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Abstract

Currently, the world faces a shift to an older
population. For the first time in the history, now
most people can expect to live into their 60s and
beyond. Within this trend of people living lon-
ger, many grow very old; 80, 90 and 100 years.
Today, 125 million people are 80 years or older;
the proportion of >80 years increases the most.
Age is not an illness, still most chronically ill
are older people. Consequently, all countries in
the world face major challenges to ensure that
their health and social systems are ready to
make the most of this demographic shift.
Globally, finding new and effective ways to
improve people’s health is crucial. Thus, in the
years to come, health promotive initiatives will
become ever more important. Accordingly,
learning how to reorient the health care sector in

a health promotion direction is highly needed.
The salutogenic approach seems useful for such
a reorientation.

Salutogenesis is a resource-oriented theo-
retical approach which focuses on the origin
of health along with people’s abilities and
capacities for well-functioning and well-
being. Salutogenesis is an area of knowledge
and learning, a way of relating to others, and
a way of working in a health-promoting man-
ner. From the salutogenic point of view,
health is a movement on a continuum between
ease and dis-ease. In this approach, no one is
categorized as healthy or diseased; we are all
somewhere between the imaginary poles of
total wellness and total illness.

This chapter, as well as this book, compre-
hend the salutogenic health theory as a model
of health and a life orientation, representing a
vital theoretical basis for the health promotion
field. Accordingly, this chapter presents some
important points in the development of the

G. Haugan (D<)

Department of Public Health and Nursing, NTNU
Norwegian University of Science and Technology,

Trondheim, Norway

health promotion field, followed by the core

principles and strategies of health promotion
and the promising potential of the salutogenic

health theory.
Faculty of Nursing and Health Science, Nord y
University, Levanger, Norway
e-mail: gorill.haugan @ntnu.no, Keywords

gorill.haugan@nord.no

M. Eriksson

Department of Health Sciences, University West,

Trollhattan, Sweden

Health promotion - Salutogenesis -
Demographic trends - Non-communicable

diseases - Reorienting the health services

e-mail: monica.eriksson@hv.se

© The Author(s) 2021

G. Haugan, M. Eriksson (eds.), Health Promotion in Health Care — Vital Theories and Research,

https://doi.org/10.1007/978-3-030-63135-2_1


http://crossmark.crossref.org/dialog/?doi=10.1007/978-3-030-63135-2_1&domain=pdf
https://doi.org/10.1007/978-3-030-63135-2_1#DOI
mailto:gorill.haugan@ntnu.no
mailto:gorill.haugan@nord.no
mailto:gorill.haugan@nord.no
mailto:monica.eriksson@hv.se

G. Haugan and M. Eriksson

4
1.1 Introduction
1.1.1 Demographic Trends

Currently, the world faces a shift to an older pop-
ulation; 125 million people are now aged 80 years
or older [1]. While this shift started in high-
income countries (e.g. in Japan 30% of the popu-
lation are already over 60 years old), it iS now
low- and middle-income countries that are expe-
riencing the greatest change. Today, for the first
time in the history, most people can expect to live
into their 60s and beyond [2]. Between 2015 and
2050, the proportion of the world’s population
over 60 years will nearly double from 12% to
22%; by 2050, the world’s population aged
60 years and older is expected to total two billion,
up from 900 million in 2015 [1, 2]. All countries
in the world face major challenges to ensure that
their health and social systems are ready to make
the most of this demographic shift [1]. Within
this trend of people living longer, many grow
very old; 80, 90 and 100 years. Today, 125 mil-
lion people are 80 years or older; the proportion
of >80 years increases the most.

Thus, it is important to ensure that the extra
years of life are worth living, despite chronic ill-
nesses and loss of functionality. This is of great
importance not only to the individual elderly, but
also to the families, the local community and the
municipality. However, there is little evidence
showing that older adults today have better health
than their parents had in their older years. Age is
no disease; however, most chronically ill people
today are older people. Increased age is followed
by an increased incidence of functional and
chronic comorbidities and diverse disabilities [3],
which for many leads to the need for medical
treatment and different levels of nursing care.
Accordingly, the WHO’s Action Plan on Aging
and Health [4] highlights a global need of sys-
tems for providing long-term care to meet the
needs of older people globally.

All countries face major challenges to ensure
that their health and social systems are ready to
make the most of these demographic shifts [2].
For instance, in the North Africa and the Middle
East, due to very rapid demographic ageing, the

estimated number of people with dementia is
expected to grow exponentially, two million peo-
ple in 2015 rising to four million in 2030 and ten
million in 2050 [2], an increase of 329% from
2015 through to 2050, the second fastest in the
world. Currently, North Africa and the Middle
East are estimated to have the highest age-
standardized prevalence globally [5].

The increasing burden due to cancer and other
non-communicable diseases poses a threat to
human development, which has resulted in global
political commitments reflected in the Sustainable
Development Goals as well as the World Health
Organization (WHO) Global Action Plan on
Non-Communicable Diseases. Between 2006
and 2016, the average annual age-standardized
incidence rates for all cancers combined increased
in 130 of 195 countries or territories, and the
average annual age-standardized death rates
decreased within that timeframe in 143 of 195
countries or territories [6]. Thus far, few coun-
tries have been able to overcome this challenge.
Nevertheless, in the US cancer incidence (for all
cancer sites combined) rates have decreased
among men and were stable among women.
Overall, there continue to be significant declines
in cancer death rates among both men and
women. With early detection and treatment peo-
ple survive cancer and are living with several side
effects [7].

Heart failure (HF) is a global pandemic affect-
ing about 38 million people and is a growing
health problem worldwide [8—10]. Even though
the incidence of HF is stable, the prevalence is
going to rise because of the ageing population
and improvements in treatment [11, 12]. The HF
condition is common in both developing and
developed countries; the switch towards a
Western lifestyle in developing countries may be
contributing to areal HF pandemic. Consequently,
HF health expenditures are considerable and will
increase dramatically with an ageing population.
HF is one of the most common causes of hospi-
talization and readmission [13-16]. The preva-
lence, incidence, mortality and morbidity rates
reported show geographic variations, depending
on the different aetiologies and clinical character-
istics observed among patients with HF. The risk
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factors for HF are multifactorial and complex,
and there is no known prevention other than treat-
ment of the risk factors, such as hypertension,
diabetes and obesity; whereas prevention and
early treatment strategies (i.e. early revascular-
ization) appear to be effective in reducing the risk
and severity of acute myocardial infarction [17].

Moreover, today depression is the most com-
mon psychological disorder, affecting about
121 million people in all ages worldwide. WHO
states that depression is the leading cause of dis-
ability as measured by Years Lived with Disability
(YLDs) and the fourth leading contributor to the
global burden of disease. By the year 2020,
depression is projected to reach the second place
in the ranking of Disability Adjusted Life Years
(DALY) calculated for all ages.

This demographic development will have con-
sequences both economically, socially, culturally
and politically [18]. The health care systems
around the globe will face great challenges in the
years to come. Health promotive initiatives will
become ever more important; not only for people
with physical and mental disabilities and older
persons living at home or in care facilities, but
also among the healthy population in supporting
them to stay healthy. Facing these demographic
trends, finding new and effective ways to improve
people’s health globally is imperative. Health
promotion should be a vital part of the health care
systems.

1.1.2 The Background of Health
Promotion

WHO has for a long time promoted a common
approach to health policy by developing a series
of targets for improved health status, i.e. the
Health for All Strategy—Targets for Health for
All [19]. Several health conferences have been
arranged by WHO. Two of the most significant
conferences were arranged in Alma Ata in 1978,
resulting in the Alma-Ata Declaration, which
emerged as a milestone of the twentieth century
in the field of public health [20]. The second
was arranged in Ottawa, Canada, where 200 del-

egates from 38 nations came together and made
a commitment to health promotion; based on the
Alma-Ata Declaration, the Ottawa Charter for
health promotion was born [21]. This charter
defined health promotion as ‘the process of
enabling people to increase control over, and to
improve, their health. To reach a state of com-
plete physical mental and social wellbeing, an
individual or group must be able to identify and
to realize aspirations, to satisfy needs, and to
change or cope with the environment’ [22]. The
Ottawa Charter became a core policy document
and a cornerstone in establishing the health pro-
motion field [23].

The Lancet—University of Oslo (UiO)
Commission of Global Governance for Health
stated that ‘health is a precondition, outcome,
and indicator of a sustainable society, and
should be adopted as a universal value and
shared social goal and political objective for
all’ [24]. According to Samdal and Wold [23],
health promotion is a modern ideology and
strategy to improve public health. It represents a
reorientation of public health from addressing
individual risk factors of health or risk behav-
iours toward targeting determinants of health
and empowering individuals and communities
to participate in improving the health of their
communities [25, 26].

‘Health promotion is positive and dynamic. It
opens up the field of health to become an inclu-
sive social, rather than an exclusive profes-
sional activity. It represents a broadening of
perspectives in relation to health education and
to prevention as a whole’ ([27], p. 3). In these
words, the former Chair of the Editorial Board
of Health Promotion International introduced
this new scientific journal in 1986. She was one
of the key persons strongly and deeply involved
in the discussions of the content of health pro-
motion and how health promotion differs from
public health and disease prevention. Some of
the key notions of these discussions were sum-
marized in a document by the WHO European
Office [28]; Scriven and Orme described this
publication as the emergence of health promo-
tion as a major movement [21].



G. Haugan and M. Eriksson

1.1.3 The Core Principles
and Strategies of Health
Promotion

Health is seen as a resource of everyday life,
not the objective of living. Health is a positive
concept emphasizing social and personal
resources, as well as physical capacities. The
prerequisites for health as the fundamental con-
ditions and resources are peace, shelter, educa-
tion, food, income, a stable ecosystem,
sustainable resources, social justice and equity
[22]. Three basic principles for health promo-
tion work from the Ottawa Charter: advocate,
enable and mediate.

e Advocate: Political, economic, social, cul-
tural, environmental, behavioural and biologi-
cal factors can all favour health or be harmful
to it. Health promotion action aims at making
these conditions favourable through advocacy
for health [22].

e Enable: Health promotion focuses on achiev-
ing equity in health. Health promotion action
aims at reducing differences in current health
status and ensuring equal opportunities and
resources to enable all people to achieve their
fullest health potential. This includes a secure
foundation in a supportive environment,
access to information, life skills and opportu-
nities for making healthy choices. People can-
not achieve their fullest health potential unless
they are able to take control of those things
which determine their health [22].

e Mediate: The prerequisites and prospects for
health cannot be ensured by the health sector
alone. Professional and social groups and
health personnel have a major responsibility
to mediate between differing interests in soci-
ety for the pursuit of health [22].

The Ottawa Charter clearly stated that a major
aim of health promotion is to achieve equity in
health by enabling all people to achieve their full-
est health potential. To achieve this goal, five core
strategies for health promotion action were
identified:

Build a healthy public policy.
Create supportive environments.
Strengthen community action.
Develop personal skills.
Reorient health services.

Al

These principles have stood the test of time,
and the first four actions are developing well.
However, the principle of ‘reorienting health ser-
vices’ has until recently been given less attention.
Available evidence guiding the health care ser-
vices into a more health-promoting direction is
still scarce. What does it mean to reorient health
services? According to the Ottawa Charter [22],
it means that the responsibility for health promo-
tion in health services is shared among individu-
als, community groups, health professionals,
health service institutions and governments. They
must work together toward a health care system
which contributes to the pursuit of health. Health
services need to embrace an expanded mandate
which is sensitive to and respects cultural needs.
This mandate should support the needs of indi-
viduals and communities for a healthier life and
open channels between the health sector and
broader social, political, economic and physical
environmental components. Reorienting health
services also requires stronger attention to health
research as well as changes in professional edu-
cation and training. This must lead to a change of
attitude and organization of health services,
which refocuses on the total needs of the indi-
vidual as a whole person.

In the special supplement of Health Promotion
International entitled ‘The Ottawa Charter for
Health Promotion 25 years on’, a panel of diverse
commentators reviewed progress and opportuni-
ties. Authors agreed that there had been slow
progress in making health promotion a core busi-
ness for health services, and there was a need to
reframe, reposition and renew efforts. One pro-
posal was to focus on reorienting the system
itself—not just the delivery of services—by
health promotion leaders engaging more actively
in system development [29]. In an Editorial in
Health Promotion International, John Catford
claimed that it is time to reorient health services
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[30]. He expressed that at the time of Ottawa in
1986 the conferees agreed that ‘The role of the
health sector must move increasingly in a health
promotion direction, beyond its responsibility for
providing clinical and curative services’ ([30],
p- 1). What has happened after Ottawa? Twenty-
three years later ‘there still seems to be an
urgency towards the empowerment of patients to
truly take control over a hospital environment
that too often seems counter to their health’
([31], p. 106). This echoed earlier comments that
‘across the world there appears to have been
stubborn resistance to systematic change in
health care services, and only limited examples
of effective and sustainable health services reori-
entation’ [32]. Thompson, Watson and Tilford
come to the same conclusion after summarizing
the efforts done 30 years after the Ottawa ([33],
p. 73): “Although its principles have been widely
applauded, opportunities to transfer these prin-
ciples into the radical changes and practical
solutions needed globally to improve health have
been missed. Nevertheless, it is argued that the
Ottawa Charter retains its relevance to the pres-
ent day and that all policy makers and profes-
sionals working to promote positive health should
revisit and take heed of its principles’.

The WHO Regional Office for Europe has fur-
ther developed basic guiding principles for health
promotion work ([34], pp. 4-5) which should be
characterized by the following principles:

* Empowering (enabling individuals and com-
munities to assume more power over the per-
sonal, socioeconomic, and environmental
factors that affect their health).

e Participatory (involving all concerned at all
stages of the process).

e Holistic (fostering physical, mental, social
and spiritual health).

e Equitable (guiding by a concern for equity and
social justice).

e Sustainable (bringing about changes that indi-
viduals and communities can maintain once
initial funding has ended).

e Multistrategy (using a variety of approaches
and methods).

An editorial entitled ‘Turn, turn, turn: time to
reorient health services’ in the Health Promotion
International journal ([30], p. 3) emphasized a
changed way of working from ‘downstream’
acute repair—to ‘upstream’ health improvement
and from patient compliance—to consumer con-
trol and centredness. This way of working can be
visualized by using ‘health in the river of life’ as
a metaphor for health promotion [35].

The river as a metaphor of health development
(Fig. 1.1) has often been used. According to
Antonovsky, it is not enough to promote health
by avoiding stress or by building bridges keeping
people from falling into the river. Instead, people
have to learn to swim [36]. Lindstrom and
Eriksson (2010) presented Salutogenesis in the
context of health promotion research, using a
new analogue of a river, ‘Health in the River of
Life’. The river of life is a simple way to demon-
strate the characteristics of medicine (care and
treatment) and public health (prevention and pro-
motion) shifting the perspective and the focus
from medicine to public health and health pro-
motion toward population health.

The aim of this anthology is to describe and
clarify health promotion in the context of health
care settings. By doing so, we argue that the most
appropriate theoretical foundation for health pro-
motion in health care is the salutogenic theory of
health by Antonovsky [36-38]. An integration of
salutogenesis in health care could be a way to re-
orient health services in line with the Ottawa
Charter for health promotion [22].

1.1.4 The Salutogenic Theory
as the Foundation of Health
Promotion

In many countries, health promotion has been
primarily a field of practice and less a field of
research [23]. The Ottawa conference in 1986
established the health promotion field, while the
Jakarta conference in 1997 started a discussion
of theory-driven approaches and evidence in
this field. Throughout the two decades follow-
ing the Ottawa conference, the health promotion
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Fig. 1.1 Health in the River of Life. (Published with permission from Folkhélsan Research Center, Helsinki, Lindstrom

& Eriksson ([35], p. 17))

field has developed from a practice and policy
field to also include a stronger theory and
research field. There is currently a strong drive
toward research-based practice in this field
building on numerous evaluations of practices
and programmes that have been developed and
implemented in the course of these years ([23],
p. 7). Samdal and Wold ([23], p. 9) provided an
overview of theories relevant to health promo-
tion; at the individual level, numerous concepts
and theories in behavioural sciences contribute
to the identification of conditions and processes
that enable people to develop the personal skills
necessary to make healthy choices. Vital psy-
chological phenomena found to influence
healthy choices are beliefs, knowledge, self-
efficacy, skills, roles, attitudes and values.
Important psychosocial concepts include social
support, social cohesion, interpersonal stress,
significant others and social norms. Social influ-
ence processes on health are explained by social
psychological theories, such as social learning
theory (social cognitive theory), the theory of
planned behaviour, the self-determination the-
ory, the social reproduction perspective and
various socialization theories (e.g. ecological
systems theory). In her lecture, ‘The history and
the future: towards a new public health’ at the
conference Next Health in Trondheim,
Kickbusch [39] described how people involved
in the Ottawa conference were influenced by

various theories, both health theories
(Antonovsky, Illich, Lalonde) and sociological
theories (Giddens, Mead, Foucault). However,
the theoretical base for health promotion came
in the cloud of more practical health work.

Just before the Ottawa conference in 1986, a
special meeting was held in Copenhagen hosted
by the WHO Regional Office for Europe. Aaron
Antonovsky was invited and participated in the
meeting and discussions. Nonetheless, the saluto-
genic theory did not appear in the formulations of
the Ottawa Charter. Tamsma and Costongs ([40],
p. 45) from the EuroHealthNet partnership stated
that even if much evidence has been generated
about the value of health promotion to health sys-
tems efficiency, outcomes and sustainability, yet
the health (care) sector itself has been unable to
adopt a systematic health promotion perspective
and integrate it into broader systems and gover-
nance. The wide gap between the worlds of pro-
moting health and curing disease remains. The
reorientation of health sectors is where least
progress from the Ottawa Charter principles can
be noted. To conclude, there is still much work to
do to implement health promotion into the health
care sector in general, and the salutogenic theory
and perspective in particular. Therefore, this book
provides knowledge on health promotion and the
potential role of salutogenesis in order to reorient
the health care sector in a health promotion
direction.
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1.1.4.1 The Ontology of Salutogenesis

Ontology is the study of reality [41]. What do we
know about the ontological background of salu-
togenesis? In his second book, Unraveling the
Mystery of Health [36], Antonovsky described
how he perceived the world. Two important
things stand: (1) he saw man in interaction with
his environment and (2) chaos and change as nor-
mal states of life. The former calls for system
theory thinking where the focus is on the
individual in a context [42, 43]. By the latter,
Antonovsky perceived daily life as constantly
changing; a heterostatic as opposed to a homeo-
static state. For the individual, the challenge is to
manage the chaos and find strategies and
resources available for coping with the changes
in everyday life. As a medical sociologist, he dis-
tinctly expressed systems theory thinking, this
was a natural way for Antonovsky to perceive the

Fig. 1.2 Salutogenesis
from an epistemological
perspective. (With
permission from:
Eriksson M. The Sense
of Coherence in the
Salutogenic Model of
Health. In: Mittelmark
MB, Sagy S, Eriksson
M, Bauer G, Pelikan J,
Lindstrom B, et al.,
editors. The Handbook
of Salutogenesis.

New York: Springer;
2017. p. 91-6)

WIL -
Work-
integrated
learning

world: seeing humans as part of and in interac-
tion with the environment and context.

1.1.4.2 The Epistemology
of Salutogenesis

Epistemology is the study of knowledge [44].
Going back to Antonovsky’s writings [36, 37], lit-
tle insight into his thoughts about knowledge gen-
erating and learning is provided. As far as we
know, he did not manifest an epistemological basis
for salutogenesis, neither describing his view of
how knowledge in general arises nor how learning
can be meaningful in the salutogenic framework.
It appears that he was preoccupied with examining
and describing how a strong SOC may have an
impact on perceived health. A search in different
databases  provides little response  [43].
Epistemologically, salutogenesis can be conceived
as a constant learning process as shown in Fig. 1.2.

Knowledge

Health
literacy

EPISTEMOLOGY

A way of
relating to
others
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Figure 1.2 portrays that knowledge supports
the movement toward the ease pole of the ease/
dis-ease continuum (Fig. 1.3), while knowledge
increases health literacy, which facilitates devel-
opment in the ways one relates to one’s world.
The process of relating to others produces learn-
ing, and the knowledge gained from practice
expands one’s area of knowledge. In the course
of daily life, this integrated learning process is
continuous. The concept of work-integrated
learning (WIL) is a new concept describing dis-
tinctive aspects of pedagogics and learning pro-
cesses in health care settings [45]. The core of the
salutogenic theory is to maintain and even
develop health; this happens here and now in the
context and culture where people live. To relate
to health promotion and the Ottawa Charter for
health promotion [22], culture becomes a
resource in everyday life.

1.1.4.3 Health as a Process in an Ease/
Dis-Ease Continuum

According to Antonovsky, health is the move-
ment on a continuum between (H+, Fig. 1.3) ease
and dis-ease (H-, Fig. 1.3) [46]. He referred to the
ability to comprehend the whole situation and the
capacity to use the resources available as the
sense of coherence (SOC). This capacity was a
combination of peoples’ ability to assess and
understand the situation they were in, to find a
meaning to move in a health-promoting direc-
tion, also having the capacity to do so—that is,
comprehensibility, meaningfulness and the man-
ageability, to use Antonovsky’s own terms [43,
47]. In such an approach, no one is categorized as
healthy or diseased. Since we are all somewhere
between the imaginary poles of total wellness
and total illness, the whole population becomes
the focus of concern. Even the fully robust, ener-
getic, symptom-free, richly functioning individ-
ual has the mark of mortality: he or she wears
glasses, has moments of depression, comes down
with flu and may also have yet non-detectable
malignant cells. Even the terminal patient’s brain
and emotions may be fully functional. The great
majority of us are somewhere between the two
poles. The idea of movement along an ease/dis-
ease continuum is illustrated in Fig. 1.3.

STRESSOR
H- () H*
TENSION K SALUTOGENESIS

PATHOGENESIS j

BREAKDOWN

Fig. 1.3 The -ease/dis-ease continuum [36, 37].
(Published with permission from Folkhilsan Research
Center, Helsinki, Bengt Lindstrom, Monica Eriksson,
Peter Wikstrom [35])

Antonovsky assumed that we constantly are
exposed to changes and events that may be con-
sidered as stressors. This may involve major life
events such as when someone in the family falls
ill, changes in the family (e.g. a divorce) or
changes in the workplace (organizational changes
or unemployment). Theories on stress and coping
are mainly focused on the concept of control.
However, the concept of control is not central in
the salutogenic theory. According to Antonovsky,
who can control life? To use Antonovsky’s own
words, the salutogenic view of stress and coping
includes the following:

... life is inherently full of stressors, with life-

situation stressor complexes by far deserving most

of our attention if we wish to understand either

health or disease. Focusing on health, I expressly

rejected the implicit assumption that stressors are
inherently pathogenic. Their health consequences

can only be understood if we understand the cop-
ing process ([48], p. 48)

1.1.4.4 The Key Concepts

of the Salutogenic Theory
Three key concepts form the salutogenic theory:
(1) sense of coherence and (2) generalized and
(3) specific resistance resources (described
more in detail in Part I, Chap. 2 and Part II,
Chap. 4).

Sense of coherence (SOC): Based on the inter-
views with Israeli women about health and how
they were able to adapt to life events they went
through, an important factor emerged: the sense
of coherence. It reflects a person’s view of life
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and capacity to respond to stressful situations.
The original definition by Antonovsky [36] is as
follows:

SOC is a global orientation that expresses the
extent to which one has a pervasive, enduring
though dynamic feeling of confidence that (1) the
stimuli from one’s internal and external environ-
ments in the course of living are structured, pre-
dictable, and explicable; (2) the resources are
available to one to meet the demands posed by
these stimuli; and (3) these demands are chal-
lenges, worthy of investment and engagement.
(p- 19)

Behind a global orientation, SOC is a way of
viewing life as structured, manageable, and
meaningful. At least three dimensions form the
SOC: comprehensibility, manageability and
meaningfulness. It is a personal way of thinking,
being and acting, with an inner trust, which leads
people to identify, benefit, use, and re-use the
resources at their disposal [49].

Generalized and  Specific ~ Resistance
Resources (GRR and SRR): Along with the SOC,
the other key concepts in the salutogenic theory
are the resistance resources [36, 37], including
generalized resources (potentially available for
engagement in a wide range of circumstances)
and specific resources (particular resources rele-
vant to particular circumstances). The resistance
resources are of a different nature: among others
genetic and constitutional, psychosocial, cultural
and spiritual, material and a preventive health
orientation [47]. Resistance resources exist at
the individual, the group (family), the subculture
and the whole society levels ([37], p. 103) and
represent the prerequisites for developing a
strong SOC.

1.1.5 Salutogenesis Is More Than
the Measurement of the SOC

Salutogenesis is an area of knowledge and learn-
ing, a way of relating to others and a way of
working in a health-promoting manner [43]. First
and foremost, salutogenesis is a resource-oriented
approach focusing on health and on people’s
abilities and capacities. Currently, there is exten-
sive research that focuses on the resources of

individuals, groups, and communities; this
includes much more than the measurement of the
SOC. Today, we talk about salutogenesis as a
model of health and a life orientation (the SOC)
[50], as well as the salutogenic conceptual frame-
work. Salutogenesis now represents an umbrella
concept with many different theories and con-
cepts with salutogenic elements and dimensions
[35]. Several of these concepts are highlighted in
this anthology in Chaps. 4—18 and shown in bold
fonts in Fig. 1.4.

Certain trends in the salutogenic research
can be identified. These are (1) the translation
and validation of the original SOC question-
naires (29 and 13 items), to other languages
than English, (2) the use of the SOC question-
naires in different areas of research, (3) the
term theory is more frequently used instead of
idea of health and health model. What is a the-
ory? The development of a theory begins with
an idea, continues via various models, develop-
ment of questionnaires, testing in empirical
practice, systematically synthesize research,
new instruments and insights. When all these
steps take place in a systematic order, a theory
arises. Such a development can be seen accord-
ing to the salutogenic theory. Further, (4) devel-
opment of programmes and interventions
aiming at strengthening the SOC among
patients and professionals and (5) the use of the
SOC questionnaire for the evaluation of the
effectiveness of interventions. The SOC ques-
tionnaire has been used in different areas com-
pared to when the research began. Examples of
new areas are oral health, health behaviour and
work-life research. Currently, a tendency to
move from only measuring SOC to applying
salutogenic principles into practice when pro-
grammes and interventions are planned in vari-
ous settings can be seen; such promising
approaches among different populations in the
health care are presented in Part III of this
book; examples are the SHAPE intervention
among older community-dwelling people
(Chap. 23), the inter-generational platform
intervention study in Singapore (Chap. 24),
nurse—patient interaction as a health promotion
approach in nursing homes (Chap. 10) and the
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Social support | Empowerment | Flourishing | Sense of Coherence | Dignity | Belonging

Self-efficacy | Self-transcendence | Hope | Will to meaning | Willpower | Connectedness

Salutogenic nursing | Nurse-patient interaction | Person-centered care | Inner strength

Bodyknowledging | Coping

Reasonableness | Resilience | Learned resourcefulness | Attachment | Empathy | Wellbeing

| Learned hopefulness | Humour | Gratitude | Quality of Life | Flow | Hardiness | Social capital

Locus of Control | Ecological system theory | Interdisciplinarity | Cultural capital | Thriving

Posttraumatic Personal Growth | Learned optimism | Slow nursing

Fig. 1.4 Salutogenesis. Theoretical concepts relevant to health care

bodyknowledging among chronical ill (Chap.
16). This implies that along the original SOC
questionnaires, a range of different question-
naires have been developed and validated for
use in the field of health promotion research.
This is promising. As presented earlier in this
chapter, due to the demographic development
worldwide, the health care systems in all coun-
tries will face great challenges in the years to
come. Facing the demographic trends, finding
new and effective ways to improve people’s
health globally is imperative. Hence, health
promotive initiatives will become ever more
important worldwide.
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