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Abstract
The current approach to preventing noncommunicable diseases (NCDs) in low and middle-income countries draws heavily on the disciplines of public health and biomedicine, which construct health as a dominant normative goal, and a central component of wellbeing. ‘Health behaviours’ to be tackled in order to reduce NCD risks include unhealthy diets, physical inactivity, smoking and the harmful use of alcohol. However, qualitative research in the township of Langa, South Africa, revealed just how socially embedded these so-called health behaviours are, and how difficult it is likely to be to address them with policy based on a relatively narrow conception of health. Respondents in Langa had their own ideas about how to stay well in the township, and physical health emerged as something which needed to flow from, rather than just contributing to, a broader state of wellbeing.

Introduction

The current approach to preventing noncommunicable diseases
 (NCDs) in low- and middle-income countries draws heavily on the disciplines of public health and biomedicine, which unsurprisingly construct health as a dominant normative goal, and a central component of wellbeing. The research which this chapter draws on was driven by my sense that something important was missing from much policy on NCD prevention: a broader understanding of how health, and the so-called ‘health behaviours’
 implicated in causing NCDs, were related to wellbeing, particularly in very challenging environments such as a South African township. It seemed to me that one of the reasons that such an understanding was lacking was the approach to knowledge which was being taken – the discourse around public health policy on prevention was ‘expert’ driven; the vast majority of the research on which policy was based was quantitative, and had been carried out in high income countries; and the ‘public’ were often cast as a group to be manipulated in order to change their behaviour, rather than as stakeholders with knowledge, values and reasons which warranted respectful attention. In order to explore this I carried out qualitative research alongside a quantitative epidemiological study which was already under way in a township in South Africa. This chapter presents some of the stories which the combined data told, and considers the implications of the different disciplinary approaches for the ideas about health and wellbeing which emerged.

Methods

This chapter draws on research using a case study design carried out in the township of Langa in South Africa – a low income urban area with high rates of unemployment and crime (Gie 2009, City of Cape Town 2012) and multiple health burdens (Groenewald et al. 2012). The primary data generated included semi-structured interviews with 40 residents
 of Langa (20 female and 20 male) with an average age of 49 years. These interviews
 explored the respondent’s life history and satisfaction, health, daily routine, physical activity, and views of local challenges and how to address them. After a discussion about the respondent’s life more generally and their satisfaction with it, specific questions about health were asked followed by questions about physical activity and other so-called ‘health behaviours’. This was done in an attempt to reduce the extent to which these topics would be taken as cues indicating what we thought was important (for example along the lines of ‘physical activity is important for health which is important for wellbeing’).  Nevertheless our association with the epidemiological study in which the respondents were already involved is likely to have been one of the many things which influenced how people answered our questions (see White, introduction to this volume). 

Interviews were carried out in the first language of the respondent, usually Xhosa, and transcribed into English, and took place during visits to respondents’ homes by the author and a local female researcher
 whose mother-tongue was Xhosa, and who was a resident of a nearby township. Triangulation and further context were provided by eight interviews with key informants working in the fields of health, physical activity and policy in Langa; field-notes and photographs generated during observation in Langa; and secondary data on Langa such as unemployment and crime rates.

Secondary data on respondents comprised a set of questionnaires completed approximately ten months earlier by respondents for the Prospective Urban and Rural Epidemiological Study (PURE)3. These questionnaires sought to capture quantitative information about respondents’ health, using closed questions about a range of disabilities, symptoms, diagnoses, injuries, risk factors and stresses. In addition, physical measurements – such as weight, height, blood pressure, electrocardiogram (ECG), spirometry, blood and urine samples – were taken by PURE.

In this chapter I focus on a selection of the stories about staying well told by the combined quantitative and qualitative data for each respondent.

Stories

Nombeko

Nombeko’s small front room appears to function as both a living room and a kitchen. It is furnished with a sofa, a TV, and an armchair cushioned with uncovered foam. An old fridge stands beside a small table covered with a plastic Coca Cola design table cloth – the external landscape of the township is awash with the drinks company’s logo, and now I see that it has invaded homes as well. Another Coca Cola cloth covers a table on the other side of the room where an electric hot plate stands on bricks. A frying pan sits on the shelf under the TV, and there is a kettle in the glass-fronted cupboard beneath this.

The smell of cooking is in the air. There are two kids on the sofa – one is very little and is struggling somewhat as he eats pasta with a big spoon from a Blossom margarine tub. A baby is crying in the background. Flies buzz. 55-year-old grandmother of three, Nombeko, wears earrings, black trousers, a white tunic and white, laced shoes. Her outfit is reminiscent of a healthcare uniform. She seems energetic and animated, and uses her hands a lot as she talks. She had a variety of jobs in the past but gives her current occupation as ‘home-based carer’. She did not complete the final two years of secondary school when she was younger (her first child was born when she was sixteen), but she is studying to pass them now. She is also on a training course for the unpaid social work which she is doing in the township via a local NGO:

I go door to door looking for children whose CD4 count
 is less than 200. I am looking for children that are sick and who are not getting support from the government. I am also responsible for making sure that they take their treatment. I am in the children’s forum. I am also looking after children who are abused by their mothers.

Nombeko had five sons of her own, of whom three are still living. One had learning difficulties and suffered from epilepsy, but he ‘just disappeared’, aged 29, eight years earlier. More recently she lost her third-born to tuberculosis, just when she thought he was starting to recover.

The epidemiological questionnaires give the impression of a woman with many health problems. Diagnoses of diabetes, high blood pressure, heart failure and asthma are recorded, along with a history of stroke and tuberculosis, and there is a long list of medications she is taking.  In the section on disabilities ‘yes’ is ticked for every option except for ‘trouble speaking and being understood’.  This implies that she has problems with her sight, hearing, walking about, bending down, picking things up and grasping/handling things.  Nombeko brings up the same diagnoses in her interview (although she does not mention heart failure, and does mention having arthritis, which was not one of the tick boxes available on the questionnaire), but they do not seem to dominate her life.  She does not mention any disabilities, nor is any impairment apparent during our interaction with her.  When asked how her health is she says that she has ‘no problem’ in the summer, but that winter is more difficult. She talks about lots of charitable and domestic work which she carries out on a daily basis, thus it appears that functionally she is doing well.

Nombeko was unusual amongst female respondents in reporting that she smoked (five cigarettes a day according to her questionnaire) and drank alcohol (spirits and beer, quantities not clear).
Yes I smoke and I am craving as we speak! [Laughter]

However, unlike the majority of the women we interviewed, Nombeko was not overweight as defined by the World Health Organisation
 when she was weighed at the time she completed the questionnaires. She did not speak about her diet during her interview but she walked a lot for exercise, saying that she has to exercise because she had a stroke, and that it is good for her asthma. However she also enjoyed it for its own sake:

Nombeko: Even now you saw me sweating, walking very fast; I cannot walk slowly, I have to walk fast.

Int: Really; so do you see yourself as an active person?

Nombeko: Yes because I love exercising; I am able to walk from here, Langa, and go to Bellville [Approximately 8 miles].

Int: You walk to Bellville!?

Her description of her walking is in stark contrast to the tick in the box on her questionnaire stating that she had trouble walking about, and another tick stating that she needed to use a cane/walker.  Ten months had passed since the questionnaire had been completed, and so it may have been that her physical capacity had been different then, but she did not mention any such changes during her interview.  In addition, a physical activity questionnaire for her had been completed on the same day as the questionnaire with the questions about disability, and this reported a lot of walking as well as high levels of domestic physical activity.  Might other factors have influenced the difficulties she reported at that time?  It had not been long since the death of her son, and in her questionnaires she had reported ‘permanent stress’ and that she had experienced symptoms of depression.  Nombeko did feel that the losses she had experienced had affected her health:

My health changed ever since my children passed on.

In her interview however she came across as a very optimistic person. Keeping busy and active was one of the strategies she used to stay positive amidst such challenging circumstances:

Yes, exercising is very good and you should not stress yourself by thinking too much. You see now I am concentrating on this because I know that I must do this work. I forget about other things, you see.

A general life satisfaction question was asked within the context of the interview, and Nombeko’s response to this helped to illustrate the importance of caution in interpreting the option on the response scale chosen by respondents:

Nombeko: I am not satisfied with life because I am still going on, getting skills.

Int: You are not satisfied?

Nombeko: No I still want to further my studies and become whatever I want to be.

Nombeko’s response seems to imply that she associates being satisfied with being content to stay where you are; perhaps giving up a little. Her dissatisfaction seems somehow positive. She radiated pride in the things she had achieved, and was confident that she would continue to progress (see also Camfield, this volume).
The questionnaire items on crime and safety in Langa raised further questions for me:  Nombeko’s walking was done despite the almost universal agreement amongst questionnaire respondents, including Nombeko, with the statements ‘the crime rate in my neighbourhood makes it unsafe to go on walks during the day’ and ‘at night’. However, like several other respondents, a few questions later in the same questionnaire she reported that she was satisfied with safety from the threat of crime in her neighbourhood. This apparent contradiction in the questionnaire data was confusing: how could people whose main form of local transport was walking be satisfied in this situation?  The structured questionnaire data did not offer anything further which I was able to use to make sense of this.  The stories which people told in their interviews however did:  respondents had developed strategies to help them stay safe in their neighbourhood, despite the threat from crime. Limitation of movement in Langa was one such strategy, but others included careful consideration of what you carried with you, and how you carried it, what times you moved, where to, and who with. Another strategy was to be known by perpetrators of crime, as this made it less likely that you would be chosen as a target. Another respondent explained why walking for exercise was not a problem:
No, people who want to be active do it because when you are active and they see that you are exercising, they know that you don’t have money and a cell phone on you; so what are they going to take? But the minute you are carrying a handbag or whatever, obviously they think that there is money in the bag, you know what I am trying to say (Cebisa, 57 year old female).
The qualitative data thus provided useful explanatory information for those interested in using the quantitative data on perceptions of safety to inform policy on physical activity. Physical activity was possible on the streets of Langa, but it was constrained by safety concerns. Other qualitative data was also of relevance here – such as the finding that obvious purposeful exercise, such as that described by Cebisa above, was often seen as socially inappropriate for older adults, particularly women. Such exercise also had a higher opportunity cost than, for example, getting exercise by walking to places you needed to get to such as shops, work or visiting people – when you would be more likely to be carrying things with you and the threat from crime increased.

Xolile

Like Nombeko, 47-year-old Xolile ticked a box on the negative side of the scale for the life satisfaction question, however his outlook on life was very different. Also like Nombeko, Xolile was unemployed, and his main concern at the time we spoke to him was where his next meal would come from.

Int: How do you spend your days during the week and on weekends?

Xolile: I just stand here and wait for someone who might call me and ask me to do something for him… or go to Athlone [nearby suburb] but even there, when you get there you are greeted by a ‘no vacancy’ sign so it does not help. It is a waste of time to go there in the first place because sometimes I go there and when I come back I hear that someone was looking for me. I then feel sad because I wasted time going there while I could have done the small job here so that I can get even if it is R10 [less than £1 Sterling] so that I can eat.

He has limited family to provide support – his mother died when he was thirteen (he does not mention his father), and this meant that he had to leave school to help support himself and his grandmother. He managed to find casual work as a general labourer for a shop, and then as a window cleaner, but the contracts were temporary: ‘that is the last job I had. I did not get a job again’. Now his only surviving adult relative is an aunt. He lives behind her house in one of the ‘back yard shacks’ which are common in the township, and she can sometimes help him out with food. He is conscious however of being a burden:

Some days I go for two days without eating because there is nowhere else to go to. Where can I go? I am ashamed because maybe my aunt gave me four bread slices and I ate that, I am ashamed to go and ask her again. I would rather to go to sleep with an empty stomach.

Xolile has a 12-year-old son from a past relationship who lives with his mother, and she receives a child support grant of R200 per month. Xolile wants to be able to provide more for the boy but finds himself frustrated:

To add to that my son needs a tracksuit for school; like now I am stressing about that, I need to get the tracksuit. I have to try and get money for that because the only thing that is helping him out is the grant and it is too little. I am really struggling.

We sit in the living area of the main house to talk. Xolile is thin – measurements taken ten months earlier put his Body Mass Index (BMI) at 17.3, which is considered underweight. He is wearing clothes which are flecked with paint, a baseball cap and a beard. Occupants of the main house are around and about, answering the phone, talking, and watching TV. Xolile sits on a sofa facing us. The embroidery pattern of the cushions is protected by a clear plastic cover. He is bent forward at the waist, and uses few gestures as he talks. When I arrived I gave him my contact details card, and throughout the conversation he holds this in one hand.

Xolile’s questionnaires for the epidemiological study reported no disabilities, symptoms, diagnoses, injuries or medications, although physical measurements indicated that he might have high blood pressure. However at the time of his interview ten months later he rated his health as very bad. He said he was weak, which was not usual for him, and he did not know what was happening. He wondered if he might have high blood pressure, but said he had not been given results of the measurements taken for the research. He mentioned that he had had TB in the past (this was not recorded in his questionnaire), and wondered whether this might be coming back. He had not been to see a doctor.

When asked what he did to protect or improve his health he said that he was not doing anything, and seemed to base this solely on the fact that he was not taking any treatment or medication. He did not mention health in connection with any of the so-called ‘health behaviours’2 which are the focus of World Health Organisation (WHO) policy on NCD prevention. Xolile’s emphasis was different. Food was about survival – he was not in a position to choose what he ate:

I eat everything that is in front of me...It does not matter what kind of food it is; sometimes I get left-overs from next-door. I eat everything that was left over from what they were eating; rather than throwing it away, they give it to me and that is how I survive. I eat anything so that there can at least be something in my stomach; like now I do not know what I am going to eat since the soup kitchens are no longer running.

He does not think much of the idea of taking part in sport – there were various costs associated with sport which adults in his position could ill afford:

You need to have money; you don’t just go in, you have to pay. Even if you have money, that is not going to help you with anything because the only thing you do there is to play and at the end of the day you go to sleep hungry. Playing is just a waste of time because you have to have something to eat; how can you play with an empty stomach? (Xolile speaking about the local sports centre)

A former soccer player, he thinks he is now well past the age at which it would be sensible to play this anyway, but other types of physical activity are okay:

Xolile: Soccer... now?! No I cannot do that; the age limit for soccer is 25 years.

Int: You can just play to keep yourself active.

Xolile: No I cannot.

Int: So how do you keep yourself active?

Xolile: I keep myself active by doing all the hard work in the township like when someone wants their grass to be cut short; that is how I use my energy. I like that, I like working.

He also walks a lot because transport costs money which he does not have, thus he may well be meeting the WHO guidelines on physical activity (WHO 2010), but staying healthy was not his motivation for this. Xolile has smoked cigarettes since he was 20, as well as some cannabis. He also reported in his epidemiology study questionnaires that he drinks alcohol regularly, although not large amounts. Like many other respondents he sees links between unemployment, alcohol and drug use, and crime in the township:

There is a lot of crime here. There is a lot of crime because our sons are on drugs. They say they are on drugs so that they can make the day go faster; that is what they say.

Unemployment was a terrible burden for many of the respondents. Xolile’s interview, and the questions about stress levels and symptoms of depression in the questionnaires he completed ten months previously, gave clear indications of his distress. He was asked about his life satisfaction during the interview:
I am not satisfied at all because I am struggling too much now that I do not have people. It is worse than before... if I do not have something, there is nowhere else to turn to. People in the township do not help each other; even if you cry out to someone, the person will tell you to go and fend for yourself. You go looking for stuff and you return with nothing and then you end up regretting the fact that you even went to look for something in the first place because you still return with an empty stomach. Sometimes you get to maybe clean a garden; I sometimes ask the people to please let me clean their gardens. I ask the people because it is hard...I am really struggling; there is nothing that satisfies me with my life. It is very bad.

Behind him a lunch of sandwiches with brown bread is being prepared for the children of the house, but not for Xolile. The ‘thank you’ parcel of stationary, tea, biscuits and fruit juice which we give him at the end of the interview seems pitifully inadequate.

Nkosazana

We come into Nkosazana’s well-kept home through the kitchen, pass a bedroom on the right, and sit together in the living room. There are two sofas and an armchair here, surrounding a coffee table. A dining table and matching chairs are pushed against the wall in the area between us and the kitchen, opposite a sideboard. A trophy stands on this sideboard – it turns out later that Nkosazana won this when she was younger and a bit of a netball star. Girls from the township still come to ask her for advice about the game. The wooden floor is brightened up with a rug. The message ‘The Lord is our Shepherd’ is framed and hanging on one of the whitewashed walls. A radio is on in the background.

Nkosazana is a slim, well-looking 40-year-old woman. She was born in this house, one of a large family, several of whom live here now with their children and grandchildren. Nkosazana had her first child at 15 while still at school. She has since worked as a cleaner and tea lady, but lost her job before her fourth child was born. She gives her occupation now as ‘unemployed’, but she spends her days caring for her elderly mother, her brother’s child and her sister’s grandchild. She is called away by her mother at one point during the interview, and comes back with her baby nephew, who she proceeds to feed from a bottle. Later, contented, he sits on my knee.

After feeling unwell for some time, Nkosazana found out on Valentine’s Day 1999 that she was HIV positive. She was very open about her HIV status – it was almost the first thing she told us when we arrived. For the majority of respondents, the question about HIV on the epidemiological questionnaire was not answered, and many people also responded ‘no’ to the question about whether they knew people with HIV
. The stigma associated with the illness had wounded Nkosazana deeply:

Nkosazana: You know what? When you are sick, people laugh at you, people laugh at you when you are sick. In my street...

Int: Was there no one there for you?

Nokosazana: My family was there, my family was next to me but that day I remember I had friends but from that day I never had friends again.

Nkosazana brought her family together to tell them about the results of her HIV test, and found them supportive:

They are looking after me and they don’t want me to struggle for anything. They are doing everything for me...they love me and they show me love.

When asked about her health right at the start of the interview Nkosazana responded:

Int: How can you rate your health; how would you say your health is now?

Nkosazana: It is very bad.

Int: How bad is it?

Nkosazana: It is very bad, I am always sick

But later in the interview, having spent some time talking about her situation, she was asked a similar question and said:

Int: So health-wise, how satisfied are you?

Nkosazana: It is OK.

Int: So there is nothing that is bothering you?

Nkosazana: No there is nothing that is bothering me despite the fact that I have swollen feet.

This was the first interview. I had intended the health question to be asked at this second point. However I had confused my colleague with the layout of the paperwork I had given her, and so, in this interview only, the questions about general life satisfaction and self-rated health were asked twice.

The difference in responses indicates once again how cautious we need to be in interpreting responses to such questions – the answer may be strongly influenced by very short term context. When we arrived, Nkosazana had started by telling us about problems she was having with her feet. She was quite bothered about this, and had not had a response from the doctor which satisfied her.  Later, after sitting talking about her life for a while, and reflecting on how she had managed to deal with her illness, and the love and support she had received from her family, she seemed calmer and more at peace with things. There was a similar change in her response to the general life-satisfaction question asked at the same two points, going from ‘I am extremely not satisfied because of what I see in my past life’ to ‘sister, my life is alright.’
However Nkosazana did feel that her health problems had limited both her own and her children’s possibilities in life, saying ‘my health is pulling me back’:

It feels like if I hadn’t fallen sick, my children would be far. Neliswa and Mibono are not studying. They are not studying just because they passed grade 12
 and now they are not studying. Mibono is studying computers here in Roma; it was his aim to go and study. He passed his grade 12 very well; I was supposed to take him further but I am not working and I don’t have money so I said: my child, go and study computers rather than doing nothing. My firstborn, Neliswa, is not doing anything.

The previous year, Nkosazana had found a job with the municipality but ‘I could not stay because of my feet’. This lack of employment could have very harmful effects on self-esteem:

I see myself as useless; people say that I am useless because I am...if I was HIV negative I would be a good person. A person that works; I used to work, my sister.

But Nkosazana had been able to draw on the strength which came from her relationship with her family to get through very tough times in the past, such as the health crisis which had led to her HIV diagnosis:

I stayed in hospital the whole year, the whole year! ...But I told myself when I was in hospital that I will never die, my children are very young. I will never, never! I got well.

Nkosazana had never smoked or drunk alcohol but told us that ‘most of my peers here drink’, and she saw this as a preventing them from involving themselves in other activities. Asked about what could be done to help people keep themselves healthy she responded:

In my area what is finishing young people are drugs, there is a lot of drugs.
She thought that providing young people with training, and creating jobs, was the way to reduce the level of drug abuse in Langa. Nkosazana spoke to me about the terrible burden of unemployment in the township. She told me that there was nothing to do; people just walked up and down the street to fill in the time. She worried about her children – two of the four had finished their education but had not found work and were just sitting at home. The third one would finish grade 12 shortly, and she fully expected him to do exactly the same.

Nombeko’s poor health as a consequence of HIV had frustrated her and left her in a very different position from what she believed would otherwise have been possible – affecting her social relationships, her ability to find and keep work, and, linked to this, her ability to provide for her children. She felt that as a result her children’s prospects were now similarly blighted. Although unemployment was a pervasive barrier to wellbeing in Langa, Nombeko believed that with better health she would have been able to support her children in further education, and that they would have been better placed to overcome this.  Her own wellbeing in the face of these frustrations was built on her position within her family – living with four generations in the house of her birth, caring for the young and the old among them, and having them next to her in her most difficult times.

Malusi

We could not find Malusi at first, but when we enquired locally someone was kind enough to fetch him for us so that we could walk together back to his home. We come round the back of the house and go in through a blue door whose paint is flaking. Inside the door is a bed with an elderly man in it. He seems a little startled at first, but then he says that we can sit on the side of his bed
. The room is small and crowded with possessions. Malusi clears some stuff off a chair for himself. The slim 39-year-old is dressed in a blue v-neck jumper, green tracksuit bottoms, and battered-looking, white New Balance trainers. He has short hair and a beard, and his face is very expressive as he speaks. He occasionally consults with the older man before answering a question. Malusi is unusual amongst our respondents in that he does not have children. From what he tells us the household has fallen on hard times of late, and the house itself is sinking into disrepair.

The reason that we, and, judging by the fridge and the stack of armchairs in the corner, most of the furniture, are crammed into this room is that the house has been colonised by bees. Malusi believes that this has happened because the ancestors are angry, and that this is also why the household is not doing well, and cannot get jobs.

Malusi’s questionnaires, completed eight months earlier, report no disabilities, diagnoses, or symptoms. During his interview he rated his health as good. He said that as an adolescent he had a calling to be a traditional healer, but that his family, and practitioners of western medicine, did not recognise this, mistaking his condition for a nervous ailment. It was only when he went to the Eastern Cape
 that a different opinion on the source of his illness was offered
. However he ended up dropping out of school and getting ‘piece jobs’ instead.

Sport is Malusi’s passion in life and he wishes he could get a job as a sports coach but he thinks his lack of education and family connections mean that this will not happen.
I grew up playing football, cricket, swimming and roller-skating, and riding bicycles...God gave me sports as a talent; it is just that I did not go to school. I am supposed to be teaching and coaching in the two community halls my sister or in the stadium.

Asked what he does to stay healthy he talks about his exercise, but he feels he needs the right food to be able to do this, so has not been for ten days now because food is short:

Like my sister the only thing that is helping my health is that I like exercising; the only thing that is keeping me from doing that is what I was telling you about, that we do not have food. I like exercising, I grew up doing that; when I do not go to the gym I can feel that there is something that I did not do. My body is used to that and when I do not do it I feel pains in my body.

Food is a big problem. Malusi suddenly gets up and goes into the next room. He comes back with a yellow plastic pot and an empty orange squash bottle and shows them to us:

We always ate good food in this house and we were always happy; you can now open that fridge, there is nothing; there isn’t even sugar and there is no mealie-meal
. We used to put sugar in this. With the one rand that I had, I bought a sweet-aid and ate the bread that I came back with yesterday, from Pinelands [nearby affluent suburb]. So there is no sugar now and there is no bread but a black person can hang-on.

Malusi came back to the theme of food repeatedly, seeing the right kind of food as essential for fuelling and building the body:

I like eating porridge in the morning and also have bread and egg. Later in the day I make mashed potatoes, after that I have fruits and then in the evening I eat rice, cabbages and chicken; that is when there is some money. When there is no money, the body also gets slow because the immune system is not getting the nutrition. It takes time to build your body when you eat dry bread and tea, especially when you eat that late in the evening. That is what is happening here in this house, my uncle also knows that. When I am eating those foods, my body gets built and I exercise more but it is a different situation when I do not have money. I get lazy because what is the use of exercising when there is nothing to eat. Do you understand my sister? I really love sports. I was telling my uncle that it becomes hard when there is no sugar and no mealie-meal in the house because in the mornings I have to go and run and then come back, take a shower and make some porridge. It becomes hard because I am draining myself by going to the gym, while not eating healthy food.

Despite his love of sport and his interest in a healthy diet, Malusi has been smoking since a young age – about five cigarettes a day. He also drinks beer, but says he never drinks a lot in one go. He spoke negatively at times about those in his community who drank:

Other people don’t like keeping their bodies in a good condition; they like being down, smoking and drinking and as a result, they get old before their time.

However later in the interview he displayed more understanding of the stresses which may drive people to drinking and using drugs:

There are things that are finishing people and those things have been here for a long time and we cannot stop them. I am talking about things like drugs and alcohol, when we got here, those things were already here. People get tempted; there are home situations that drive you to that. Sometimes you feel like you cannot handle the stress and decide to kill the pain with a drug or alcohol, not knowing that you are making the situation worse. I don’t know if I am making sense?

Many respondents linked several of the other commonly mentioned challenges for people in Langa to the unemployment situation. In particular, drug and alcohol abuse, and the crime that went alongside, were seen to be strongly connected to unemployment:

So you end up committing a crime because you see that all your friends are working and you ask yourself why you are not working. You see my sister; you end up telling yourself that it is better to be a criminal and do wrong things.

Malusi feels that his own problems are caused by his inability to get a job:

The only thing that is frustrating me in my life is being unemployed. I do not like begging my sister.

His pride prevents him from asking his neighbours for help - he feels better about going to a nearby ‘white’ community:

I have to go to Pinelands around 4pm to try and get the sugar; I am definitely sure that I will get it from the whites. If you ask someone from here for some sugar, he will give it to you but after that he will make fun of your situation. You know our situation, how we are living.

Malusi shared the views of several other respondents – mostly women – that how well you were doing was influenced by your attitude, and how you responded to your circumstances. He believed that his ability to reflect on his life had saved him from ending up in a worse situation:

I am not satisfied with the things that I wanted for my life because downfalls have happened in my life. If I had decided not to give thought to everything that has happened I would be in jail or dead as we speak.

Spiritual powers – Malusi maintained Christian and traditional beliefs alongside each other – had the ability to bring about real change:

There is only one person who can change a person’s life and a person’s condition; it is the person with power, the one who is up there. When you want to change your life, you ask the ancestors and also ask God.

But you also needed to be proactive: ‘If you just sit here in the township, you will not get anything.’ Like Nombeko, Malusi relied on keeping active to stay well in difficult times:

At the same time, keeping myself active helps me to forget the things that happened to me. When I am not exercising, everything becomes too much for my brain but when I am exercising, it becomes easier. So exercising helps me with that, and it also protects my body.

Mandisa

We go outside to the back yard of Mandisa’s house as people are watching a film inside. The kitchen and living room are both small. Young men are gathered in the former and several teenagers in the latter. We bring out plastic chairs for my colleague and 69-year-old Mandisa to use, and I sit on the steps. The yard is surfaced with uneven bricks and sand. There are wooden buildings along one side, and rusty corrugated iron sheets extending from the back of the neighbouring house make a fence on the other side. A hockey stick and cricket bat are propped against a wall. Mandisa is very breathless and very heavy. She is wearing a dress, a head scarf and flip-flops. My poor colleague ends up sat in the hot sun, which will move round and catch Mandisa too if we stay here for long.

12 people live in this house, including seven of Mandisa’s grandchildren and two toddlers she takes care of who I think are her great grandchildren. She, along with many other respondents, feels that a shortage of housing is a major problem in Langa:
They have to build houses for us because we are staying with children in our yards, you understand? Look at these old sons that we have staying with us, they are old but there are not places.

Some of the respondents were themselves these grown up ‘children’, and expressed their frustrations that they were still living with their parents. The shortage of housing caused conflict within families, with adult siblings forced to share, or compete for, space.

Mandisa was now a pensioner, but had been employed for most of her adult life, firstly as a domestic and then in the laundry of an old-aged home.

Mandisa had never smoked or drunk alcohol. When it came to food she liked to eat porridge, oats and vegetables, but did not see her diet as being connected to her health. In fact she said she was not doing anything to protect her health. She had been devastated eight years earlier when she was diagnosed with asthma and had to give up her job:
They told me that I am suffering from asthma because of the chemicals; the doctor said that they must give me a light job. There is no light job in an old-aged home. You make beds, wash the walls, wash the dishes and I said I could not manage…... and then the law was against them, they could not let a person like that work. And then I stopped working. I didn’t want to sit around and I was wondering why I got asthma at such an age, my children were young
, what was I going to do?... they were sleeping on the floor, the house is small and there was no fresh air, I would sit outside and weep.

While the view that people must be proactive to improve things for themselves arose many times across the interviews, ‘acceptance’ was also sometimes seen as being good – for example in circumstances where there was little an individual could do. Coming to terms with her situation had been important in reducing Mandisa’s distress.

The child used to tell me that there is nothing that I am crying for because God knows what He is going to do. He said it doesn’t matter what the situation is, I have to accept it. And I ended up accepting the situation and I stopped stressing myself.

Her religious beliefs had played a role in this acceptance:

I am satisfied because you cannot change where God has placed you. There is nothing that you can do, you just have to accept it because He is the one who will free you and put you in a better place. It doesn’t help to walk up high... our hearts want to but we are not able to do that so we have to accept it.

But Mandisa was also a believer in being proactive. ‘Just sitting’ was not an option:

Int: Do you see yourself as an active person?

Mandisa: Yes I force myself because I hate sitting around because nothing becomes right. So I force myself because I get tired because of my chest. There is nothing wrong with my body, it’s the chest. I get tired and I struggle to breathe and I also feel that my body is tired and I decide to relax. I sit down and then start again later.

Int: Do you think that being active has something that it does to your health?

Mandisa: Yes because what can you become if you are always sitting around? You cannot sit around; it has something that it does.

Int: OK.

Mandisa: Yes it does something, you have to be strong.

Discussion

The research which this chapter draws on (Brangan 2012) was intended to be exploratory, to be open to different forms and sources of knowledge, and to consider health and ‘health behaviours’ in the broader context of the person and society.  My varied sources of data allowed me to compare findings with each other – which at times helped to contextualise things, or clarify uncertainties, and at other times highlighted tensions and contradictions between different sources of evidence which I needed to seek to explain. Eisenhardt argues that case studies can be used to build theory, because ‘creative insight often arises from juxtaposition of contradictory or paradoxical evidence’, with the process of reconciling these accounts forcing the researcher to a new ‘gestalt’ (Eisenhardt 1989: 546 in Fernandez 2005; cited in Berg 2007).  While it can be challenging to be confronted with apparent contradictions within your data, in the context of this volume it is also something to be celebrated in how it promotes methodological reflexivity, and directs attention to the way in which how, and by whom, wellbeing research is undertaken relates to the accounts of wellbeing which are produced (White, introduction to this volume).

The epidemiological questionnaires sought to collect specific information about aspects of individuals’ health, health risk factors and so-called ‘health behaviours’ in the context of a longitudinal multi-country study which planned to recruit many thousands of participants.  I was interested in accounts of wellbeing in Langa, and how health and ‘health behaviours’ were related to wellbeing in these accounts.  The pooled data indicated that 27 of the 40 respondents had at least one long-term health issue – from high blood pressure, to HIV, to disability caused by traumatic injury. Yet when people were asked directly during interviews about challenges in Langa generally, health did not really come up. People spoke about unemployment, housing, crime and the abuse of alcohol and other drugs. It was different when it came to questions about respondents’ own situations – there was no doubt that poor health was having a major impact on many respondents’ wellbeing.  The stories above include examples of this, but the other issues which were raised by many respondents as challenges in Langa generally also appear prominently and in interlinked ways in individual stories.
This chapter thus illustrates part of the landscape which any initiative seeking to address health problems in low income communities must navigate. While NCDs are clearly a major problem within Langa, they are set amidst, and contribute to, other challenges and priorities.  It was apparent that the ‘health behaviours’ targeted in NCD prevention policy were all influenced by the major social problems afflicting the township. Due to low and uncertain incomes, concerns about access to food were raised by many people during their interviews. While under-nutrition in terms of long-term energy intake was clearly not a problem for the vast majority of respondents, many of whom were overweight as defined by the World Health Organisation, short-term availability of food, and quality and choice when it came to food, undoubtedly were. Several people spoke about not eating the food which they wanted to eat, or felt that they should be eating to be healthy, but instead were eating whatever they could come by. Eating was rarely seen as a ‘health behaviour’ – it could be about comfort and pleasure, but often it was about staving off hunger from day to day, and surviving.  Malusi’s and Xolile’s stories graphically illustrate this.
Smoking was common, particularly amongst men. Misuse of alcohol was seen as widespread amongst both men and women in Langa, and as something which people often fell into because they had nothing else in their lives – no work, no prospect of further education, no hope. Nkosazana and Malusi were amongst those who spoke about this.  Staying positive was thus one crucial way of avoiding situations and activities which would be likely to undermine your wellbeing, and, as one component of this, your physical health.  Nombeko was one of several women who spoke about the importance of staying positive.  While this often required a proactive approach, there were times when it was important to learn to accept something about your situation, and several respondents drew on their religious beliefs to help them to do this.  Mandisa’s story illustrates this, while Malusi also ascribed a substantial degree of control over his life situation to spiritual powers. 
Being physically active could be one way of staying positive. It could help by providing an alternative to ‘thinking too much’, and could also help as action – by earning (work) or saving (e.g. transport) money; producing a well-maintained home; supporting physical health; and by generating positive feelings and a sense of achievement, such as described by Nombeko and Malusi. For many respondents, such as Mandisa and Nkosazana, physical activity was substantially limited by existing health problems however, and this in turn affected their employment prospects. Physical activity could also have costs, as Xolile pointed out – pain, fatigue and hunger; harm to health from overdoing it, especially if you were old or ill; financial costs of participation, or loss of time which would be better spent looking for work; exposure to risk from crime while out and about; and social harm from being seen as behaving inappropriately for your age or gender.

Life in Langa was difficult, but many respondents came across as believing that there was a choice in how you responded, and who you were revealed to be by that. Healthy food, exercise, avoidance of tobacco, drugs or too much alcohol: these things were generally seen as good, but not always readily achievable. Policy initiatives which seek to directly tackle these ‘health behaviours’ without taking account of their socially embedded nature are unlikely to succeed. Those interested in promoting health and preventing NCDs need to look upstream and beyond the sphere of health to consider how to create conditions conducive to the broader wellbeing within which health will more easily flourish.

This is a challenging prospect, but it is an important long-term goal. When working further downstream one way to start taking steps in the direction of this goal can be to use qualitative methods to allow people such as the respondents in Langa to contribute their knowledge. Strategies used by respondents to stay well despite the context included knowing how to avoid hazards, knowing when acceptance was your best option, staying busy and involved, and being able to maintain a positive, hopeful attitude, while looking out for opportunities to improve your situation. Downstream policy initiatives which build on the knowledge and values of members of the targeted population, as well of those of the ‘experts’, will be more likely to contribute to supporting wellbeing and protecting health in the shorter-term.
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[A] Notes
� These include illnesses such as stroke, diabetes, heart disease, cancer and chronic respiratory disease (WHO 2008).


� According to the World Health Organisation, ‘Health behaviours’ to be tackled in order to reduce NCD risks include unhealthy diets, physical inactivity, smoking and the harmful use of alcohol (WHO 2008).


� Respondents were a subsample, stratified by age and gender, of 500 residents of Langa participating at that time in the Prospective Urban and Rural Epidemiological Study (PURE). Please see Teo et al. (2009) for further details of PURE, and Brangan (2012) for further details of methods for this study.


� All names etc. have been changed to preserve anonymity. In interview extracts ‘Int:’ indicates the interviewer.


� Kholiswa Mphiti.


� An indicator used in the management of HIV/AIDS.


� A body mass index (BMI) of greater than 25kg/m2 (WHO 2013)


� This is extremely unlikely to be the case given the high prevalence of HIV infection in the area (City of Cape Town 2011)


� Final year of secondary school system in South Africa.


� Malusi later referred to this man as his uncle. 


� Province of South Africa which incorporates the former ‘Xhosa homelands’ of Transkei and Ciskei.


� Local sources informed me that a Xhosa traditional healer is believed to be ‘called’ through an illness with a particular set of symptoms and which is resistant to conventional treatment.


� Ground maize.


� Her own children were no longer young by then, but several of her grandchildren were living with her.
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