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ABSTRACT The social dimensions of health and illness have been studied extensively
from a materialistic angle. The nonmaterial or subjective factors of social experience
affecting health have only recently received some attention. This paper introduces a new
multidimensional concept of rank, which includes social dimensions as well as nonmateri-
ally based elements of emotional, psychological, and spiritual strength. It proposes that
rank is an important addition to the current literature of socioeconomic inequality and
health and examines its relevance for the discussion of how social status inequalities affect
people’s global health. It suggests that rank as a signifier of power contributes to feelings
of powerlessness and leads to worsened health outcomes. This paper suggests that per-
ceived rank may play a role in the socioeconomic status (SES) effect on self-reported health.
It presents a new conceptual and therapeutic model to address issues of rank-based dis-
crimination in health care. Copyright © 2006 John Wiley & Sons, Ltd.
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INTRODUCTION

Health can be defined in many ways and the
description of health encompasses objective
factors, subjective experiences and their
somatic, mental, and social dimensions. This
article’s general inquiry is about constitu-
ents of health and the role of psychosocial
factors in influencing health and creating
health disparities. More specifically, this
conceptual discussion focuses on the part
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that psychological perception of social status,
dominance, or rank plays in affecting sub-
jective health. The primary objective of this
paper is the specification and operationaliza-
tion of an expanded concept of rank and the
demonstration of its association with subjec-
tive health. The inclusion of both material
and nonmaterial dimensions to the study
of socioeconomic inequality and health
is believed to be an important addition to
the current literature. Further, it introduces
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the reader to a new conceptual and therapeu-

tic model for addressing rank-based
discrimination.
RANK

Human status hierarchies are complex and
involve social and individual processes. The
nature of our social relations is influenced
by various strategies that involve domi-
nance, prestige and privilege, processes of
inclusion or exclusion, and material equality.
Social and psychological wellbeing are
closely connected and our social world
affects psychological, behavioral, and health
outcomes. As individuals we face the
problem of negotiating our social world. We
compare ourselves in relation to others and
our self-evaluation shapes our psychological
atmosphere and guides our behavior. We
use skin color, gender, sexual orientation,
religion, culture and social status to qualify
a person’s diversity and to discriminate
and marginalize some over others. Psycho-
logical literature, concentrating on the
individual, often ignores the effect of this
process of social differentiation and power
differences down the various social hierar-
chies. On the other hand, the sociological
literature that addresses issues of social
stratification usually ignores its interaction
with individual psychology. The concept of
rank brings individual and society together
in an attempt to increase our awareness of
the ways in which individual psychology
interacts with sociological processes. Rank
(Mindell, 1995; Fuller, 2003) reflects the
underlying power differences of the many
hierarchies we use on a daily basis to
compare ourselves. Rank entitles and it
limits. It is a source of pride, shame and
humiliation. As a signifier of power it
acquires its constructive and destructive
effects. Rank incorporates collective dimen-
sions like ‘social capital’ (Putnam et al.,
1993; Putnam, 2000), social status differ-
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ences, material inequality, and dominance
and prestige hierarchies as well as individual
self-evaluative processes that contribute to
self-esteem, respect or dignity, aggression,
and psychological and physical health.
Mindell’s (1995) definition of rank further
adds a person’s perception of his or her psy-
chological and spiritual powers to the per-
ception of material power conferred by his
or her social standing. Thus, a broad opera-
tional definition of rank includes a conscious
or unconscious, social or personal ability or
power emerging from areas of socio-cultural
influence, personal psychology, and/or spiri-
tual ties.

From this perspective socio-cultural power
is only one dimension of power within many.
Mindell (1995) describes various ways in
which power may be experienced. He dif-
ferentiates between distinct dimensions of
personal power and rank: social, psychologi-
cal, relational, transpersonal or spiritual,
and contextual rank. His operational defini-
tion of rank includes subjective views of
social status and emotional, psychological,
and spiritual power. Particular social char-
acteristics, such as race, gender, age, sexual
orientation, health, and physical attributes,
provide individuals with a set of social
rank and privileges. Furthermore, personal
history and psychology equip individuals
with another kind of psychological or emo-
tional rank that influences the sum of their
rank and privileges.

The expanded concept of rank (Mindell,
1995) is an analytic framework that
integrates individual and collective factors
of social comparison and materially
and nonmaterially based notions of rank
and privilege. It has the advantage of includ-
ing the various aspects into a single frame-
work. Rank reflects the psychological
interpretation of social conditions as well
as the cognitive appraisal of individual
powers.
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RANK AND SELF-ESTEEM;
INTERNALIZED AND
EXTERNALIZED RANK

Paradoxically there seems to be no evidence
of a social gradient in self-esteem (Elmer,
2001). Low social status does not seem to
undermine people’s self-esteem. Wilkinson
(2005) argues that the questionnaires used
for measuring self-esteem fail to recognize
the social patterning of self-esteem. Margin-
alized people experience life as a continuous
challenge to their dignity that they have to
defend and protect themselves against. ‘So
important is a sense of pride and self-worth
that instead of passively succumbing to
social definitions of inferiority, we have to
defend against them’ (Wilkinson, 2005,
159). Mindell (1995) argues that some people
have a lot of psychological power while
having few social privileges. Some people
from marginalized groups who survive
social abuse may acquire a different power.
Through their daily confrontation with mar-
ginalization and discrimination, they may
succeed in gaining awareness of and pride
in their individual roots.

Jones (2000) showed that participants’
subjective experience of social standing can
strongly differ from the outside perception
of a third person. Individuals whom one
would place in a low social rank perceived
themselves with more rank. Others with a
different sense of themselves might rank
their social standing lower than what others
would grant them. The actually felt external-
ized social rank competes with an internal
sense of strength and power that one has in
the various areas of socio-cultural compari-
son. There is a projected outer process of
categorization on a continuum of center and
margin and an inner stratification of one’s
social standing. The concept of rank allows
us to differentiate between people’s own
experience and how they think others see
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and treat them. It lets us ask people whether
they think others marginalize them, whether
other people treat them as if they were infe-
rior. We can see how evaluative social com-
parisons lead to social anxiety, shame,
depression and individual vulnerability to
our social environment.

In the next section the focus will be on
how individuals’ perceptions of their rank
and how their marginalization history can
contribute to feelings of powerlessness and
influence their sense of a coherent and mean-
ingful life. Rank as a signifier of power
creates stress, raises basal cortisol levels,
affects the individuals’ health-related behav-
iors and leads to worsened health outcomes.
Many psychological variables are regarded
as a matter of individual differences in traits
and personal circumstances. The concept of
rank implies that people’s psychological and
physiological states are socially structured
by the impact of inequality on our emotional
and psychological life.

RANK AND HEALTH

Explanations of how rank inequality affects
people’s health demand a comprehensive
model that encompasses the multiple ways
in which people’s health is shaped. Closer
reflection is needed to the different processes
that come with people’s material and psy-
chological or emotional powers when inves-
tigating differences in health. There are
fundamental causes of health differences
among individuals and communities, rooted
in the socio-cultural and normative dimen-
sions that justify marginalizing some over
others. The topic of health and rank touches
upon individual and collective processes and
upon subjective perceptions of social dynam-
ics, as well as objective elements of social
status. Both the role of individual and col-
lective determinants and the importance of
subjective and objective effects animates
current academic controversy. At an
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individual level distinctions are drawn
between associations based on psychologi-
cal measures and those related to social con-
ditions. The role of psychology is discussed
in contrast with the role of exposures to
determined risk factors and hazardous
behaviors.

INDIVIDUAL RANK AND HEALTH

The social dimensions of health and illness
have been extensively studied from a
materialistic angle (for example, material
conditions like diet, housing, exercise, envi-
ronmental pollutants or access to health
care) (Anderson and Armstead, 1995). Other
studies have shown a correlation between
life expectancy and various measures of
socioeconomic status (SES) (Wilkinson,
1992). Marmot’s (1986) Whitehall Study of
British civil servants uncovered an obvious
gradient in mortality and morbidity from top
to bottom of the social hierarchy. This gradi-
ent could not be explained solely by the
common materialistic interpretation of
the correlation between SES and health. The
authors concluded that something correlated
with hierarchy per se, which powerfully
influences health. Something in the nature
of inequality itself appears responsible for
SES disparities in mortality and morbidity.
Eachus et al. (1999) and Brekke et al. (2002)
found an additional SES gradient for illness
severity and the severity of pain experience.
They speak of the ‘double suffering’ of the
less affluent. Individuals on the lower rungs
of society not only suffer more illness but
also greater symptom intensity. Orpana and
Lemyre (2004) found that exposure to psy-
chosocial stressors was associated with poor
self-reported health, above and beyond
adjusting for SES. These studies are sug-
gesting stress or the ability to cope with
stress as the biological pathway through
which rank or hierarchy factors influence
health. In addition to material causes they
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point to nonmaterial or subjective factors of
social experience affecting health.

COMMUNITY RANK
AND HEALTH

Social ordering in human societies is associ-
ated with gradients of disease. Wilkinson
(1996, 1999) demonstrated that egalitarian
communities, states, and countries with
small income differences tend to be health-
ier. Characteristics of social cohesiveness,
social trust, active community participation,
or the general quality of social relations
correlate with income distribution and
influence the overall health status of the
community (Kawachi, 1999). People with
strong social networks, for instance, have a
mortality rate that is half or a third that of
people with weak social links (House et al.,
1988; Berkman, 1995). A study of 38 US
states showed that income inequality and
mortality were reflected in the degree of
distrust people expressed, in the extent of
organizational membership and community
participation of the population.

Social status disparities, and the way com-
munities deal with and respond to them — in
the form of hierarchical power relations or
some forms of egalitarian cooperation — have
a huge impact on health. The way individu-
als, communities, states, and nations handle
rank and hierarchy directly reflects the
quality of their social relations and health
(Putnam et al., 1993; Williams et al., 1995;
Kawachi et al., 1997). Wilkinson (1996) pro-
posed that the level and quality of social ties
or mutual cooperation in a society may
explain why some countries have healthier
populations than others. Income inequality
is thought to create a sense of injustice and
dissatisfaction, accompanied by a damaging
state of physiological arousal and stress. It is
individuals’ perceptions of their social stand-
ing relative to others or their relative income
that is believed to be more important than
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their absolute income. Hence, the experience
of relative poverty or low rank and the
affronts to personal dignity that it represents
have psychosomatic effects. Processes of
harmful social comparisons and psychologi-
cal perceptions triggered by relative depri-
vation explain the importance of social
status in its effect on health (Kawachi et al.,
1999).

SUBJECTIVE RANK

Community-level events have their effects
on individual health and wellbeing through
interpersonal and intergroup behaviors.
Despite substantial research that relates
objective indicators of SES to health, there
is limited work on subjective experience of
social status and health. Psychological vari-
ables associated with the experience of stress
and adversity (Taylor and Seeman, 1999)
and exposure to psychosocial stressors
(Orpana and Lemyre, 2004) have been dis-
cussed to mediate the impact of SES on
health. Socio-emotional distress, pessimism,
locus of control, and imbalance between life
demands and capacity for decision-making
and control (job-strain-model), have been
linked to both SES and worse health out-
comes (Adler and Ostrove, 1999; Cohen et
al.,, 1999; Taylor and Seeman, 1999). The
subjective experience of social standing (for
example, one’s perception of social class,
gender, ethnicity) and its consequences on
health have only recently been studied in
medical literature. Adler et al. (2000), using
a simple drawing of a social ladder on which
respondents had to place themselves, showed
that self-ratings of subjective social status
were more consistently and strongly related
to psychological functioning and health-
related factors (self-reported health, heart
rate, sleep latency, body fat distribution, and
cortisol habituation to repeated stress) than
objective indicators of social status. In a
followup of the Whitehall II study, which
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included the ladder of subjective social
standing, subjective status not only showed
more of a gradient than objective SES mea-
sures, but the effect of occupational grade
became non-significant once subjective
status was included. Further, the association
of subjective status and physical health
remained significant even when depres-
sion was controlled for (MacArthur and
MacArthur, 2001). The authors’ conclusion
was that psychological perceptions of social
status may be an independent contributor to
the SES-health gradient. These results have
been replicated in various studies that relate
psychological perceptions of social status
to mental and physical health outcomes
(Adler et al., 2000; Goodman et al., 2001;
Singh-Manoux et al., 2003; Operario et al.,
2004; Hu et al.,, 2005). They emphasize
the importance of subjective factors for
the relationship between SES and global
health. Hence, the cognitive or psychologi-
cal averaging of standard markers of socio-
economic conditions and the different
processes behind material and emotional
powers need closer attention when investi-
gating differences in global health (Bartley
et al., 2004).

Adler et al. (2000) developed a community
rank ladder to determine people’s standing
or rank within social groups (such as reli-
gious or local communities) and to detect
individuals who may not have high social
standing in terms of income, occupation, or
education but may have some compensating
rank within their communities. In a study
of adolescents, community ladder rankings
were more strongly associated with health
than the subjective social status rankings
(Goodman et al, 2001). Besides that,
no other study has yet used an expanded
concept of rank that includes materially and
nonmaterially based dimensions of rank, to
analyse the influence of subjective rank on
health.
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RANK AND STRESS

Newer stress theories, for example the con-
cepts of allostatic load (McEwen and
Seeman, 1999) and vital exhaustion (Appels
et al., 1993), claim that the greater the cumu-
lative adversity relative to advantage over
the life course, the higher the probability of
chronic disease, disability and premature
mortality in later life. Advances in biology
have contributed to a better understanding
of how stress due to adverse social condi-
tions or low rank ‘gets under the skin’ to
produce health disparities. These nervous
and metabolic changes are supposed to
mediate the influence of stress on the body.
The question arises of how persons of low
social status stay resilient in the face of
adversity and nevertheless have positive
health outcomes. For many people life dis-
advantage and adversity need not lead to
negative health outcomes. Many researchers
reoriented their focus therefore on the coping
mechanisms. Syme (1991) demonstrated that
a perceived sense of control is positively
related to better health outcomes. A study of
Vietnam veterans demonstrated the role of
several post-trauma resilience factors (har-
diness, postwar social support, and addi-
tional stressful life events) in moderating
PTSD symptomatology (King et al., 1998).
Components of cumulative advantage or
coping resources may come, for example, in
the form of positive life circumstances in
childhood and over one’s personal life
course, personal capacities and abilities, the
successful realization of expected life transi-
tions (e.g. job transitions, marriage), or
having positive evaluations of one’s life.
These findings led researchers like Hertz-
man (1999) and the authors Singer and Ryff
(1999) to explain the SES-health gradient as
an emergent property of the interaction
between the developmental status of people
and the material and psychosocial condi-
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tions they encounter over their life course.
They conceptualize health outcome as a
product of cumulative adversity and advan-
tage over a lifespan. The effects of this type
of chronic psychosocial stress are particu-
larly relevant in rich developed countries.
Rising living standards mean that the health
effects of material privation, poor living
conditions, and lack of basic resources
diminish and cumulative effects of chronic
stress have much more time to make them-
selves felt.

SENSE OF COHERENCE

Antonovsky (1979, 1987) explored the
origins of health in post-menopausal women
who had survived extreme hardship
(Holocaust and resettlement to Israel) and its
foundation in nonmaterially based dimen-
sions of inner strength. He developed the
Sense of Coherence (SOC) construct, a
general measure of a person’s world view,
with which he explained why some people
are less likely to be adversely affected by
stressful environments and life events than
others. Antonovsky stressed the importance
of meaningfulness in life and one’s per-
ceived control over life circumstances. He
viewed the social context as part of one’s
resistance resources or deficits. His SOC has
been shown to be a strong predictor of health
outcomes (Kivimaki et al., 2000; Nilsson et
al., 2000; Svartvik et al., 2000; Suominen et
al., 2001; Zhang et al., 2001). Antonovsky’s
concept of Sense of Coherence (SOC)
(Antonovsky, 1979, 1986 and 1987) postu-
lates a psychological and social transmission
of health. In a Canadian study (Wolff and
Ratner, 1999) stress and traumatic events in
childhood were found to be inversely related
to SOC, and social support was positively
related. Another study (Torsheim et al.,
2001) showed a strong association between
SOC and stress in younger adolescents. In
this view health is socially embedded (via
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trauma and stress) in the childhood/adoles-
cent period and is psychologically transmit-
ted by learned patterns and meanings that
lead to a weak SOC.

Many other factors have been studied that
contribute to the burden of psychosocial
and health risks, including gender equity
(Annandale and Hunt, 2000), race relations
and ethnic groups (National Center for
Health Statistics, 1998), but there is no
unified model that brings these processes of
social comparison and marginalization
together in a common framework for their
impact on health.

In a preliminary study Morin (2002)
examined the relationship between self-
reported health, subjectiverank, Antonovsky’s
sense of coherence (SOC) and objective
socioeconomic status (SES) among 133 par-
ticipants of chronic body symptom manage-
ment seminars. For the measure of subjective
rank he used Mindell’s multidimensional
concept of rank. Findings showed that sub-
jective rank was significantly related to self-
reported health and explained 31% of the
variance in self-reported health. In a multi-
ple regression analysis SOC and objective
SES became non-significant predictors once
subjective rank was entered. The association
of subjective rank and self-reported health
remained significant even when objective
SES were controlled for.

Morin (2002) suggests that one’s sense of
feeling well is related to subjective and
objective rank but one’s perceived rank
dominates the effect on self-reported health.
The strong relationship between subjective
rank and self-reported health over and above
the effects of objective measures of social
status confirms the hypothesis that perceived
rank is more sensitive in predicting health
than objective measures of social status.
These results are consistent with the assump-
tion that low subjective rank is linked to
greater stress by either increasing stress
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directly or increasing the vulnerability to the
effect of stress.

Marginalization and discrimination by
sexist, homophobic, and racist structures
and policies translate into people’s experi-
ence of rank and have a direct influence
on people’s health and wellbeing. Morin’s
(2002) results show that some of the effects
can be compensated for by other individual
powers and value orientations. The women
in the study, for example, had a realistic
view of their social standing and the sexism
that affected their external social rank; but
nevertheless they were able to report a stron-
ger sense of internal social rank. The results
further demonstrate that feelings of being
loved and accepted on a community level
(through feelings of empowerment and sub-
jective rank) can have an important impact
on health. In this view health is socially
embedded (via integration and acceptance)
over one’s life course and is psychologically
transmitted by feelings of love and support
that lead to a strong subjective rank. Mar-
ginalization, discrimination and the abuse
of rank have the opposite effect. They are
experienced by the victims as an insult to
their dignity, lead to a low sense of rank, and
contribute to impaired global health and
wellbeing.

Perceptions and their first-person subjec-
tive character, and all those aspects of
experience that are directly knowable only
through introspection are thought not to be
capable of being analysed in terms of causal
relations and, thus, are often marginalized
by the objectifying approach of science.
Hence, first-person or subjective experiences
and people’s way of presenting and explain-
ing their difficulties do not receive enough
attention in current literature.

In his dissertation Morin (2002) discusses
the importance of materially and non-mate-
rially based factors of personal empower-
ment or rank, and their effect on individuals’
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ability to stay healthy. It reports on associa-
tions between subjective rank and self-
reported health that were found to be stronger
than those between objective SES or SOC
measures (Antonovsky, 1979 and 1987)
and health, and suggests the importance
of further research into the subjective, non-
material as well as social dimension of
health. It also shows that social stratifica-
tion is not only objectively or materially
defined but also based on one’s subjective
perceptions.

The operational definition of rank as a
conscious or unconscious, social or personal
ability or power emerging from areas of
socio-cultural influence, personal psychol-
ogy, and/or spiritual ties is broad. Experi-
ence of rank encompasses material SES
dimensions as well as other less materially
based social elements like community inte-
gration and self-esteem. It includes percep-
tion of social and community standing as
well as other psychological values of coping
with life, such as self-knowledge, comfort
with strong emotions, and the ability to
interrelate with others and solve conflicts. In
covering psychosocial resources it corre-
sponds with Antonovsky’s SOC, and con-
cepts of subjective social status developed
by Adler and colleagues (2000). Internal
experience of rank is very relevant for peo-
ple’s ability to stay healthy, become resilient,
and cope with the challenges of life. Its
effect on physical and mental health is
matched by the experience of subjective
social standing, sense of coherence, depres-
sion and fear. Many questions remain to be
investigated: for example, how these factors
combine and interact and what individual
responses need to be taken into account. But
the specific questions should not distract
from the important fact that people’s inter-
nal experiences of the external world have
an important influence on global health
outcomes.
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IMPLICATIONS FOR FURTHER
STUDIES

Further research is needed to explore the
importance of experienced rank to psycho-
logical, social, and physiological wellbeing.
How can diversity in the experience of being
an individual with a specific set of social roles
based on gender, sexual orientation, ethnic
identity, socioeconomic status, and health at
times of changing socio-cultural relations be
operationalized in quantitative and qualita-
tive analyses? The analytical framework pre-
sented here attempts to take the diversity of
people’s experience of their social standing
into account. The psychosocially integrated
concept of rank and its diversification into
externalized and internalized components
describe a comprehensive model of subjec-
tive social status and health. It includes nor-
mative processes that have a profound effect
on individual health-related behaviors.

Systemic, institutional and individual
rank-based discrimination afflicts those of
low rank, their sense of dignity, as well as
their health and wellbeing. Our communi-
ties’ belief systems and values, as shown in
their judgments of rank, influence the health
of individuals and whole groups. Socio-
culturally shaped rankist values fortify
social injustice, power imbalance, and per-
sonal indignity. Rank is a promising concept
that may broaden the definition and under-
standing of social status and health. However,
there is little knowledge about possible
interventions for countering the unfavorable
effects of low rank. Besides structural or
political changes, there are no innovative
strategies addressing the specific needs of
persons with lower rank.

PROCESS WORK

A new conceptual and therapeutic model is
needed that forms an original and effective
approach in dealing with health disparities
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and social inequities. This new model
expands the biological view of health to
incorporate interpersonal, social and cul-
tural dimensions. In this view, physiological
states become a metaphor for social and cul-
tural processes. They are intrinsically entan-
gled with relational and community aspects
that call for a different sort of therapeutic
model. Rank awareness, conflict facilitation,
process and system psychology, cognitive
and behavioral approaches are required to
address the embodied or somatized experi-
ences of low rank.

Audergon (2004) describes an awareness
and facilitative approach to collective
trauma. Based on Mindell’s (1995, 2002)
Process Work methods, this model stresses
that ‘the essential resources for an individ-
ual, group or community’s transformation
lie within that individual, group or commu-
nity and their interaction’ (Audergon, 2004,
p- 29). This interactive and communication-
centered model applies to rank-based dis-
crimination and social relations in general.
Regarding global health it acknowledges the
limitations of a biomedical model of disease
and illness. The biomedical paradigm
approaches illness as a causal product of
somatic processes and stresses the signifi-
cance of the technical-scientific assumptions
and the paternalistic voices of experts. It
supports an unequal relationship between
healthcare professionals and clients and
minimizes the importance of the client’s
personal and contextually grounded experi-
ences of events and problems. In contrast,
the proposed new model acknowledges the
tension between objective medical and
socio-culturally shaped subjective categori-
zations of disease processes. It complements
the biophysical aspects of current clinical
practice with a systemic and interactive
view of culturally shaped experiences.

The awareness-based model acknow-
ledges the complex interactions that influ-

Copyright © 2006 John Wiley & Sons, Ltd

ence health and wellbeing. Besides individual
treatment, it recognizes the many competing
subsidiary issues that need to be addressed
in a communicative dialog. The issue of
rising healthcare costs, for example, is con-
nected with the problem of health disparities
and other social injustices. It is likely to
increase the pre-existing inequalities and
health disparities based on gender, race,
age and rank. It might deepen the struggle
between what we perceive to be the individ-
ual’s responsibility in taking care of his or
her health and the responsibility of the com-
munity to look after its less fortunate and
privileged members. Rising costs force us to
reflect upon our social values and priorities;
what we as a community are willing to
support and pay.

COMMUNITY MEETINGS
AND OPEN FORUMS

A Process Work model addresses, in addi-
tion to all other needs, the power and rank
imbalance and the dominance of some cul-
tural values over others. This awareness-
based model integrates the awareness of
communicative backgrounds that go beyond
surface meanings and interfere with the
primary purposes of the communication.
The communicative backgrounds refer to
diverse experiential frameworks that relate
to gender, age, class, cultural, and health
differences as well as to general differences
in perspectives and values. As mentioned
above they contribute to power differences
and health inequalities. In addition, they are
often the source of communication problems
and misunderstandings. Community meet-
ings such as Open Forums (Mindell, 2002)
serve the function of working with the deep-
seated problems of community relationships.
Processing issues of rank-based discrimina-
tion and resulting feelings of indignity,
disrespect, insult and humiliation, combined
with diversity awareness and community
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building can lead to renewed hope and
healing. In objective medicine things operate
by cause and effect, but not so in the world
of relationship and communication. Com-
municative interactions take place in a
complex field of forces (contextual, psycho-
logical, social, and cultural) governed by an
uncertainty principle. Social and cultural
beliefs or values and individual feelings and
goals create an atmospheric field in which
there is a prospective uncertainty as to the
outcome of a given communicative interac-
tion. The dynamic interactions among these
biological, physical, social, cultural, ethical
and emotional elements are unpredictable.

Process-oriented Open Forums seeks to
reveal the power of transformation in the
problems of the community and people’s
behavior. In the participants’ moment-to-
moment experiences lie the answers for the
community’s problem and the direction for
community building. Process Work methods
include conceptual and cultural metaphors
people live by and allow for a process aware-
ness and interpersonal understanding. They
help to tolerate tension and uncertainty, and
negotiate meaning for the individual and the
community. Process Work addresses intrap-
ersonal, interpersonal and systemic dimen-
sions of health and illness. It asserts that the
classic scientific formulation that only reason
and objectivism are valid, needs to be
extended with an understanding that the
human psyche is part of the living system
and the objective can not function without
the subjective.

Process Work includes societal questions
such as rank and privileges and the uncer-
tainty of the many forces influencing com-
munity relationships in its methodology. It
aims at teaching primary care providers to
become communication experts. This role
can be shared by internists, general practi-
tioners, psychologist, counselors, case man-
agers and/or chaplains. A process work
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facilitator has a sophisticated view of the
relationship between emotions, social envi-
ronment, and health. Her communicative
approach focuses on awareness of these
many influences and supports the flux of the
developing process. For her, the mix of prob-
abilities collapses at the point of relationship
into a meaningful process. In her under-
standing, from the indeterminacy of the
many forces emerges a co-created meaning-
ful interaction.

Process Work sees itself as an initial step
towards a new culture of dialog and com-
munication in healthcare that will help facil-
itate a co-creative project of reshaping our
healthcare and the values it represents. It is
an essential new element that hopefully will
give rise to increased awareness of rank-
based discrimination and global health and
help communities develop their own
resolutions.

FINAL COMMENTS

It is well known that different individuals
experience the same stressful life events in
very different ways. However, little is known
about the factors that increase or decrease
an individual’s vulnerability to stress and its
effects on health. Subjective rank, a person’s
perception of his or her standing in society,
combined with intrinsic non-materially
based personal powers, may by itself be a
risk or protective factor. From that perspec-
tive, perceived rank is a social and psycho-
logical substrate of resilience and power is a
definite dimension of physical, emotional
and mental health. In this sense, risk factors
(for example, health behaviors like cigarette
smoking) that have been drawn to explain
SES/health relationships can only be consid-
ered as concomitant phenomena of the more
influential primary factor rank. Further-
more, it is believed that rank rules the dis-
tribution of risks and resources and may
account for the SES/health gradient that is
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not confined to poverty. In addition to mate-
rial foundations, what matters is the social
environment and the quality of social
relations.
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