the
model is just that, that it allows us, indeed even stimulates us,
to ask questions, whatever the answers turn out to be.

We want to wrap this chapter up the way we started, with
Antonovsky’s own words (1987, preface xvii):

“If I have been motivated by one purpose to write this volume, it

is to reinforce those who are already at work—to spark ideas in

the minds of those colleagues who share with me the enchant-
ment with the mystery of health.”
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Part I

Salutogenesis: New Directions



Shifra Sagy

Aaron Antonovsky was my mentor in the long journey of
writing my doctoral dissertation, which was the first to be
written in the framework of the salutogenic paradigm. He
was not only my advisor in the academic research, but also
had a tremendous impact on my life. For me, the salutogenic
model is not only a theoretical paradigm whose genesis |
witnessed and later on took an active part in its development.
For me, this theory is the basis for a meaningful understand-
ing of my lifestory, a story which has been embedded in the
conflictual Jewish existence in Israel. Aaron and his
salutogenic ideas have guided me in this difficult path too.

Aaron Antonovsky enriched us with a unique, challeng-
ing model, which had high levels of comprehensibility,
manageability, and especially meaningfulness. When he
passed away, 20 years ago, I wondered whether, and perhaps
how, the model would be developed after him. Therefore, 1
am so deeply excited and enthusiastic to take part in this
endeavor of the “Handbook of Salutogenesis” and especially
pleased to edit this Part dealing with the era after him.

It was very tempting to continue Antonovsky’s way by
using his guidelines for salutogenic research (Antonovsky,
1996) and especially his concept of “sense of coherence” —
the SOC—as the primary answer for salutogenic questions.
However, Aaron also taught me that “it is wise to see
models, theories, constructs, hypotheses, and even ideas as
heuristic devices, not only truths” (Antonovsky, 1996,
p. 246). The chapters included in this Part represent good
examples of this direction.

Chapter 6, written by Mittelmark, Bull, and Bouwman,
focuses on some ideas which are examples of departures
from traditional risk factor thinking. The models described
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in this chapter were not aimed at continuing Antonovsky’s
model as a theory, but, it seems that the salutogenic para-
digm has provided a wuseful foundation for these
developments. This is quite clear in the Assets model in
health promotion as well as in the Health Development
Model. The other models described in this chapter (e.g.,
Fortigenesis, the Margins of Resources Model, the Self-
Tuning Model of Self-Care, Positive Deviance Approach)
are other examples of the impact of salutogenic thinking,
although in different directions. Perhaps it is the zeitgeist in
health research that salutogenesis had been created which
enabled these later developments.

The next two Chapters (7 and 8) are aimed at broadening
our understanding of the salutogenic model by focusing on
the important issue of resources. Idan, Eriksson, and
Al-Yagon (Chap. 7) review and integrate conceptual and
empirical research on the role of Generalized Resistance
Resources (GRRs) within the salutogenic model. In particu-
lar, this chapter discusses findings regarding the conceptual
and empirical progress in the study of GRRs at the individ-
ual, family, community, and ecological levels, which might
enable us to understand individual differences in sense of
coherence (SOC). Whereas this chapter focuses on the role
of the GRRs in investigating SOC, the following chapter
(Chap. 8) by Mittelmark, Bull, Daniel, and Urke focuses on
the Specific Resistance Resources (SRRs) and discusses
conceptual and concrete differences between generalized
and specific resistance resources in the salutogenic model.
This is important to health promotion research and practice,
because the means by which these different types of
resources are strengthened are dissimilar. The authors stress
the importance of distinguishing between the two types of
resistance resources, to ensure that health promotion pays
balanced attention to both types. Generalized resistance
resources arise from the cultural, social, and environmental
conditions of living, and early childhood rearing and social-
ization experiences, in addition to idiosyncratic factors and
chance, while the specific resistance resources are optimized
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by societal action in which health promotion has a
contributing role. Taken together, this examination of both
types of resources may provide a comprehensive under-
standing of the salutogenic model and the health promotion
process.

The last two chapters in this section bring salutogenesis
beyond health issues towards other areas of research. In
Chapter 9, Joseph and Sagy attempt to integrate two
paradigms—positive psychology and salutogenesis—and to
suggest a joint conceptual framework which they term as
“salutogenic positive psychology.” Despite the differences
between the two movements, and their different theoretical
roots, we believe that the integrative approach has stronger
explanatory power in promoting mental health and well-being.

In Chapter 10, Sagy and Mana wish to broaden the scope
of the salutogenic paradigm into an interdisciplinary frame-
work and to include other social concepts in its research. As
one example of such interdisciplinary research, we review
the new studies that investigate intergroup relations. By
relating to such areas of research, we try to ask not only
“who copes successfully and stays healthy?” but other
salutogenic questions as well, such as, “who expresses
more openness to the “other”?” I deeply believe that this
meaningful question, stemming from our political and social
reality, should also be discussed in the framework of
salutogenesis.

S. Sagy

Elsewhere in this handbook (Chap. 3, Antonovsky &
Sagy) we wrote that Aaron taught us that the most meaning-
ful advancement in scientific work is to ask good questions. I
trust that this Part of the Handbook relates well to this
challenge, and end, how else, with Aaron’s words, as he
used to tell me at the end of our work meetings: “Let’s
start working; there is a lot of work to be done.”
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Maurice B. Mittelmark, Torill Bull, and Laura Bouwman

Introduction

What were Antonovsky’s ambitions for salutogenesis
research? Fortunately, he had a penchant for writing about
his ‘thinking about his thinking,” which greatly enlivened his
books and many published articles. Three late papers in
particular tell us something of his ambitions for
salutogenesis research.

In the first paper, Antonovsky took an explicitly future
perspective on the sense of coherence (Antonovsky, 1996a).
He called for robust research on the measurement of the
sense of coherence, with other methodological approaches
than his own survey research approach that yielded the
Orientation to Life Questionnaire (OLQ). He called for
the development of measures of the three components of
the sense of coherence, noting the OLQ’s stubborn single
factor structure. Antonovsky identified as a priority research
on the relationship of the sense of coherence to social class
and sex. He also noted that, almost without exception, sense
of coherence studies had been carried out with samples of
European origin, and that its cross-cultural validity beyond
Eurocentric cultures needed testing. He was deeply inter-
ested in the search for the sources of the sense of coherence,
especially in the social structure of people’s lives. He
championed further research on the idea of collective sense
of coherence, which he thought to be a “most problematic”
concept meriting “very hard work” (ibid., p. 177). Highest
on his agenda for future research were three issues. How
does a strong, stable sense of coherence come into being? Is
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major change in the sense of coherence unlikely after early
adulthood? Can one speak of/study collective sense of
coherence?

In the second paper, based on a presentation at a World
Health Organization (WHO) workshop in Copenhagen in
1992, Antonovsky called for further research on the sense
of coherence as a buffer (moderator) versus a direct determi-
nant of health, and on the linearity/nonlinearity of the rela-
tionship between sense of coherence and health
(Antonovsky, 1996b). He suggested research on the sense
of coherence relationship to well-being (distinct from health
as he defined it) and the comparison of the sense of coher-
ence relationships to emotional well-being and to physical
well-being. He called for basic research on the mechanisms
linking the sense of coherence and health. Along with these
lines of research in which the sense of coherence would be
positioned as an independent variable, he called for inter-
vention research in which the sense of coherence would be
treated as a dependent variable. He suggested the develop-
ment of programmes designed to strengthen the sense of
coherence, and to prevent the weakening of the sense of
coherence of people cared for in institutions. Perhaps of
most significance to the field of health promotion,
Antonovsky used the occasion of his presentation to the
WHO to voice his concern that “the basic flaw of the field
is that it has no theory. . . the salutogenic model, I believe . . .
is particularly appropriate to health promotion.” (ibid.,
p. 18).

In the third paper, published a few months after his death,
Antonovsky wrote about his wish for research that would
define health relatively narrowly and “far from coextensively
with all of well-being or happiness” (Antonovsky, 1995,
p- 10). He believed this was vital to avoid blurring the line
between the sense of coherence and health, to distinguish
health from other aspects of well-being, and to protect
against using salutogenesis to pressure people to live moral
lives. He warned against the danger of assuming that “the
morally good is salutary” (ibid., p. 11). The morally good,
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might in fact, be quite the opposite of salutary, as in the
sacrifice of one’s own health for the good of others. And the
salutary might be morally repugnant, as in the case of
persons who harm others, with the help of their strong
sense of coherence.

By the end of his life, Antonovsky had achieved the
highly enviable. He had produced a coherent and important
theory of health that was a clear departure from the main-
stream biomedical model of health. He had influenced many
hundreds of other researchers to take the salutogenic orien-
tation to health research. His scholarship spawned many
questions of significance for the further development of his
idea of salutogenesis.

Now we turn to the main subject of this chapter, theory
developments related to the salutogenic model of health in
the era after Antonovsky. The term salutogenic model of
health is used here with precision, distinct from the looser
salutogenic orientation (see Chap. 2). The explication of the
salutogenic model of health in Health, Stress, and Coping
and of the sense of coherence in Unraveling the Mystery of
Health were the result of Antonovsky’s salutogenic orienta-
tion, but no pair of these three terms is synonymous. Today,
the salutogenic orientation is often used as an umbrella term,
with the emphasis placed on the idea of “assets for health,”
which are represented in the salutogenic model of health by
the concept generalized resistance resources (Lindstrom &
Eriksson, 2010). The salutogenic orientation calls for
researchers to turn from a disease and risk factor orientation,
in which people have problems and needs, to the salutogenic
orientation, in which people are seen as having the potential
and capacity to control their own health and well-being. The
salutogenic orientation has place for an extraordinarily wide
range of constructs, well beyond the generalized resistance
resources, generalized resistance deficits, sense of coherence
and ease/disease anchors of the salutogenic model of health.
Antonovsky himself had interest in many ideas about health
that went beyond his theorizing about the salutogenic model
of health and the sense of coherence. He wrote about
“salutogenic strengths” and about one class of strengths he
termed “generalized personality orientations” that included
self-efficacy, locus of control, hardiness, . . .and the sense of
coherence (Antonovsky, 1991, p. 70).

To return to Antonovsky’s concern that the field of health
promotion has no theory, he was not alone in this worry,
expressed straightforwardly by Frolich and Potvin (1999):
health promotion needs to “move beyond the traditional
theories used in health education such as Bandura’s social
cognitive theory, Ajzen and Fishbein’s Theory of Reasoned
Action and the Health Belief Model of Becker” (ibid.,
p. 211). By “move beyond” they meant a repositioning of
health promotion away from risk factors like tobacco use, to
social and structural forces on health, and to “salutary”
factors like education. They crystallized their argument
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with a call for health promotion to foster salutogenic
settings—environments in which no particular individuals,
target groups, risk factors, or diseases are in focus. Rather,
the salutogenic setting is a place where the physical and
social arrangements support health in its general sense,
supported by policies, at all societal levels, that value health.
Their call, in short, was for health promotion to adopt the
salutogenic orientation, imaginably as a step on a path to
the adoption of the salutogenic model of health as the theory
for health promotion. This Handbook is a progress report;
where is health promotion (and other academic fields) in
relation to the salutogenic orientation? The span of this
chapter is narrowed to theory developments stimulated by
the salutogenic model of health (with one exception, a dis-
cussion of “positive deviance” at the end of the chapter). Yet
the dividing line between developments in the salutogenic
orientation and the salutogenic model of health is not dis-
tinct. That is due partly to a dearth of academic writing in
which there is a clear focus on a critique of the salutogenic
model of health. Writings about the salutogenic model of
health have been mostly scholarly summaries about bits of
the salutogenic model of health, such as the conceptualiza-
tion and measurement of the sense of coherence, and its
relationship to various health outcomes. In the sections that
follow, we present briefly some advances having relevance
for the further development of the salutogenic model of
health in its fuller sense.

The Health Development Model

Antonovsky posited salutogenesis as distinct from and yet
complementary to pathogenesis as concepts useful in
characterizing the human experiences of health (ease/dis-
ease) and of illness (sick/well). Yet health promotion models
that explicitly address this complementarity are rare. An
important advance in this regard is the Health Development
Model (Fig. 6.1), which is meant as a framework for the
development of research indicators to monitor the effects of
health promotion interventions (Bauer, Davies, Pelikan, &
the EUPHID Theory Working Group, 2006).

The starting point was dissatisfaction in the health promo-
tion community with the European Community (EC) project
European Community Health Indicators (Kramers, 2003).
This project focussed mostly on indicators relevant to disease
prevention and neglected health promotion. To address the
gap, the European Health Promotion Indicator Development
project (EUHPID) received funding from the EC to focus
more particularly on the health promotion part. The result,
the Health Development Model, integrates the pathogenic
and salutogenic orientations, showing how disease preven-
tion and health promotion perspectives complement each
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Fig. 6.1 The health development
model

HEALTH
PROMOTION

SALUTOGENESIS

other. The Health Development Model has three major
objectives (Bauer et al., 2006, p. 154):

“To provide a clear rationale for selecting, organizing and
interpreting health promotion indicators (classification system);
To communicate the unique health promotion approach to
the larger public health community (advocacy tool); and
To develop a common frame of reference for the fields of
health promotion and public health which shows their interrela-
tionship (dialogue tool).”

Salutogenesis is explicit in the model as an analytical
approach and is specified through health promotion, being
oriented towards resources and positive health, as
demonstrated in the left part of Fig. 6.1. The pathogenic
approach works through protection, prevention, and care,
being risk factor and ill-health-oriented (right part of the
Model). However, both analytical perspectives work toward
the same center: the health of the individual in the context of
her environment. Bauer and colleagues (2006) emphasize
that while the analytical perspectives of salutogenesis and
pathogenesis differ, the approaches often overlap in practice
and are implemented in combination. However, linking
these as two distinct analytical perspectives, as the Model
does, raises consciousness about their distinctiveness. This
also serves the Model’s purpose, which is to raise awareness
that health promotion indicators are needed also on the
“salutogenic side,” in addition to the disease and risk factor
indicators which predominate in health research.

How closely does the Model follow Antonovsky? An
interesting aspect of the Model is its use of the terms “posi-
tive health” and “ill-health,” neither of which are consistent
with Antonovsky’s preferred terminology: ease/disease
(rather than positive health), and healthy/sick in nonpatients
and diseased/not diseased in patients ( rather than ill-health)
(Antonovsky, 1979, p. 41; Mittelmark & Bull, 2013). This
illustrates a characteristic of much of the salutogenesis
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literature, which tends to eschew Antonovsky’s preferred
terminology. Antonovsky’s main argument against includ-
ing well-being—and health as more than absence of dis-
ease—into the health concept was that the lack of precision
in a value-laden positive health concept would place too
much power into the hands of the institutions and the health
elite (Antonovsky, 1979, pp. 53-54). Antonovsky gives
examples of how deviations can be culturally defined and
deemed amenable to “treatment,”, for instance during the
wartime Nazi regime. The Health Development Model,
however, overcomes this potential danger by placing illness,
prevention, and treatment within the pathogenic part of the
model, leaving positive health outside the agenda of the
healthcare system. Contemporary health promotion
researchers have integrated the positive health concept into
salutogenic thinking. Antonovsky (1996a, 1996b) was open
to this, even if he was not interested in pursuing such
research personally. Given the considerable shift of attention
towards positive health, also within salutogenesis research,
Mittelmark and Bull (2013) argue that it is time to include
positive conceptualizations of health into the salutogenic
model of health, not just conceptually but also operationally.
The Health Development Model is a large stride in that
direction.

Asset Models in Health Promotion

A major contribution of the Health Development Model is
that it positions salutogenesis alongside pathogenesis. Mor-
gan and Ziglio (2007) have similar ambitions for
salutogenesis, using it as one of three building blocks in
their Asset Model of public health (Fig. 6.2). The other
two building blocks of the Asset Model are the use of assets
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indicators in public health evaluation, and assets mapping as
a key step in implementing policies that promote health. The
aim here is not to review the Asset Model in its entirety, but
rather to point out how it is an extension of the salutogenic
model of health and how it builds on salutogenesis concepts.
Nevertheless, a brief tour of the Assets Model is useful to set
the stage for the main discussion. The Asset Model’s starting
point is the conclusion that current public health approaches
(pathogenesis-inspired and risk factor-oriented) are failing
to reduce social inequalities in health. This calls for public
health to rethink “the theoretical basis on which the public
health evidence base is built” (ibid., p. 19). The key
questions change from “what are the risk factors for disease
and how can we prevent them?” to “what are the key assets
for health and how can they be used to reduce health
inequalities?” This is a call for the development of an evi-
dence base on what assets-based actions are effective in
promoting health.

Morgan and Ziglio’s pie-chart depiction of the Asset
Model shown in Fig. 6.2 illustrates how the three building
blocks interrelate. The first slice of the Model is “Theory of
salutogenesis,” calling for public health actors to create the
needed evidence base. The second slice is action-oriented,
calling for a mapping of existing resources of communities
and persons in public health initiatives. Building on
Kretzman and McKnight (1993), Morgan and Ziglio (2007)
discuss the benefits of this approach, stating that:

* it opens possibilities for action even if public resources
are scarce,

« it focuses on human dignity though not classifying large
groups as merely resource poor, vulnerable, and needy,
and

it contributes to empowerment processes through local
influence and ownership of programmes and activities.

The third slice of the Model focuses on evaluation. Mor-
gan and Ziglio (2007) call for evaluation that includes assets-
based public health indicators, emphasizing the importance
of opening up for “realistic evaluation.” Morgan and Ziglio
(2007) borrow an illustration from Whitehead and colleagues
(2004), describing how various pieces of evidence must be
fitted together to create a “jigsaw” of a fuller picture.

To what degree do Morgan and Ziglio lean on
Antonovsky and his salutogenic model of health in their
description of the Assets Model? They state explicitly that
the Asset Model is based on salutogenesis, using the expres-
sion “theory of salutogenesis.” It is clear that their focus is
on two elements of salutogenesis: (1) the salutogenic ques-
tion of what generates health as opposed to what generates
disease, and (2) a focus on the importance of resources in the
creation of health in the context of stressful conditions and
events. When describing resources, they use the word assets.

M.B. Mittelmark et al.

Fig. 6.2 An asset model of public health. Reproduced from Morgan
and Ziglio (2007)

Their definition of assets is wide and not contradictory to
Antonovsky’s conceptualization of generalized resistance
resources. They do not mention the construct sense of coher-
ence explicitly, but there is reference to its elements: under-
standing the world one lives in, a world which is manageable
and has meaning, enables individuals to make use of
resources to protect and promote their health. There is one
point on which Morgan and Ziglio partly deviate from
Antonovsky. While Antonovsky himself mostly focused on
the individual, not being firmly convinced that the sense of
coherence could operate at a community level, Morgan and
Ziglio, leaning on Lindstrom and Eriksson (2005), extend
the application of the resource perspective to be applied at
group and societal levels in addition to the individual one.
This falls into developments in salutogenesis research since
the mid-1990s. However, theorizing about the salutogenic
model of health and its key elements like generalized resis-
tance resources and the sense of coherence is not part of
Morgan and Ziglio’s project. Their project might rather be
seen as strengthening the salutogenic strand in public health
approaches, having much in common with the aim of Health
Development Model reviewed earlier.

Margin of Resources Model (MRM)

As a sociologist, Antonovsky was deeply interested in social
structural aspects of the salutogenic model of health. A
pervasive finding in the literature on the social determinants
of health is that of persistent health differentials related to
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socioeconomic position (SEP), with the relationship
between health and SEP being graded all the way up the
SEP ladder (Marmot, Friel, Bell, Houweling, & Taylor,
2008). The salutogenic model of health has been used as a
launching point to develop an explanation of this phenome-
non, called the Margin of Resources Model—MRM
(Charlton & White, 1995). The MRM views SEP as a marker
for cumulative life experience. Translating the MRM into
salutogenic model of health terms, generalized resistance
resources are distributed unevenly in a society, of which
SEP is a marker. The margin of resource is the gap between
the level of generalized resistance resources needed for
essential consumption (at the individual or group level)
and the generalized resistance resources that are available.
Marginal generalized resistance resources are analogous to
disposable income. Needs are defined not only as objective
necessities for survival, but also socially- and culturally
determined needs (aspirations) that are inextricably linked
to participation in social life. The MRM posits that
aspirations are universal across cultures. The capacity to
realize aspirations is constrained by the size of the margin.
The margin’s size rises with higher SEP in all societies:

“The size of the margin predicts the degree to which the
members of a group can step back from their immediate
imperatives and shape their own lives strategically. A long-
term view of life is likely to be healthier than one [that] cares
only for the present moment. Investment in the future is largely a
matter of deferring satisfaction in order to maximise long-term
gains, and this strategy is generally good for health.” (ibid.,
p. 238).

The MRM suggests that health can be promoted by
increasing the margin, by strengthening resources, by
decreasing needs, or by all of these. A potentially very
important contribution to the salutogenic model of health is
the MRM’s concept of “long-termism,” as shown in Fig. 6.3.

One can imagine that Antonovsky would have been
delighted with the MRM, since it posits a mechanism for a
phenomenon that he appreciated, but could not name.
Writing about generalized resistance resources—resistance
deficits, he craved a measurement tool that would link
stressors and resources: “would that I could coin a single
word”! (Antonovsky, 1987, p. 31). While the MRM does not
address explicitly the full scope of the stress concept as
Antonovsky appreciated it, the Model’s attention to
needs—and therefore unmet needs—suggests measurement
strategies that might have given Antonovsky the measure-
ment tool he sought.

The MRM suggests how increased differential
generalized resistance resources margin may be associated
with increased differential health, in a graded manner at all
levels in a society, whatever the culture, social
arrangements, and living conditions of a particular society.
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Fig. 6.3 The margin of resources model (reproduced with permission)

What mechanism might connect the size of the margin with
health? One suggestion comes from the field of evolutionary
psychology (Cosmides & Tooby, 2013), centered on the idea
that human psychology evolved in the hunter-gatherer envi-
ronment wherein surplus generalized resistance resources
did not exist. The mismatch between human psychology
and today’s environment leads to health differentials
(Charlton, 1996). Humankind was designed for hunter-
gatherer life when there was little to no surplus of resources,
not the characteristic “delayed return” of societies today, in
which resource surpluses exist, and more resources seem
always to lead to better health.

The social-psychological mechanism is that those with
surplus generalized resistance resources will share with
those they are close to, and with others having surplus
(to maximize the benefits of social exchange). Surplus
begets surplus and imparts higher social status, which
imparts reproductive advantage. Thus, it is the status-
seeking instinct that drives the rise in SEP, which comes
from acquiring surplus generalized resistance resources.
Health is indirectly enhanced since surplus produces more
health, and health in turn imparts reproductive advantage.

This salutogenic psychological mechanism is assumed
universal in nature. While this evolutionary psychology
explanation is offered in the salutogenic framework as
described, no discussion of the sense of coherence is
included. Yet it seems one could offer the same evolutionary
explanation for the development of a strong sense of coher-
ence. In the complex, chaotic, and dangerous world of the
hunter-gatherer, the man or women with a strong sense of
coherence would have had early childhood experiences in
families that managed scarce resources to maximum
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advantage. High sense of coherence would reinforce one’s
ability to marshal and use generalized resistance resources to
meet life’s challenges, and the social mechanisms already
mentioned would provide the conditions for those having
surplus generalized resistance resources to acquire even
more surplus. The connection between generalized resis-
tance resources and the sense of coherence is assumed direct.
This pattern would be intergenerational, and leads to a ques-
tion Antonovsky did not pose, as far as we are aware: does
strong and weak sense of coherence run in families through
generations? It might, since socioeconomic advantage and
high achievement do seem to run in families, although this
notion is highly controversial (Beenstock, 2012).

Fortigenesis

It was clear from his many writings that Antonovsky hoped
salutogenesis would stimulate theoretical developments and
the illumination of other answers to the salutogenic question
than his own—the sense of coherence. He also hoped
researchers would take interest in other forms of well-
being than his own interest; the subjective experience of
physical health (Antonovsky, 1996a, 1996b). One of the
earliest responses was the work of Deodandus Striimpfer
and colleagues in South Africa, who broadened
salutogenesis to fortigenesis, referring to “the origins of
psychological strength in general” (Strimpfer, 1995), and
to strengths in social roles including worker, marriage part-
ner, and parent (Striimpfer, 2006). Fortology (originally
Psychofortology) is the study of fortigenesis (Wissing,
2013), and is indistinct from positive psychology; the two
terms are used as synonyms, i.e., “positive psychology/
fortology” (Striimpfer, 2006, p. 30).

The question is this: is fortigenesis a new theory, a revi-
sion or expansion of salutogenesis, or the specification of an
additional ease/disease continuum within the salutogenic
model of health? The answer does not seem hard to come
to. Fortigenesis is an “expansion of salutogenesis into
fortigenesis that did not change the rest of the Antonovskian
model” (Striimpfer, 2013, p. 13). Fortigenesis is a specifica-
tion of additional ease/disease continua within the
salutogenic model of health—many endpoints related to
psychological strength. Such developments were anticipated
by Antonovsky, whose salutogenic model of health had
room for “Other Ease/Disease Continua” (Antonovsky,
1979). The range of endpoints embraced by fortigenesis is
all-encompassing:

“Beyond health, fortigenesis is also likely to contribute to effec-

tiveness with regard to work, family life, friendships, community

involvement, spiritual expression, and economic and political
functioning. Fortigenesis is thus more embracing than

salutogenesis, especially when salus is used in its literal sense
of freedom from physical disease.” (Strimpfer, 2013, p. 9).
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If Fortigenesis is a specification of additional ease/disease
continua in the salutogenic model of health, is the term
fortigenesis superfluous? As even Striimpfer (2013) has
noted, the term salutogenesis is the favored term, and recent
calls for well-being research using the salutogenic model of
health have avoided using the term fortigenesis altogether
(Keyes, 2012; Mittelmark & Bull, 2013). Despite a
flourished and highly productive tradition of well-being
research in South Africa (Wissing, 2013) where the terms
fortigenesis and fortology were conceived, it seems the
hegemony of Northern Hemisphere science will continue
to place the terms salutogenesis and positive psychology in
the favored positions.

Tension Management, the Sense of Coherence,
and the Self-Tuning Model of Self-Care

Langeland and Vinje and other colleagues use the
salutogenic model of health as the foundation for research
on talk-therapy for people with mental health problems
(Langeland & Vinje, 2013). As the term “foundation”
implies, the talk-therapy research is anchored in the
salutogenic model of health, coupled with elements from
theory and research on flourishing, flow, happiness, recovery
processes, and the Self-tuning Model of Self-care
(Langeland & Vinje, 2013, p. 306). The aim of the resultant
talk-therapy intervention is to:

“...increase participants’ awareness and confidence in their

potential, their internal and external resources, and their ability

to use these to increase their SOC, coping, and level of mental
health and well-being”.

(Langeland and Vinje, 2013, p. 307).

The talk-therapy intervention process is illustrated in
Table 6.1, in which the salutogenic model of health is the
basis for 14 principles that are in turn linked to mental health
and well-being outcomes. An example of how the salutogenic
model of health is an explicit foundation for the talk-therapy
intervention is the utilization of the “stream of life”” metaphor.
In this way, a core concept of the salutogenic model of health
plays out on the therapeutic stage: promoting health cannot be
achieved by avoiding all stress and erecting safeguards to
keep people from falling into the river of life. We are all in
the river of life from our first breath, and we have to learn to
swim, even if it is strenuous. The core question is, how can we
learn to swim well enough to survive—and even thrive—in a
river that has dangerous features?

The salutogenic model of health is a foundation for talk-
therapy intervention research, augmented by several other
salutogenic-oriented health promotion approaches. We illus-
trate this dynamic by focusing on the salutogenesis point in
Table 6.1 and the associated principle “promoting resistance
resources, particularly social support and self-identity.”
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Table 6.1 A mental health promotion process in talk-therapy groups based on the salutogenic model of health

Salutogenesis Salutogenic therapy principles

1. Health as two continua | — Movement toward health

2. The story of the -
participant _

Diagnosis as a narrow description

3. Health-promoting -
(salutary) factors _

Extending coping resources
Paying attention to what is currently

increase the awareness of resources

social support and self-identity
4. Stress, tension, and -
strain as potentially
health-promoting —

Discussing appropriate challenges
Universalizing the feelings of tension

5. Active adaptation -
regard, empathy, and genuineness

— Stimulating flow experiences

From Langeland and Vinje, 2013, p. 309, reproduced with permission

This principle is translated into action with the help of a
model that is meant to augment the salutogenic model of
health, namely the Self-tuning Model of Self-care (Vinje &
Mittelmark, 2006).

Antonovsky was keen to understand the mechanisms by
which sense of coherence enabled the efficacious use of
generalized resistance resources. He viewed the salutogenic
model of health from a systems perspective and wrote about
the importance of feedback and course corrections in the
process of transforming the potentiality of generalized resis-
tance resources into reality (Antonovsky, 1990, p. 48). Is the
process mostly reflexive or more reflective? He certainly
opted for reflection, writing about stages of appraisal when
a stimulus becomes salient enough in the brain to signal the
need for appraisal: is it a stressor, or not?

If it is defined as a stressor, tension is created,
“manifested in increased psychophysiological activity and
emotion” (ibid., p. 36). This activity and emotion arouses
consideration of potential generalized resistance resources
(and perhaps specific resistance resources; see the chapter on
specific resistance resources elsewhere in this volume).
The activation of generalized resistance resources/specific
resistance resources may result in coping, resulting in ten-
sion dissolution. But what is the nature of the brain’s activity
and emotion? One emerging answer is “self-tuning,” a term

— Universalizing mental health problems
— Introducing the metaphor of the stream of life

Listening to the participant’s narrative identity: |—
shedding light on individual coping ability

functioning well and asking questions to

— Promoting resistance resources, particularly

Promoting a climate of unconditional positive |—
— Developing participants’ unique capacities -

— Developing crucial spheres in human existence |—

Desired outcomes
— Increasing tolerance for various feelings
— Improving active adaptation

— Experiencing oneself as a person

Structuring life experiences that reinforce sense of

coherence

— Increasing perception of coping in the narrative identity

— Improving self-identity

— Increasing perception of the quality of social support such
as attachment, social integration, opportunity for
nurturing, reassurance of worth, reliable alliance, and
guidance

— Increasing acceptance of one’s own potential and coping
capability

— Experiencing one’s resources

Experiencing motivation for change

Thinking more salutogenic and developing positive
patterns for health promotion

Increasing perceptions of comprehensibility,
manageability, and meaning; improving SOC

— Increasing emotional, psychological, and social well-
being; positive mental health

from systems theory. Many machines are designed to engage
in self-tuning, to remain within their intended operating
range (Strménik & Jurici¢, 2013). A simple example is a
machine that has the built-in capacity to slow down or speed
up its operating speed to stay within a safe operating tem-
perature range. In the context of coping with stressors, self-
tuning is the learned ability to adjust coping responses to
avoid extreme outcomes, for example to avoid burnout in the
face of extreme work stress. Figure 6.4 shows the self-tuning
process as revealed in studies of nurses coping with work-
related stress (Vinje & Mittelmark, 2006, 2007, 2008; Vinje,
2007; Bakibinga, Vinje, and Mittelmark, 2012a, 2012b,
2013) and further explored in municipal workers (Vinje &
Ausland, 2013).

The empirically grounded Self-tuning Model has its
beginning in the research finding that a typically stressful
occupation, nursing, is a source both of job engagement,
but also of a strong sense of duty. Job engagement, in
turn, enriches one’s positive experience of meaning in
life, zest, and vitality. At the same time, the sense of
duty can lead to job-related overload, fatigue, and risk
of burnout. As research shows, nurses who experience a
strong match between their call in life and their nursing
vocation—presumably the case for many if not most
nurses—cope by taking deep stock of their situation
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Fig. 6.4 The self-tuning model
of self-care
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(Vinje & Mittelmark, 2006). This is a complex process
rooted in taking time for introspection about meaningful-
ness in life. This self-examination may enhance one’s
self-sensitivity and self-awareness and promote reflection
about one’s life circumstances, motivated by the desire to
retain/regain job-related meaning, zest, and vitality and to
cope positively to avoid the deleterious effects of a zeal-
ous attention to duty. This is the “stimulus” in self-tuning,
and when people become adept at it, introspection is
habitual in the form of sensibility: the ability to read
and interpret one’s own physical and emotional signals
and signals from one’s surroundings (Vinje & Mittelmark,
2006). The positive “response” is to make changes in
one’s situation and/or in one’s self that enhance recovery
of well-being.

Self-tuning is taken into talk-therapy by the group facili-
tator, who explicitly encourages participants to:

“...engage in self-examination and the contemplation of their

own thoughts, feelings, desires, dreams, and the meaningfulness

of life (introspection), in addition to comparing this inner com-

prehension with the outer world, available resources, and the

possibilities of living in accordance with it (reflection). Vital to

this process is the strengthening of one’s sensibility, referring to

the participants’ self-sensitivity and awareness.”

In their research on talk-therapy processes and outcomes,
Langeland and Vinje observed that participants were able to
engage in self-tuning which “seemed to enhance the
participants’  health-promoting  recovery  processes”
(Langeland et al., 2007, p. 316).

Moral distress
Fatigue
Burnout
(and desire to avoid these)

The Positive Deviance Approach to Social
Change

The salutogenic model of health provides an explanatory
framework for health development as well as a framework
for behavioral and social change. This “double functional-
ity” has not been fully put to use. While a large quantity of
evidence suggests the sense of coherence is related to health,
well-being, and a healthy life orientation, relatively few
studies have applied the salutogenic model of health in the
design of action strategies (see important exceptions in the
chapters in this Handbook on applications in various
settings). The opposite holds for the strongly action-oriented
Positive Deviance approach (PD), which in its principles is
in close kinship with the salutogenic model of health. While
the salutogenic model of health is a strong theoretical for-
mulation, the PD approach was developed directly out of
practice. The PD approach is presented in this chapter
because of its synergy potential: the salutogenic model of
health’s action potential is invigorated by PD and PD is more
robust when used in the salutogenic model of health frame-
work. The synergy potential is illustrated with an example
near the end of the chapter.

Both the salutogenic model of health and the PD
approach acknowledge the active role of people in creating
health, their crucial role in bringing about change, and that
health arises from interplay between people and their context
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(van Dick & Scheffel, 2015). PD arose from the observation
in public health practice “that in every community or orga-
nization, there are a few individuals or groups whose
uncommon but successful behaviors and strategies have
enabled them to find better solutions to problems than their
neighbors who face the same challenges and barriers and
have access to same resources.” (The Positive Deviance
Initiative, 2010). These individuals are referred to as positive
deviants (Pascale, Sternin, & Sternin, 2010). Since the PD
approach emerged in the 1970s it is widely applied to tackle
issues of child nutrition, reproductive health, and healthcare
services and access (van Dick & Scheffel, 2015). An inter-
esting suggestion for an alternative label for PD is “optimal
outlier,” since the term “deviance” carries a negative conno-
tation for many (van Dick & Scheffel, 2015).

The PD focus on those who develop solutions is similar to
the study of those who deviate from health deterioration that
inspires salutogenic thinking. Deviants in both approaches
are those who exercise their capacity to move towards the
positive—in salutogenic terms “ease”—side of the health
continuum.

The PD approach engages with families and communities
in action learning processes around locally existing
experiences. “PD” represents the practices that positively
deviate from a dominant norm, such as the practices of a
family with well-nourished children in a community with a
high prevalence of stunting. PD practices emerge at multiple
levels and include individual skills, family bonding, local
organizations’ capacities, history, stories, and culture of the
community.

With the use of participatory research methods, PD
practices are identified and initiatives are developed to facil-
itate other community members to adopt the practices or
adapt them to their own purposes. The design of PD-based
programs reported in the scientific and gray literature is
diverse and range from pre- and post-test without control
to RCTs (for an overview see the systematic review in the
area of child malnutrition of Bullen, 2011).

The literature presents different versions of the PD imple-
mentation steps. In general these include problem and out-
come definition, determination of common practices and
existence of positive deviants, discovery of uncommon but
successful practices and lastly, the design and implementa-
tion of dissemination strategies. In line with the emphasis on
the crucial role of people themselves in creating health, the
community should have full ownership in all steps.
Professionals take on the role of process facilitators.

The insights derived from decades of testing PD-based
programs are useful to accelerate the application of
salutogenic model of health-based action strategies. In addi-
tion to providing examples of program design, the PD litera-
ture gives insight about the generalized resistance resources
that people apply to face challenges. Marsh, Schroeder,
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Dearden, Sternin, and Sternin (2004) provide a short list of
PD behaviors and enablers illuminated in studies in the fields
of child and maternal health and girl trafficking. In turn, the
PD approach may benefit from the multidimensional
operationalization of the concept of generalized resistance
resources. The current PD approach encourages health-
promoting practices, yet does not address root-causes that
originate from the broader political, socioeconomic and
political context (Sternin, 2002). Generalized resistance
resources include resources that originate at a range of
levels, from the individual-physical, to interpersonal and
macro-sociocultural levels. In addition, the life-course ori-
entation of the salutogenic model of health may further
enrich the PD approach by incorporating past, present, and
future perspectives on issues and solutions.

Our example illustrates how the use of the salutogenic
model of health and PD leads to new insights on the origins
of healthy eating practices and potential action strategies.
Plenty of evidence is available on multiple risk factors for
unhealthy eating. Yet little is known about the factors and
mechanisms that drive healthy eating practices. Tapping into
the determinants of success of positive deviants who are
coping well with the so-called obesogenic environment is
crucial to the design of strategies that enable people to
accomplish lifestyle changes in their everyday-life context
(van Woerkum & Bouwman, 2014). In a first study, the
salutogenic model of health guided a cross-sectional study
of generalized resistance resources associated with eating
practices in Dutch adults (Swan, Bouwman, Hiddink, Aarts,
& Koelen, 2015). Participants with the best eating practices
were selected as PDs. Common to virtually all the Dutch is
the presence of abundant resources to make “the healthy
choice the easy choice” (e.g., healthy food, nutritional edu-
cation). So, the population is faced with a ubiquitous
obesogenic environment, and resources that promote healthy
eating. The PDs manage to cope: for many others, the same
environment impedes health. Multivariate logistic regres-
sion analysis was applied to study the PD’s generalized
resistance resources. A set of five factors was found to
predict PDs healthier eating practices: being female, living
with a partner, a strong sense of coherence, flexible restraint
of eating and self-efficacy for healthy eating. Factors previ-
ously found to predict unhealthy eating including income,
employment status, education level, nutrition knowledge,
social support, and affordability, accessibility and availabil-
ity of healthy food, were not related to healthier eating in this
study.

In a fresh study not yet in the literature as of this writing,
salutogenic principles and concepts were used to develop the
“Food-Life-Story” narrative inquiry methodology to further
map out specific enablers which could increase adoption of
healthy eating practices. The method fully recognizes the
active role of people in constructing their own life and thus,



54

their eating practices. PDs were selected from an existing
research panel using the criteria of high dietary score, no
diet-related risk factors, being a woman and living with a
partner. Preliminary findings indicate that foresight, deter-
mination, and self-reliance were used to counter stressful
situations such as time-constraints. Coherent eating habits
were supported by the ability to construct life-stability (early
or later in life), combined with positive food associations.
The findings suggest action strategies that target change
beyond food habits, reaching to lifestyle and life perspective.

This raises the idea of a collaborative “PD” stance that
could/should be taken by all community actors to focus not
only on food-related matters, but also to enhance self-
efficacy, family warmth, and stability and community
actions to foster positive and healthy food interactions.
Current efforts include the study of those who live in
disadvantaged circumstances, further testing of the Food-
Life-Story methodology and its application to the steps of
the PD approach, to unravel practices and the underlying
mechanisms that enable healthier eating. The third author is
a resource for more information about the examples just
presented.

Conclusions

We return to Antonovsky’s ambitions for further scholarship
on the salutogenic model of health. He called for:

* Robust research on the measurement of the sense of
coherence with diverse methods

» The development of measures of the three components of
the sense of coherence

» Research on the relationship of the sense of coherence to
class and sex

+ Sense of coherence studies testing its cross-cultural valid-
ity beyond Eurocentric cultures

» A search for the sources of the sense of coherence

» Research on the idea of collective sense of coherence

» Research on how a strong, stable sense of coherence
come into being

» Research on the sense of coherence stability/lability after
early adulthood

» Research on collective sense of coherence

» The sense of coherence as a buffer versus a direct deter-
minant of health

 The linearity/nonlinearity of the relationship between the
sense of coherence and health

» Research on the sense of coherence relationship to well-
being

» Intervention research in which the sense of coherence
would be treated as a dependent variable
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» The development of programmes designed to strengthen
the sense of coherence, and to prevent the weakening of
the sense of coherence

» Health promotion research grounded in the salutogenic
model of health

There seems to be no doubt that Antonovsky’s attention
from 1987 on was almost solely on the sense of coherence.
Of all the research problems just listed, only the last is
general to the salutogenic model of health, and we are not
aware that Antonovsky pondered on the further development
of the salut