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Introduction

GARY L. ALBRECHT, RAY FITZPATRICK, AND
SUSAN C. SCRIMSHAW

Health is one of the most vital but taken-for-
granted qualities of everyday life. Yet when jeo-
pardized or diminished, an individual’s health
becomes a salient and central concern. Health
and illness are universal elements of human
life, which at different stages in the life cycle
may go unnoticed, or alternately may appear
in the foreground of consciousness. One of the
defining aspects of the twentieth century has
been that large sections of the world increasingly
expect longer lives during which positive health
can be largely assumed and anticipated. Almost
paradoxically, this same century has appeared to
render health problematic; something at risk,
something requiring effort, and something pre-
carious.

At the same time that health status has so
dramatically improved for many sections of
humankind, vastly more human resources
have come to be invested in the provision of
health care. In industrial and postindustrial
societies, health care services have expanded
in their scope, use of resources, and sheer visi-
bility. Health care now is one of the largest
sectors of most economies in more affluent
societies. The very scale and ambitions of the
health sector have provoked a counterreaction.
Causal connections between improvements in
health and increased investment in health ser-
vices are far from obvious. The financial and
social costs associated with highly technological
medicine, managed care, and heroic efforts to
fight disease in the last years of life do not seem
to result necessarily in improved patient satis-
faction or quality of life. Increasingly doubts
are raised about the value and the effectiveness
of the health-care services in which society
has invested.

It is therefore no surprise that the social
sciences have sought to make sense of health
and illness both at the level of individual experi-
ence and perception and at the level of the insti-
tutionalized system. The social realities of health
and illness are obvious areas of focus if we are to
understand the distinctive features of modern
life. The attention of the social sciences does
not arise solely out of autonomous intellectual
curiosity and the need to understand central
experiences of the society of which they are
a part. Governments, professions, consumer
groups and other organized interests look to
the social sciences for guidance in addressing
fundamental questions about the nature and
determinants of health and the value of health
services. The so-called ‘applied’ role of the social
sciences arises from institutional needs for evi-
dence and advice regarding health policy.

The social sciences on which we have espe-
cially drawn in this volume, particularly soci-
ology and anthropology, were impelled into
the study of health for diverse reasons. In
some cases the goal has been social theoretical
analyses of the significance of modern medicine;
for example, Parsons’ analyses of the sick role
and of the role of medical sciences arose out of
theoretical concerns to unravel how society
functions more generally. Equally important is
ameliorative work to address ‘real-world’ prob-
lems such as social inequalities in health and
access to health care, failures of health profes-
sionals to address patients’ primary concerns,
and the need to evaluate the impact of health
services on populations’ well-being. It is as
essential that these different motivations and
focuses in the social sciences of health, the desire
analytically and theoretically to understand as
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well as the desire to contribute to change, are
equally maintained and appreciated.

In planning and producing this volume of ori-
ginal work, we have been made acutely con-
scious of the huge challenges faced by the
social sciences generally, and sociology and
anthropology in particular, in their efforts to
contribute to understanding the worlds of health
and illness. Increasingly expected to provide a
unique and pivotal framework of understanding
of health, the social sciences often struggle to
achieve such ambitions. This volume has pro-
vided us with an invaluable opportunity to
think about some of the broader reasons for
the difficulties that the social sciences sometimes
have in achieving an impact upon wider public
debates about health and illness.

In the first instance, one has to be struck by
the challenges we confront arising from the very
pace of change in health, health services, and, of
course, the wider societies in which health and
illness are experienced. The social sciences can
sometimes seem to be struggling to stay abreast
of developments and chasing others’ formula-
tions of issues rather than setting their own intel-
lectual agenda. The pace of change in health care
is hectic. Most obviously, Western biomedical
sciences form one of the most dynamic compo-
nents of modern society. Daily, the public is pre-
sented with news of breakthroughs in the causal
understanding of the body and its malfunctions,
of the building blocks of life, and, in their wake,
the development of increasingly sophisticated
interventions to tackle problems of health.
More often than not, the social scientist is an
outsider to this dynamic, an observer, struggling
just as much as the journalist, the politician, or
the patient to make sense of the complex and
continuous process of innovation in biomedical
knowledge. The models and explanatory frame-
works of the social scientist struggle to stay in
the slip-stream of biomedical change. For
instance, as is argued in this volume, the
human genome project promises fundamentally
to transform the forms of health-care interven-
tions provided and the ways in which individuals
are identified as able to benefit from interven-
tions.

Patterns of health and illness in populations,
and our grasp of those patterns, are also con-
stantly revised. To take a simple instance that is
explored further in this volume, we have become
used to thinking of the twentieth century as a
period of epidemiological transition where the
burden of disease due to infection was replaced
by the chronic and degenerative diseases. At the
very moment that such views became the con-
ventional wisdom, new or newly resurgent infec-
tions have arisen to render notions of epidemi-
ological transition simplistic. Our paradigms

struggle to stay appropriate to the problems we
attempt to address.

As another instance, one might cite the invol-
vement of social scientists in debates about the
relative advantages of institutional versus com-
munity care for the mentally ill. Some of the
most outstanding contributions from the social
sciences to the field of health have stemmed from
humanitarian critiques of the damaging conse-
quences of institutionalism. Yet even as this
social scientific perspective enters the main-
stream of thinking, society has begun to recog-
nize the serious limitations of community care
for the mentally ill. Compared with the bio-
medical sciences, we are compelled by the very
nature of our subject matter to chase after phe-
nomena the very definition and sense of which
are rapidly transformed ahead of us. Society as a
whole changes in ways we struggle sociologically
to capture. The examples are legion. Rapid
changes in the roles of men and women impact
on the division of labour in health care. The
dynamics of the economy, and of work pro-
cesses, result in constantly shifting exposures to
health hazards and changing groups at resulting
risk. New and more sophisticated forms of ima-
gery and representation ever change our under-
standing of bodies and bodily processes.
Constantly changing information technology
requires concomitant revision of ways to man-
age and integrate health services. A constant
flurry of policies emerge to ‘reform’ the organ-
ization and deliver health care as a whole,
whether in pluralist systems such as in the
United States or in more unified systems such
as exist in much of Europe. In common to all
these illustrations is the sense that the pace of
change will increasingly threaten our ability to
stay focused on issues long enough to grasp and
explain key social processes at work in the field
of health.

A second challenge to our ability to contribute
to understanding that is immediately sensed by
anyone involved in the social sciences and health
is the limited resource invested in the social com-
pared with the biomedical sciences. Despite
occasional and growing institutional scepticism
about the capacity of biomedical sciences alone
to deliver all that is promised, the allure to pub-
lic and private funding sources of supporting
the biomedical sciences is enormous. At the
practical level, a staggering array of diagnostic,
pharmaceutical, and surgical innovations are
constantly presented as urgent and deserving
cases requiring funding in order to contribute
to more effective health care. At a more funda-
mental level, the biomedical sciences have accel-
erated in their capacity to shape public
expectations of their capacity to translate gener-
ous levels of funding into deeper understanding
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of underlying biological processes that will, in
turn and in the longer term, translate into prac-
tical interventions. For example, the human gen-
ome project will deliver a basic but complete
description of the genetic structure of mankind.
It can be expected with certainty that calls for a
further explosion of basic biomedical research
that flow from this achievement will be success-
ful. Despite growing recognition of the need to
complement biomedical with social scientific
understanding of the nature of health and ill-
ness, the social sciences will always struggle to
attract the scale of funding of their biomedical
colleagues. With funds come glamour, attention,
impact, and a voice to shape policy. The social
sciences will continue to work with more modest
resources and a limited voice.

A third challenge concerns the distinctive and
defining nature of the social sciences in the
health field and the two seemingly contradictory
roles of social science. On the one hand, the
social sciences have emerged as a semi-autono-
mous body of knowledge, thinking, and com-
mentary on the world. Increasingly established
as disciplines within universities and other insti-
tutions of learning, the social sciences have been
able to provide analysis of the wider society to
inform their own intellectual development and
understanding and the understanding of those
who chose to expose themselves to such disci-
plines. On the other hand, governments, health-
care professionals, provider organizations, and
consumer groups have steered the social sciences
in another direction; to become a part of the
problem-solving system that seeks to explain,
prevent, cure, or manage disease. These two dis-
tinctive roles of the social sciences in the health
arena have been expressed succinctly as two
types of knowledge or enterprise; the sociology
of medicine and sociology in medicine. To con-
siderably simplify, the purpose of the former is
to analyse and explain from without, consistent
with an autonomous analytic discipline. The lat-
ter role is accepting of institutional and other
frameworks within which the discipline attempts
to contribute in an applied context as part of the
direct process of change. To some extent, this
distinction is artificial, simplified, and exagger-
ated, but some correspondence between the two
distinct roles and underlying reality is apparent
to all who work in this area.

We have considered these tensions between
alternative roles for the social sciences as consti-
tuting a challenge largely because they seem to
be viewed as such within the disciplines of medi-
cal sociology and medical anthropology. With
some simplification, one can distinguish a tradi-
tion of social science whose primary contribu-
tion is to provide social, cultural, and political
critiques and commentary on the nature of

health and health care from a tradition of
applied research more typically attempting to
provide useful evidence within the health-care
system. It often appears that these traditions,
far from forming a unitary corpus of work,
tend toward either mutual avoidance and incom-
prehension or actual intellectual hostility. The
first tradition accuses the second of uncritical
acceptance of prevailing social definitions of
the reality; the second tradition despairs of the
failure of the first to engage with real-world
problems. Such cleavages tend to become re-
inforcing. The growing risk is of mutual incom-
prehension between so called ‘theoretical’ and
‘applied’ branches of the social sciences in
health.

The fourth challenge became apparent as a
result of compiling a multinational set of contri-
butions; it is the difficulty that the social sciences
have in working with a common or universal
frame of reference compared with other disci-
plines in the health-care field. It may be consid-
ered a naive concept even to postulate such a
construct for the social sciences given our basic
assumption of the social and cultural diversity of
social groups. Nevertheless, it is clearly the case
that the local, regional, and national specificity
of ways of viewing health and health-care ser-
vices, whilst a constant reinforcement of the
value and rationale for social scientific analyses,
also acts as a barrier to the internationalization
of the social sciences for health. Moreover,
whilst there are distinguished contributions to
the comparative analysis of health-care systems
represented in this volume, it is also striking how
system- and culture-bound much of the evidence
and analysis in the field generally tends to be.
This is particularly frustrating when many
health-care problems have a global scale and
dimension and suggest that global analysis will
require the development of more encompassing
theory and paradigms.

RESPONDING TO THE CHALLENGE

This volume represents a concerted effort by
many distinguished and experienced social scien-
tists working together in the field of health to
respond to the challenges facing them at the
turn of a millennium. Considerable effort was
invested by authors and editors in attempting
to define and develop a social scientific agenda
for health. First and foremost, we went to some
lengths to identify the most appropriate authors
to write on the subjects identified for the volume.
The editorial board was actively involved from
the beginning in advising as to the best authors
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to address each topic. The net was therefore cast
wider than for most volumes of this nature to
produce the most expert and most innovative of
social scientists from around the world as con-
tributors. We aimed for a mix of internationally
distinguished scholars and those in mid-career
who were making essential contributions to the
field. We were fortunate that few potential con-
tributors declined, and we have therefore been
able to assemble our most preferred authors to
write on their areas of expertise. There also was
iteration between editors and the editorial board
about topics needing to be covered and potential
omissions of important areas. Secondly, we
posed a challenge to authors. The invitation
was to review a field in terms of its current
state of play, but also to look over the horizon
to where their field was going. Authors were
encouraged to move beyond the immediate in
time and place wherever possible to identify
the most salient universal themes.

The volume has set out to be interdisciplinary
in a particular way. Nowadays, interdisciplinary
is a readily claimed feature of any venture in the
field of health. In this instance our principal
objective was to combine the forces of those dis-
ciplines that focus on the social, cultural, and
political dimensions of health and health care,
especially the disciplines of sociology and
anthropology. In identifying themes, topics for
chapters, and potential authors, it has been
informative and stimulating for both disciplines
to consider how exactly core constructs are
defined and addressed by an adjacent discipline.
Especially with regard to the analysis of health
and health care as cultural processes, both dis-
ciplines have much to learn from each other. At
the heart of this volume, therefore, is an ambi-
tious effort to bring to bear these two basic
social science disciplines in focusing on health.
However, it will be apparent that many other
important disciplines have also contributed in
this volume to the analysis of health in cultural,
social, and political terms, for example, political
science, demography, health policy analysis, and
psychology.

Influential in our planning and execution of
the volume has been that the three editors pur-
sue social science in the context of public health.
In both Europe and North America, public
health, the unique focus on health and health
care at the level of populations, may be consid-
ered to be undergoing revival, and possibly
renaissance. As it is increasingly recognized
that society must make the most appropriate
use of finite resources to achieve and promote
health, the core disciplines of public health,
such as clinical medicine, epidemiology, biosta-
tistics, health economics, anthropology, and
sociology become essential tools for identifying

and assessing health needs and evaluating alter-
native strategies for meeting these needs.

The volume has three overarching themes that
govern its shape and the selection of topics and
authors: social and cultural frameworks of ana-
lysis, the experience of health and illness, and
health-care systems and practices. These themes
point to the major distinctive contributions that
we expect will continue to be the key foci of
future development of sociology and anthropol-
ogy in the context of health and illness.

By focusing the first section on social and cul-
tural frameworks of analysis, we underline the
convergence of these two pivotal emphases of
sociology and anthropology, the social and the
cultural. Concepts of health and illness are defin-
ing elements of how individuals view themselves
and their bodies. These concepts are shaped by,
and in turn shape, the particular society and
culture in which they arise. Essential to social
scientific analyses of concepts of health and ill-
ness is what is often termed the ‘social construc-
tivist’ view that concepts of biology and disease
are not neutral products of the clinic or the
laboratory, but also emergent from social pro-
cesses. The appearance of modern medical
science, not just at the organizational level but
at the level of scientific ideas, cannot be un-
derstood without reference to broader social,
cultural, and economic processes. This construc-
tivist perspective can be seen in several of the
chapters in the first section to derive much of
its original inspiration from the philosophical
ideas of Foucault. More recently, this tradition
has developed an influential impetus, indepen-
dent of its philosophical origins, within the
social sciences and serves constantly to remind
us to examine the presuppositions and social
consequences of even the most apparently neu-
tral and esoteric of scientific ideas in modern
medicine.

Sociology and anthropology also continue to
contribute to evidence and thinking of the ways
in which ill health is patterned by social factors
and social processes. The social sciences now
play a lead role in providing innovative research
on the many ways in which socioeconomic sta-
tus, region and location, gender, age, and other
social structural properties determine risks of ill
health. In particular, the emergence of sociology
and anthropology as distinct disciplines within
the health field has resulted in increased sophis-
tication in research that goes beyond the docu-
mentation of associations between demographic
and social variables to address questions of the
intervening social processes mediating such as-
sociations. The unequal enjoyment of health
within and between nations represents one of
the most urgent of challenges to the disciplines
of public health. Most recently, the social
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sciences have recognized that biological evidence
of the role of the gene in contributing to risks of
ill health does not preclude powerful analyses of
the social shaping of genetic influences.

The first section therefore points to the dual
and complementary role of the social sciences in
relation to health, on the one hand, detailing the
social processes whereby social position and
social processes shape individuals’ risks of ill
health, and on the other hand, underlying the
social and cultural factors that shape the percep-
tions of health and illness held by individuals,
groups, and societies as a whole.

The second organizing theme of the volume is
the experience of health and illness. From their
origins, sociology and anthropology have played
a pivotal role in theoretical and empirical work
underlining the centrality of the individual’s
views, perceptions, and responses to the experi-
ence of health problems. This emphasis defines a
territory that cannot be addressed by the bio-
medical sciences. Since the classical definition
of illness behaviour by David Mechanic,
research has delineated the mediating influence
of individuals’ perceptions in determining
responses to symptoms, impairments, and dis-
ability. A wide and rich array of phenom-
enological, interpretative, and ethnographic
methods unite sociology and anthropology in
centering on the emergent meanings of health
and illness. How individuals define and experi-
ence their health problems has immediate con-
sequences for what forms of help are sought;
how the individual, the family, and social net-
works cope with ill health; and how much ben-
efit is obtained from interventions received. The
health-care system is increasingly compelled to
take account of patients’ and caregivers’ per-
sonal experiences and perceptions if it is to pro-
vide effective care. One of the most significant
achievements of the social sciences has been to
provide both qualitative evidence of this aphor-
ism and also a quantitative framework of health
status and quality-of-life measures that allow
personal consequences of ill health to be more
fully taken account of in the evaluation of health
needs and health-care evaluation.

However, this interpretative focus has to be
complemented with recognition of the constrain-
ing circumstances of the individual: limitations
of income, place, and resource as well as of bi-
ology. Cultural frameworks of explanation, and
prevailing informal and formal definitions of
health and illness, are also both resource and
constraint and may be independently analysed
as channelling perception and behaviour.

The third strategic focus of the volume is upon
health-care systems and practices. The level of
analysis here shifts to the organizational and

institutional arrangements for health care.
Historically, the medical profession has been
viewed as the crucial shaping force of health-
care systems. Professionalization established
their preeminent role. However, transformations
in work processes in the health-care system and
the increasing emphasis upon market competi-
tion, business ethos, or governmental super-
vision and accountability may jeopardize this
dominance. Meanwhile, the practice of medicine
continues to be influenced by the need to deal
with new and old uncertainties; the very growth
in the evidence base of medical knowledge often
seems paradoxically to enhance the sense of
medicine’s epistemological insecurity. The social
sciences continue to give particular attention to
the scope for alternative health-care practices, if
not to overcome the dominance of biomedicine,
at least to find increasing numbers of roles
in health care neglected or mishandled by
biomedicine.

New forces have become more visible in the
health-care system. This volume focuses on the
growing centrality of the individual patient as
the recognition of the need for the patient’s
active participation in decisions grows. The
community and lay groups are also increasingly
given voice to influence the direction of health-
care policies at the local and national level.
Whilst enhancing patients’ and communities’
voices, health-care systems also must address
issues of equity and access, ethical desiderata
that are undermined in all health-care systems
by the capacity of the articulate and resourceful
to obtain greater access. Mechanisms meanwhile
emerge, varying from country to country,
intended to enable the health-care system to
manage the imbalance between supply and
demand, aspirations and realities. The volume
ends by sketching out the potential for radical
reconfiguring of health policy. It is fitting that
this reconfiguring is couched in terms of evi-
dence from the public health and population
health perspectives that we hope make this
volume distinctive.

Sociology and anthropology are core concep-
tual and research-based disciplines in multidisci-
plinary public health. The constant imperative
to extend populations’ health requires the chal-
lenging contributions of the social sciences. It is
to these disciplines that we must turn to question
dominant definitions of health and illness, to
evaluate alternative options for achieving health,
and to assess the appropriateness of health-care
systems for individuals and groups. Our hope is
that the contributions in this volume inspire as
well as inform readers about past achievements
and possible future directions for the sociology
and anthropology of health and illness.












1.1

The History of the Changing Concepts of
Health and Iliness: Outline of a General
Model of lliness Categories

BRYAN S. TURNER

INTRODUCTION: A TYPOLOGY OF HEALTH
CONCEPTS

Concepts of health and illness stand at the core
of the social values of human society because
they give expression to many of our fundamental
assumptions about the meaning of life and
death. A description of health, therefore, tends
necessarily to offer a description of ‘the good
life’ as a moral state of affairs. Although we
attempt in the social sciences to avoid the con-
fusion between the notions of ‘norm’ as a pre-
scriptive standard and ‘normal’ as a description
of an average state of affairs, in the everyday
world these separate notions tend to merge
because the description of an average provides
a convenient measure of morality. In addition,
the conception of illness as dis-ease is drived
from the old French word aise meaning ‘com-
fort,” and it indicates the fact that an illness
involves discomfort or lack of ease; it is comfort
as to strengthen or to fortify. The discomfort of
disease is the loss of power we experience in
situations that are otherwise comfortable or
homely. Discomfort and disease both express
our subjective sense of alienation, which follows
the disempowerment of illness, while ‘normal’
provides a lay benchmark for things that are
both healthy and moral (King 1982: 119).
Medical terms are frequently employed as
metaphors to describe society, as in a ‘sick
society,” or to categorize deviancy in individuals,
as in a ‘sick mind.” Corporations or national

economies that are financially sound are often
referred to as being ‘healthy.’ It is hardly surpris-
ing, therefore, that concepts of health tend to be
highly contested because they involve struggles
over the moral significance of life. Conceptions
of health tend to merge into or be based on
fundamental religious and moral views about
existence, and differences in orientations
towards health tend to reflect or to express
basic structural and cultural differences in
power relations in society. The result is that
there is little consensus about what constitutes
‘health” and ‘illness,” which are and remain
‘essentially contested concepts.’

Given these basic conflicts in beliefs about
health and illness, it is not possible to give an
authoritative account of the history of these con-
cepts. It would be more appropriate to talk in
the plural about the histories of the many con-
ceptualizations of human well-being and suffer-
ing. In order to simplify the problems, I shall
start with a general model of the historical devel-
opment of concepts of health and illness. My
argument is that beliefs about health and illness
in traditional or premodern societies were inex-
tricably caught up with notions of religious pur-
ity and danger. As Mary Douglas (1966) has
demonstrated, primitive notions of pollution
and taboo were not about hygiene because
there was simply no knowledge about such prin-
ciples; concepts about scientific hygiene simply
did not exist. The dietary prescriptions of the
Old Testament are recommendations about reli-
gious not hygienic behaviour. In other words,
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medical concepts were directed at the health of
the soul rather than the body.

A taboo, which for example divides the world
into acceptable/not acceptable in terms of the
couplet edible/not edible, is a conceptual
mechanism for giving the world structure and
meaning. People got sick, not because of a
breach of hygienic regulations, but because
they had transgressed a social norm or taboo
that separated the sacred from the profane.
Sickness and health were often associated with
taboos about bodily fluids where contact, for
example with menstrual blood, could cause ill-
ness in an individual or disaster for a tribe. For
instance, Polar Eskimos explained personal mis-
fortune, illness, and failure to catch food in
terms of transgressions of taboos (typically sur-
rounding ritualistic organization of menstrua-
tion). These misfortunes and sicknesses were
treated through shamanistic practices such as
seances, where a ‘confession’ took place to pu-
rify the individual and the group (Hepworth
and Turner 1982: 71).

In such a system of meaning, sickness was
associated with evil forces that attacked human
beings through, for instance, the agency of
witchcraft and demonic possession. Concepts
of illness functioned within a cosmology of
good and evil forces, and they were explanatory
devices that described, and possibly justified, evil
and misery. Notions of illness have typically
been set within a general theodicy, namely a
system of beliefs that attempts to explain and
justify the presence of human disease and suffer-
ing. When people fall victim to disease and sick-
ness, there is almost inevitably the question:
Why me? Concepts of health and disease have
typically provided an answer to that type of
question. The dominant assumptions of disease
were located within a discourse of sacred phe-
nomena.

With the process of modernization, health and
illness were transferred to more secular para-
digms and eventually became embraced by var-
ious scientific discourses. In Western medicine,
disease entities became increasingly differen-
tiated and disease states more specified as the
human body is itself differentiated into its com-
ponent parts. Microbiology offered an account
of minute viruses that invade the body and
overtly have no connection with the moral or
religious status of the individual. As scientific
concepts of disease replaced traditional notions
of the quasireligious state of illness, the status of
the medical professional increased, and the sta-
tus and role of traditional healers (medicine
men, wise women, and midwives) decreased
(Flint 1989). There was, in addition, a differen-
tiation between physical and mental health
which in turn relied on a basic division between

mind and body. This mind/body dualism was
associated with the empiricist revolution in phi-
losophy, namely rationalist Cartesianism. The
notions of ‘mental illness’ were subsequently
elaborated by separate developments in clinical
psychology, psychiatry, and psychoanalysis
(Foucault 1971). Finally, the social sciences
of health and illness were themselves part of
the growing complexity of the contemporary
model of sickness, where medical sociology, for
instance, distinguishes among various levels,
such as the illness experience in the individual,
cultural categories of sickness at the social level,
and finally health-care systems at the societal
level (Turner 1995: 5).

The historical development of health and ill-
ness concepts is characterized by increasing secu-
larization, the rise of scientific theories of health,
the separation of mental and physical illness, the
erosion of traditional therapies by scientific
practices (a process that also involved the col-
onization of indigenous belief systems), and the
differentiation of categories into specific micro-
notions. The domain assumptions of health and
illness phenomena became predominantly secu-
lar, but medical notions continued to evoke and
be connected with paradigms of moral beha-
viour. For example, there is still a strong profes-
sional and lay tendency to blame people for their
illness, and thus attribute moral responsibility
for health status. Western societies have often
‘psychologized’ cancer by believing that at least
some specific cancers result from the fact that
people cannot or will not express themselves
emotionally; they are blamed for their cancer
because they do not manage their emotions
effectively (Sontag 1978).

This model provides a useful framework for
the historical exploration of disease concepts.
However, we should also note that there was,
even in premodern medical systems, consider-
able complexity and dispute. For example, in
his study of the history of anatomy, Andrew
Cunningham (1997) notes that there were
radical differences between Plato, Aristotle,
Erasistratus, and Galen as to the nature of
the human body, its functions and structure,
and the purpose of medicine. There is also no
neat point in history where secular views came
to dominate. While the anatomical works of
Versalius were believed to have paved the way
towards scientific medicine, Versalius clearly
retained a religious view that the ultimate role
of medicine is to reveal the hand of God in
Nature. These medical sciences remained an
important part of Natural Philosophy, namely
that branch of knowledge that exhibited the
laws of God. As such, scientific medicine fre-
quently carried a covert moral and religious
message. The authority of doctors trained in
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secular and scientific medicine has not been pas-
sively accepted by the lay public, and alternative
medical systems have always thrived alongside
Western allopathic medicine. In the twentieth
century, there has been a great revival of alter-
native systems of medicine and widespread criti-
cism of the claims of allopathic medicine. There
are considerable philosophical and ethical pro-
blems with the notion of ‘scientific medicine,’
which cannot be regarded as a single, unified,
and complete account of disease. In short, we
cannot accept a ‘whig theory’ of medical history
as the heroic march of reason that resulted in the
final triumph of rational science over magical or
irrational systems of medicine. We can argue,
however, that the overarching religious frame-
work of medicine and disease concepts has
gone, just as Natural Philosophy has disappeared
from the curriculum of the modern university.

As a heuristic device to provide this chapter
with a simple conceptual structure, I argue (see
Figure 1) that health concepts can be analyzed
along two dimensions, namely the sacred/pro-
fane domain and the collective/individual orien-
tation to health and illness. First, the causes and
treatment of disease can be set within a sacred
framework in which the ultimate explanations of
illness are sought in nonnatural causes (such as
divine punishment), and being sick is seen in
moral terms, where human beings are held to
be responsible for their illness. Alternatively,
human illness is explained in natural terms by
reference to causal agents such as germs or
viruses, and individual humans are not held
morally responsible for viral infection. Second,
disease can be seen in individual terms, or the
causes of human suffering and disease are
explained in collective terms by reference to
poor environmental conditions, low educational
provision, poverty, and so forth. By combining
these two dimensions, we can produce a four-cell
property-space to illustrate this approach.

The growth of collectivist and secular assump-
tions about health and illness was characteristic
of the public health movements of the nineteenth
century, when radicals like Friederich Engels,
Edwin Chadwick, and Rudolf Virchow identi-
fied the causes of human disease in the depriva-
tions and alienation of working-class slums in a

Sacred Profane

Saintly Allopathic o

Sickness Medicine Individual

Sickness Social )
Collective

Taboos Medicine

Figure 1 Typology of domain assumptions

rapidly expanding urban environment. Disease
was a collective and secular condition of social
existence in emergent capitalism, where morbid-
ity and mortality rates were directly related to
the quality of the food supply and income per
capita. In the twentieth century, similar concepts
of health and illness have been embraced by
Marxist medical sociologists such as Howard
Waitzkin (1983) and Vincente Navarro (1976),
and by radical historians of medicine such as
Henry E. Sigerist and his students (Fee and
Brown 1997). While social reformers have
treated disease as an effect of social deprivation,
eugenics policies under national socialism in
Germany and similar medical strategies in
Stalinist Russia attempted to control the health
of society by collective, secular approaches to
reproduction to remove biological ‘defects’
from society (Weindling 1989). These ap-
proaches to disease are very different from the
individualist/secular concepts that form the basis
of the allopathic medical approaches of empiri-
cist Cartesian medicine. Illness and disease in
this paradigm are seen as consequences of mal-
functions in the human organism that are pro-
duced by infections. Treatment is based on
allopathic strategies that attempt to control
these infections through medical interventions
(drugs, rest cure, surgery, and so forth). Health
is improved by personal hygiene, isolation from
germs and viruses, and the presence of a highly
trained cohort of professional doctors with the
support system of universities, medical faculties,
and general hospitals. Within this individualistic
and specialized context, private health insurance
is a crucial responsibility of the patient if he
wants an effective response to his acute condi-
tion. By contrast, socialized medical health is
thought to encourage a lack of responsibility
on the part of the individual and to increase
the burden of the ‘undeserving poor’ on the tax-
payer and the state. Socialized medicine in the
American context was regarded as a political
threat to the fundamental values of individual-
ism (Porter 1997). In terms of social Darwinism,
the survival of the fittest was the only safe guide
to public policy.

Medical paradigms, which operate on the
basis of a religious belief system and from an
individualistic perspective, would include the
ascetic practices of monastic religious orders,
where diet and abstinence were thought to be
simultaneously beneficial to soul and body.
Illness was linked to the fundamentally evil na-
ture of fallen man in creation, but human beings
were exhorted to strive against evil through a
‘government of the body’ (Turner 1992). Such
medico-religious paradigms can also assume
more collectivist forms. Taboos attempt to reg-
ulate human behaviour in the interests of society
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as a whole, because individuals who disregard
ritualistic prohibitions bring misfortune and dis-
ease upon the whole tribe. Shamanistic medical
rituals are illustrations of this sacred and collec-
tivist orientation.

This chapter proposes that in Western socie-
ties there has been a long historical trend, start-
ing with the scientific revolution in the late
sixteenth and early seventeenth centuries, away
from collectivist/sacred conceptions towards
individualistic/profane  perspectives,  which
simultaneously charts the rise of scientific pro-
fessional medicine. However, this dominant
paradigm is constantly challenged by both col-
lectivist/secular social medicine and by alterna-
tive medical paradigms that draw upon various
religious legacies. At the level of both the indi-
vidual and society, various paradigms can exist
simultaneously. For example, it is not uncom-
mon to find that a person dying of cancer may
seek out both chemotherapy and exorcism in a
desperate attempt to find a cure.

PRIMITIVE MEDICAL SYSTEMS

In primitive societies, disease is symbolic of the
relationships between the sacred and the profane
world. Diagnosis and healing are both under-
taken within a sacred context. According to
Emile Durkheim in The Elementary Forms of
the Religious Life (1954), the belief systems of
primitive society were based on a profound
dichotomy between the everyday world of prac-
tical utilitarian activities and the sacred world,
which is organized around religious phenomena
that are set apart and forbidden. Human illness
and disease provide a bridge between these two
worlds because sacred values are revealed to
humans via the extraordinary states of con-
sciousness, which are associated with disease.
Hence, according to Henry E. Sigerist (1951: 127)

‘the primitive does not distinguish between medi-
cine, magic and religion. To him they are one, a
set of practices intended to protect him against evil
forces. Spirits inhabit the objects of his environment.
The ghosts of the dead are hovering over the village.
The transcendental world is real to him, and he
partakes in it when he dreams and his soul leaves
the body temporarily and has intercourse with the
spirits.’

While Sigerist’s summary of the anthropological
perspective is still valuable, there are real limita-
tions to this account. First, as Sigerist himself
acknowledged, even in so-called primitive
society there was, alongside the religious belief
system, a realm of practical medical practices
based on experience and experiment. For exam-

ple, in Egyptian medicine, while there was a
strong dimension of religious cosmology, there
was also an ‘empirical-rational medicine,” which
had been revealed by research in 1922 by James
H. Breasted of the so-called ‘Papyrus Edwin
Smith.” These documents show, among other
things, that Egyptian court physicians relied on
elementary diagnostic and prescriptive practices
that were grounded in observations, case studies,
and pragmatic responses to illness through the
use of herbs, diets, rest, and other mundane
approaches. It suggests that, while religious
belief systems were important, physicians did
not confuse religious meaning with mundane
medical interventions.

Similar conclusions can be drawn from the
extensive anthropological debate about magic,
religion, and science. For example, Bronislaw
Malinowski (1948) argued on the basis of his
fieldwork that Trobriand Islanders systemati-
cally distinguish between magic, which attempts
to regulate the environment through ritual, and
religion, which is an expression of belief. When
Trobriand fishermen were involved in outer
lagoon fishing — which was considered danger-
ous — they regularly resorted to magic. In primi-
tive societies, magic functions to give some
structure and predictability to uncertain and
dangerous contexts. Religion, by contrast, is
the cultural vehicle for general social values.
Similar conclusions might be drawn from the
work of E. Evans-Pritchard (1937), whose field-
work showed that in primitive cultures human
beings believe they are surrounded by threats.
These dangers are often the products of social
conflicts and tensions, wherein accusations of
witchcraft, for example, indicate interpersonal
conflicts. Divination, which is important in
explaining illness, has the important social func-
tion of allocating blame and responsibility. Thus,
‘disease categories’ function in a context of social
uncertainty as explanations of misfortunate.

GREEK MEDICINE

In Western philosophy, we often look back to
Greek civilization as the cradle not only of
democratic institutions, but also of natural
science and rational inquiry. Certainly, Greek
traditions have come to play a major role in
shaping medical ethics and practice. The notion
of the Hippocratic Oath itself has been funda-
mental to the evolution of professionalism in
medical etiquette and practice. While the
Greek tradition contained a mixture of rational
scientific and religious perspectives and prac-
tices, generally speaking, Greek medicine repre-
sents a secular orientation to health and illness
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because health was seen as a consequence of
natural causes. The humoral theory of disease,
which survived into the modern period, was
derived from the secular traditions of
Hippocrates, Empedocles, and Galen. The
world was conceived in terms of four basic ele-
ments (fire, water, air, and earth), four qualities
(hot, cold, dry, and damp), four humours
(blood, phlegm, yellow bile, and black bile),
and four personality types (sanguine, phleg-
matic, choleric, and melancholic). In this
humoral theory, the body could be imagined as
a hydraulic system in which illness represented a
lack of balance (Turner 1996). For instance, mel-
ancholia was a consequence of an excess of black
bile. Greek therapeutics consisted of bloodlet-
ting, diet, exercise, and bed rest, which were
designed to restore the equilibrium of the sys-
tem. In the Greek system, the reproductive pro-
cesses that involved a sexual act were compared
to a convulsion or fermentation; sex involved
heating up the organism (Foucault 1986).
These notions of balance also reflected the
basic premise of Aristotle’s ethics in which ‘the
good life’ was one that avoided the excesses of
both hedonism and asceticism. In these medical
regimes, diet played an especially important role.
The word ‘diaita’ indicated a way of life, a regi-
mentation or regime, or a government. Medical
prescriptions for good living covered a variety of
activities, including leisure, nutrition, lifestyle,
and sexuality. These regimes were based on secu-
lar assumptions about medicine and the role of
the physicians, who attempted to distinguish
themselves from popular medicine, which
included leech craft and magic. For example,
the Hippocratic treatise on The Sacred Disease
argued that epilepsy was not brought about by
sacred causes, but could be understood within
the naturalistic framework of the four humours.
Greek medical tradition also revealed the ten-
sion between an individualistic and a collectivist
approach. In his Mirage of Health, René Dubos
(1959) recalls the struggle between Hygeia and
Asclepius. The former was associated with the
virtues of a rational life in a pleasant and healthy
environment. In Rome she was known as Salus,
or general well-being, from which we derive
notions such as ‘salubrious’ and ‘salutary.’
Asclepius, the first physician, by contrast did
not teach wisdom as a response to illness, but
found therapies in the study of plants and herbs.
As the mythology of these figures evolved,
Asclepius eventually appears as a self-confident
young god in the company of two maidens —
Hygeia from whom we derive the notion of
hygiene, and Panakeia from whom we derive
the concept of panacea. From these gods, a divi-
sion in medicine developed that I define in terms
of a collectivist (hygienic) approach and an indi-

vidualistic  (Asclepian) perspective. Hygeia
points towards a communal and preventive
approach that identifies a rational lifestyle in a
salubrious environment, whereas Asclepius pro-
motes an interventionist medicine that restores
health by directly treating the ailments of an
individual.

MEDICINE AND THE WORLD RELIGIONS

While the Greek legacy of Galen (129-99 ap),
Hippocrates, and Aristotle shaped medieval
practice and laid the foundations for contem-
porary secular medicine, this Greek legacy
often came to the West via the medium of
Judeo-Christian beliefs. Islamic medicine was
also an important conduit for this tradition,
and Islamic science contributed significantly to
optics and chemistry. In the Abrahamic faiths,
there was often a tension between their Greek
legacy and the prophetic monotheism of the
Old Testament. Thus, early Christianity was a
hellenizing force whose language was Greek,
but whose basic notions of man and God
were Hebraic (O’Leary 1949). These tensions
were also present in Christian responses to
health and illness.

This Judeo-Christian legacy was deeply
ambiguous with respect to the importance and
role of secular medicine. Pauline theology was
based on an assumption about the punishment
of the flesh. These attitudes were particularly
prominent in the early Church’s attitudes
towards women and sexuality, where marriage
was at best regarded as a necessary evil against
the corrupting presence of sexual desire. We
must also keep in mind that the early Church
expected and hoped for the end of the world in
a teleological system that predicted the Second
Coming of Christ as an end to human suffering
and sinfulness. Given the anticipation of the end
of human history, there was no strong motiva-
tion to invest in human health and happiness,
which were merely illusory chimera. As the
anticipation of the Second Coming largely dis-
appeared in the official position of the Roman
Church, there emerged a clear division between
lay people who lived in the world (and experi-
enced its sinfulness) and those (monks and
priests) who devoted their lives to God and
His works. Hence, lay people married to repro-
duce, while religious people ‘married’ Jesus in
order to obtain grace. This division of labour
created a system of exchange whereby the char-
isma of grace, which was stored up in the
Church and handed on to the religious, was
transferred to the (sinful) laity through such
means as baptism, communion, and confession.



14 Handbook of Social Studies in Health and Medicine

There developed, therefore, a metaphorical par-
allel between health and grace, in which the heal-
ing grace of the body of Christ, for example, was
transferred to the people through the Eucharistic
feast. This metaphorical exchange of gifts
‘traded’ on an etymological similarity between
salvation and salus (salutation and health).
Christianity came to adopt a model in which
the religious were responsible for both the health
of the body and the salvation of the soul of its
Flock.

The ascetic doctrines of Christianity treated
the body as a means of human education
through suffering. Disease and discomfort are
inevitable in this world because the body, as
the vessel of the soul, is corrupted by the Fall
from Grace in the story of Adam’s disobedience.
However, through this suffering human beings
can come, through humility and pain, to a better
understanding of God and themselves. The lives
of the saints revealed this ambiguity towards
the sinfulness of human embodiment (Turner
1997a). Disease is a corruption that indicates
the sinfulness of human kind, but also creates
the occasions of insight and knowledge.
However, since God is the author of nature,
He must also ‘send’ disease into the world.
Disease had a characteristically ambiguous sta-
tus. It could simultaneously indicate charismatic
status through divine election and indicate the
sinfulness of the victim. These contradictions are
summarized in Christian theology under the
notion of theodicy, which is any attempt to
explain and justify God as a merciful and all-
powerful being, who both loves and punishes
human beings.

This ambiguity was characteristic of the
Church’s response to plague and plague control.
While the spread of plague was a sign of human
sinfulness, religious institutions had an obliga-
tion to care for the sick and the poor. Christian
houses for plague victims and leprosaria
expressed this religious obligation through acts
of charity. Medieval religious houses provided an
institutional model of care from which evolved a
secular means of poor relief and medical support.
The word ‘hospital” derives from the Latin adjec-
tive ‘hospitalis,” relating to ‘hospites’ (guests).
Early religious houses were ‘hospices’ (spitals)
for pilgrims, and eventually evolved into hospi-
tals in the modern sense. Between 1066 and 1550,
700 spitals were created in Britain, and spitals for
leprosy emerged around 1078 as so-called ‘lazar
houses.” Leprosy declined after 1315 partly
because of the Black Death (1346-50), which
produced a profound crisis of theodicy in the
West.

Christian asceticism and the institutions of
charity were both responses to this profound
theological condemnation of the human body

as flesh and as the conduit of evil into the soul
(Turner 1991). Because the Fall of Man was
often blamed on the weakness of Eve, Christian
theology was basically patriarchal, and its nega-
tive view of women was reinforced by the legacy
of Greek philosophy and medicine. For example,
Aristotle had noted that women may occasion-
ally achieve orgasm, but their fluids were not
seminal. The womb was simply a vehicle within
which male sperm produced another human
being. For Aristotle, there was a parallel between
female blood in menstruation and male sperm in
orgasm, but a woman was essentially a sterile
man and her organs were merely a pale and
inverted form of male organs. Greek medical
manuals, which the Fathers of the Church in-
herited, were written to assist male fertilization
and, by implication, control women’s bodies.
Christian patriarchy can be regarded as a con-
tinuation of the attitude of classical authors to
women and reproduction in which Christianity
contributed a more potent and far reaching doc-
trine of sinfulness (Rousselle 1988). The mortifi-
cation of the flesh by the female religious became
a form of ‘holy anorexia’ by which the saints
could paradoxically accept the patriarchal
authority of the Church and assert their own
spirituality (Bell 1985).

As the Roman Church became established as
part of the dominant political institutions of the
medieval period, sin became both regulated and
commercialized by the practice of confession and
indulgences. Both sinfulness and illness were
treated within this network of monetary
exchanges, whereby sinful lay people bought a
salvation in the next world and health in this
world. It was this commercialization of the
sacred that was challenged by Luther and
Calvin. The Reformation retained a conception
of the total depravity of man and took away the
conventional means of grace (baptism, eucharist,
and confession) by which that sinfulness had
been managed. The consequences of this empha-
sis on the individual, the authority of the written
word, and the criticism of conventional religion
produced both uncertainty and individualism,
which contributed to the rise of the seven-
teenth-century scientific revolution and the ero-
sion of medieval visions of disease and depravity.

EMPIRICAL RATIONALISM AND THE
GROWTH OF EXPERIMENTAL MEDICINE

In sociology, we are familiar with the argument
(Weber 1930) that the ascetic and individualistic
ethic of the Calvinistic sects had an ‘elective affi-
nity’ with the emergent culture of competitive
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capitalism. Alongside the growth of rational
capitalism in the seventeenth century, there was
an elective affinity among the philosophy of
Rene Descartes (1596-1650), Isaac Newton
(1643-1727), and the growth of empirical and
rational medicine. The growth of experimental
medicine was founded on the rationalism of
Descartes and Newton through the work of the
physician Herman Boerhaave (1668—1738). Just
as early capitalism assumed an individualistic
and ascetic orientation, so the medical revolu-
tion of the seventeenth century assumed an indi-
vidualistic, rational, and experimental ethos.
There was an important convergence in values
and practice between the religious Reformation
and the scientific Renaissance.

Descartes created the basis of modern experi-
mental rationalism by attempting, through a
thought experiment, to exclude religious and
irrational dimensions from philosophy. His
rationalism attempted to find a point of certainty
that was beyond further doubt. His solution was
the famous individualist slogan, ‘I think, there-
fore I am.” The force of this claim is to give a
primacy to cognitive rationalism over emotions
and feelings, but it also gives a focus to individual
truths. Furthermore, it sets the foundation for
the separation of mind and body, which has
been characteristic of Western thought from the
seventeenth century. Descartes was not entirely
successful in establishing his own brand of
rationalist philosophy in the universities, being
replaced by an empirical philosophy that was
probabilist, mechanical, and Newtonian. By the
end of the seventeenth century, rationalist medi-
cine was neo-Newtonian. However, Cartesian
rationalism as a system remained a profoundly
influential doctrine. Cartesian secularism became
a potent aspect of medical belief. It required a
simple and complete separation between mind
and body. Indeed in Cartesianism, body is
merely extension. However, Cartesian material-
ism was highly compatible with a mechanistic
and materialist vision of reality.

Cartesian rationalism was combined with
Newtonian physics in the quest for a mathema-
tical system to express the laws that governed the
processes of the human body. Physicians sought
to create a medical system that would have the
same elegance and simplicity as the Newtonian
laws of gravity. In the seventeenth century, phy-
sicians such as Archibald Pitcairne (1652-1713)
were part of a scientific network stretching from
Edinburgh through Oxford to Leiden. This
scientific network wanted to provide medical
theory with mathematical precision (Guerrini
1989). This theory was referred to as ‘principiia
medicinae theoreticac mathematicae’; its influ-
ence was considerable. Newtonian ideas became
influential in the work of George Cheyne (1671—

1743), whose publications on diet had consider-
able influence on the eighteenth-century London
elite (Turner 1992). Cheyne offered medical
advice to the London coffeehouse set who, like
Cheyne, were victims of obesity. The principal
causes of melancholy were connected with
excessive consumption of food, drink, and
tobacco.

The iatromathematicians of the period
reduced God to a clockmaker who was in a gen-
eral way responsible for the functioning of the
Newtonian universe, but who did not intervene
through revelation into the lives of human
beings. There was little space here for a compas-
sionate saviour on the cross. William Harvey
(1578-1657) had discovered the principles of
the circulation of the blood, validating the doc-
trine of circulation on Aristotelian and teleolo-
gical grounds. His De Circulatione of 1649 gave
further authority to this view of the human body
as a mechanical pump whose flows and tides
could be measured mathematically by exact cal-
culation. The machine might need a soul to start
the motor, but there was little room for a reflex-
ive mind in this mechanical universe. We should
not exaggerate the secular dimension of medical
practice in the seventeenth century. Medical
interventions were still typically set within a
broader moral and religious framework. In pre-
scribing a dietary regime in order to control the
machine, Cheyne was following a long line of
Christian physicians who sought to regulate
the soul through a diet of the body. His views
on a disciplined life to control the nerves
appealed to the leader of Methodism John
Wesley who, in his Primitive Physick of 1752,
provided a methodistical version of the medical
regime. In addition, the moral significance of the
seventeenth-century anatomy lesson should not
be underestimated. Comparative anatomy had
always raised questions of conscience because
it was either thought to spy on God’s secret
principles of the universe, or it was thought to
be a vain and pointless quest for ultimate causes.
From a Christian point of view, if the body is
merely flesh, can the anatomical inquiry reveal
anything of God’s purpose? Anatomy had, as a
result, remained a conservative area of medical
science, where it continued to be dominated by,
for example, Galen’s text On the Conduct of
Anatomy. Anatomy had begun to change radi-
cally with the work of Andreas Vesalius (1514—
64) who, through experimentation on human
beings, broke away from the scholastic con-
formity to the Galenic tradition.

In the seventeenth century the anatomy lesson
continued to function as a moral lesson. In the
work of anatomists such as Andreas Laurentius
(1558-1609), the anatomy section encouraged
the observer to ‘know thyself’ and to embrace
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the feeling that ‘there, but for the grace of God,
go I.” These sentiments are well illustrated in the
famous painting by Rembrandt in ‘The
Anatomy Lesson of Dr Tulp’ of 1632, which
shows Dr Nicolaas Tulp in the Waaggebouw
over the sectioned body of the criminal Aris
Kint. The light and shadow employ the realism
of Caravaggio, but the picture has many iconic
features pointing to Christian truths about the
frailty and finitude of man. For example, behind
the figure of Tulp there is in the wall a Christian
symbol of the shell. The anatomy lesson contin-
ued to be part of a moral discourse about sinful-
ness and judgement within the new framework
of scientific experiment, which stood at the core
of the seventeenth-century scientific revolution.

MENTAL HEALTH AND THE PANOPTIC
GAZE

In this chapter I am primarily concerned with
concepts of physical health, but it is important
to touch briefly on the issue of mental health.
Contemporary sociological analysis of medical
systems has been profoundly influenced by the
work of Michel Foucault (1926-84), who con-
tributed to the study of madness, French post-
revolutionary medicine, the medical responses to
sexual deviance, and the history of Christian
attitudes to health and illness. Foucault’s work
on systems of knowledge follows the tradition of
Gaston Bachelard and George Canguilhem who,
among other things, demonstrated that scientific
revolutions often take the form of a violent
break with the past (an ‘epistemological rup-
ture’), and that science was best understood in
its practice rather than in its claims, which were
typically inconsistent with, or not supported by,
its practical applications. Both propositions tend
to be critical of whiggish views of history as an
evolutionary progress.

Foucault (1971) identified a break in the mid-
dle of the seventeenth century when large num-
bers of people were confined in detention in such
places as the General Hospital in Paris. Because
the definition of madness was broad and vague,
detention functioned as a way of imposing gov-
ernment or regulations on the poor, needy, and
incompetent. ‘Madness’ is a regulatory discourse
for the management of large populations. A sec-
ond break occurred in the eighteenth century
when ‘madness,” as an indefinite concept,
began to give way to modern notions of ‘mental
illness.” Whereas madness as in the notion of
‘folie or foolishness in Shakespeare’s King
Lear was historically associated with divine
insight and creativity, mental illness became a
technical discourse that overtly attempts to dis-

tance itself from more traditional notions of pos-
session, violence, and creativity. In ‘folie,” reason
and madness could communicate, but the mod-
ern notion of insanity has domesticated and neu-
tralized the old forces of jest and foolishness.
This new conception of mental illness required
a new setting, and Foucault traced the evolution
of psychiatry alongside the institutional growth
of the modern asylum, which applied the princi-
ples of panoptic surveillance in Benthamite uti-
litarianism to the management of the mentally
sick (Foucault 1977).

The point of Foucault’s history of the cate-
gories of mental health was in fact to criticize
the dominant ideology of psychiatry, which ana-
lyzed the history of its own profession as the
triumph of reason over witchcraft. Foucault
noted that, like medieval responses to witch-
craft, psychiatry involved various forms of ‘gov-
ernmentality’ to regulate individuals whose
behaviour was in various ways ‘deviant.’
Foucault’s approach directed attention to the
function of concepts of disease and illness as
components of a larger system of social regula-
tion. Although his approach was very different
in its assumptions and methods, there is some
similarity between Foucault and, for example,
Thomas Szasz (1961, 1970), who questioned
the role of psychiatry in eroding individual and
human rights. For Szasz, the differences between
the liberal West and the communist East had
been exaggerated because in both societies medi-
cal practices such as electroconvulsive therapy
could be used to control political dissidents.
The importance of writers like Foucault and
Szasz in the social sciences of medicine raises
fundamental questions about the alleged neu-
trality and reliability of scientific method and
concepts in the management of human affairs
because the medicalization of deviance often
removed the right of an individual to rational
debate. The attempt to treat homosexuality as
a mental disease is a classic illustration.

THE NINETEENTH CENTURY: THE
STRUGGLE WITH INFECTION

Although the nineteenth century is seen in offi-
cial histories of medicine as the great triumph of
the scientific revolution, it also disguised a pro-
found struggle between individualistic allopathic
medicine and social medicine. At the core of this
debate was on the one hand, the great success in
scientific responses to infection through such
techniques as vaccination, and on the other,
the great social needs of the urban population
and the growth in social science responses
through the development of town planning. It
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is the classic illustration in the historical conflict
between human suffering and illness as the
effects of environmental pollution and social
degradation versus an individualistic medical
response to the disease entities. These differences
are particularly important in the historical ana-
lysis of such epidemics as tuberculosis (Szreter
1988). Were the major improvements in health a
consequence of medical intervention to control
disease through vaccination, or were the
improvements in health a function of rising stan-
dards of living? The nineteenth century pro-
duced monumental social investigations on the
conditions of the poor, which continue to influ-
ence social responses to health and illness.
Throughout Europe, there were major social
attempts to control illness through the political
manipulation of urban conditions to improve
hygiene. For example, in The Netherlands the
Hygienists were a group of medical practitioners
who, between 1840 and 1890, embraced the view
that the health of the nation was determined by
public health (Houwaart 1991). The Hygienists
rejected attempts to centralize public health at
the level of the state and supported some devo-
lution of health care. The movement illustrates
the fact that medical and political reform tend to
go together because the Hygienists were very
much a product of the 1848 liberal revolutions,
which were characteristic of Germany and
France. In their medical views, they rejected
the contagionistic assumptions and traditional
methods of describing diseases by their external
aspects, which characterized early nineteenth-
century epidemiology. These concepts were
focused on ontology. For the Hygienists, dis-
eases were not entities that flourish and die fol-
lowing environmental changes, but were caused
by anatomical and physiological relations in the
body. By their standardization of disease classi-
fication, they were able to collect more effective
statistical evidence on morbidity and mortality.
After 1850, they came to accept the Bodentheorie
(ground or soil theory) of Max von Pettenkofer
(1818-1901), the professor of hygiene, who
claimed that epidemics were caused by soil pol-
lution. His reputation was based on his analysis
of the south German cholera epidemic of 1854.
The cholera germ was a product of the soil, not
the human intestine, and von Pettenkofer
offered a technical solution, namely a recon-
struction of urban water systems in order to
regulate water levels. The Bodentheorie was
well suited to the political culture of postrevolu-
tionary Europe because it implied a technical,
rather than a political, response to epidemics.
This illustration of public health in the nine-
teenth-century Netherlands has to be located
within the broader context of the debate about
contagion. The notion that disease was passed

from one person to another by infective organ-
isms by contagion can be traced back to
responses to pestilence in early societies. The
author of Leviticus recognized that leprosy and
gonorrhea were transmitted by contagion and
had therefore to be quarantined — a name
derived from quarantina or the 40-day period
of isolation required of people entering Italian
ports who were thought to be infected by dis-
ease. The alternative view of epidemics was that
they are caused by atmospheric influence or ‘epi-
demic miasma.’ Epidemics are caused by bad air;
mal aria. Although the notion of miasma has
long been discredited, it pointed to the role of
poor living conditions and lack of hygiene as a
cause or condition of illness. However, miasma
as a theory was destroyed in the nineteenth cen-
tury by the discovery of the living organisms
that produced many diseases. The theory of con-
tagion by infective organisms also led, after
much professional resistance, to the conclusion
that disease was spread by doctors from one
patient to another. The work of Ignaz
Semmelweis, from the General Hospital in
Vienna, in the 1860s on puerperal fever was sig-
nificant in the development of hygienic practices
in the treatment of pregnant women. Through
observation, Simmelweis came to the conclusion
that infection (in this case puerperal fever) was
spread by his own students from dead infective
material. Cleanliness and hand washing in a
solution of chloride of lime reduced mortality
rates by more than 6 per cent. The scientific
principles behind these practical procedures
were eventually supplied by Joseph Lister, for
example, building on the tradition of Louis
Pasteur and Robert Koch. These advances
made possible a much safer environment for
the practice of surgery and contributed to the
containment of infections following hospitaliza-
tion (Youngson 1979). Despite the resistance of
the medical profession to the scientific discov-
eries of Semmelweis and Lister, the advances in
medical science made possible the growth of the
medical profession as a ‘learned profession’
driven by the cutting-edge of science. It also
contributed to the ‘mirage of health’ as a
Utopia of modern consciousness.

THE TWENTIETH CENTURY: THE RISE OF
THE MEDICAL FACULTY

The twentieth century has been the context for
radical changes in medicine. In these changes,
one cannot separate transformations of the con-
cepts of health and illness from the development
of the role of professional medicine. Medical
power and social knowledge are necessarily
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combined, and therefore the transformation of
the university curriculum indicates shifting bal-
ances in authority between different professional
groups and institutions. The reform of the
medical curriculum is an important guide to
these changes. The triumph of allopathic, indi-
vidualist, and secular medicine over social or
environmental medicine is symbolized by the
publication of the Flexner Report on Medical
Education in the United States and Canada in
1910. Abraham Flexner argued that scientific
medicine required an intensive and protracted
university-based training in the fundamental
natural science curriculum. The immediate
implication was that only students from the
upper classes could achieve the lengthy univer-
sity training necessary for professional entry into
medical roles (Berliner 1984). The report had
the consequence of limiting the flow of black
students, women, and the working class into
the medical faculty, and the recruitment of
these groups into the profession showed no
sign of revival in North America until after
1970 (Mumford 1983).

The Flexner Report recognized and author-
ized the social dominance of a research-oriented
scientific medicine in which the biological
sciences, along with laboratory training, provide
the foundation of medical understanding. It also
involved the triumph of allopathic over comple-
mentary medicine generally, and homeopathic
medicine in particular. Medicine was increas-
ingly specialized in terms of its knowledge
base, and there was a division of labour around
the separate organs of the body. The new breed
of scientific doctors were specialists in the bio-
logical functioning of the human body.

This scientific corpus of medical knowledge
was also associated with the evolution of the
medical faculty within the university system as
a separate, high cost, research faculty with its
own unique authority and eventual dominance
over the academic board. Medical faculties were
increasingly separate in spatial and academic
terms from the rest of the university. This phy-
sical separation reinforced the social solidarity
of the medical faculty and effectively isolated
the medical curriculum from other parts of the
university. Specialization and subspecialization
intensified the technical aspects of the scientific
discourse of medicine, which was later associ-
ated with the rapid growth of physiology and
pharmacology (Perrin and Perrin 1984). These
curriculum changes laid the foundation of the
golden age of twentieth-century scientific medi-
cine from 1910 to 1950, in which Flexnerian
reforms were dominant in North America and
Europe. The growing importance of the general
hospital was also associated with the rising
social status of medicine. Improvements in

hygiene, sanitation, and nursing resulted in
declining morbidity rates, thereby making hos-
pitals safe for their middle-class clients. The
growth of scientific medicine, the research medi-
cal faculty, and the evolution of the hospital
were the context for a distinctive period of medi-
cal professionalism, where the medical associa-
tions controlled entry into the medical
occupational cluster (Larson 1977). There were
complementary processes of professionalism in
dentistry, pharmacy, nursing, and many other
paraprofessional  groupings. These social
changes ushered in the era of the medical-indus-
trial complex (Ehrenreich and Ehrenreich 1970)
and fostered a new wave of social criticism direc-
ted at the negative consequences of the ‘medi-
calization’ of society and the growth of
iatrogenic illness (Illich 1976).

A variety of medical analysts have argued that
since the 1970s there has been a profound trans-
formation of health-care systems associated with
a decline in the centrality of professional medi-
cine and its professional autonomy (Starr 1982).
The decline of medical dominance has also been
associated with the erosion of social security
schemes, centralized welfare states, and the com-
mercialization of medical provision. As the
insurance companies began to influence debates
and policies about health funding, the profes-
sional autonomy of doctors became constrained.
Governments have also turned to a mixture of
preventive medicine, third-sector finance, and
public health policies to support self-regulation.
These fiscal crises in health care are closely
related to the greying of the population. These
political and economic changes have focused the

attention of medical sociologists on what
Foucault called ‘governmentality’ (Turner
1997b).

THE GREYING OF THE WEST

By the second half of the twentieth century,
there was a general agreement that the great
epoch of infectious disease had come to an
end. Medical historians and epidemiologists
such as Thomas McKeown (1979) could argue
that the infectious scourges of the previous cen-
tury (tuberculosis, measles, whooping cough,
and venereal disease) had virtually disappeared
with improvements in housing, water supply,
food, and education. McKeown’s thesis, which
is not simply confined to the nineteenth century,
demonstrated the importance of environmental
and social causes in the decline of mortality
rates. Tuberculosis was declining steadily from
the 1830s before the use of bacillus Calmette—
Guerin vaccination and the introduction of
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drug treatment such as streptomycin in 1944,
paraaminosalicylic acid in 1946, and isoniazid
in 1952. The drug treatment of TB had a pro-
found impact on mortality rates. Whereas 900
girls died from TB in England and Wales in
1946, only 9 died in 1961. However, these
improvements, according to McKeown, were
the consequences of socioeconomic improve-
ments that enhanced the general health status
of the population.

Social inequality and poverty are now
regarded as major determinants of individual
health, with major differences in morbidity and
mortality among social classes, as demonstrated
in Great Britain by the publication of the Black
Report (Townsend and Davidson 1982). Social
medicine, as a result, has often been closely con-
nected with political radicalism because it has
concluded that poverty causes illness, and there-
fore the remedy has to be sought in social change,
if necessary, of a revolutionary character. In
Great Britain the new discipline of social medi-
cine was advanced by radicals such as John Ryle,
who in 1942 became the first professor of social
medicine (Porter 1997). In North America, the
debate about the social causes of illness and dis-
ease was promoted by medical sociologists such
as Howard Waitzkin, who explored the notion of
‘the second sickness’ — a disease of the body pro-
duced by social injustice (Waitzkin 1983;
Waitzkin and Waterman 1974).

As mortality rates declined, the populations of
the industrial societies increased because birth
rates remained high. Demographic transition
was the result. However, as contraceptive
devices became more common and there was a
new emphasis on the family and motherhood,
households sought to control their reproduction
and birth rates began to decline. The conven-
tional view is that modernization, in demo-
graphic terms, involves an s-shaped curve as
societies pass from high death and birth rates
to low death and birth rates. One further conse-
quence, in the absence of migration, is the grey-
ing of the population and the epidemiological
transition as deaths from infectious diseases
are replaced by mortality determined by cancer,
heart disease, and strokes. As Western societies
became more affluent, geriatric illnesses such as
diabetes came to dominate the demography of
advanced societies. In terms of social knowledge,
these changes were accompanied by the rise of
social gerontology, which remains an incoherent
domain of theory relating to both individual and
cohort ageing (Green 1993).The greying of the
population has also given rise to a general
debate about the impact of age dependency on
the capacity of societies to provide care for the
elderly. The new social gerontology has begun to
chronicle a wide range of new infirmities and

misfortunes waiting for human beings who
have successfully survived into later life, in par-
ticular Alzheimer’s disease, which is present in
20 per cent of the population over age 85.

Although geriatric illness has not enjoyed the
same status as heroic medical intervention in
acute diseases, there has been considerable inter-
est in a range of degenerative conditions. For
example, there has been a medicalization of
‘women’s complaints,” especially menopause.
There has been considerable debate on the exis-
tence and consequences of premenstrual tension,
the universality of menopause, and the existence
of the sexual drive in old age. Some anthropol-
ogists have denied that menopause is universal,
claiming that maturation for women in many
societies, including Japan, is not accompanied
by hot flashes, tension, and irritability (Lock
1993). Medical responses to the menopause,
such as estrogen replacement therapy, have
been equally controversial, with accusations
that similar ageing processes in men have been
ignored or neglected. Indeed many men’s activist
groups argue that, given the political importance
of feminism, men’s diseases such as prostate can-
cer have been neglected. Prostate cancer is the
second leading cause of death from cancer for
older men in the United States.

The greying of the population in the United
States, where in 1990 more than 12 per cent were
over age 65, has resulted in important political
conflicts over illness categories. With medicaliza-
tion there is a tendency to treat ageing as a dis-
ease which, with profound medical interventions
(cosmetic surgery, hormone replacement ther-
apy, organ transplants, and coronary bypass
surgery), can be partially arrested. While the
rich and famous have attempted to deny ageing
and death, mainstream grey politics have chal-
lenged the assumption that immobility, memory
loss, and an erosion of libidinal interest are
inevitable consequences of ageing (Friedan
1993).

By the 1970s it was assumed that the conquest
of disease in Western societies would require the
development of drugs that would delay or man-
age old age. As medical attention moved from
acute to chronic diseases, preventive medicine
and health education would contribute to the
containment of diabetes and heart disease. This
complacency was shattered in the 1980s by the
emergence of the HIV/AIDS epidemic, which
was first reported in 1979—80 and which spread
rapidly among the homosexual communities of
North America, Europe, and Australia. The epi-
demic has, and will have, a major economic
impact on Third World societies and in those
communities (such as Islamic fundamentalist
societies) that refuse to recognize the presence
of HIV-positive communities in their midst.
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The virus is now reported in 130 countries and
carried by millions. In North America, it was
originally confined to the homosexual commu-
nities of the West Coast and New York. In
Australia, approximately 80 per cent of new
cases are reported in Sydney, the gay capital of
the continent. However, the virus spread to het-
erosexual couples and to hypodermic drug users
who failed to observe the necessary etiquette of
not sharing needles. The epidemic often gave rise
to hostile moral condemnation of gay men,
demonstrating once more the intimate connec-
tion between medical and moral discourses.

I refer to the HIV/AIDS phenomenon as an
‘epidemic’ partly to indicate its complexity. One
does not die of AIDS but from the cluster of
conditions (such as pneumonia) to which it
gives occasion. AIDS is a medical condition
that promotes a spectrum of illnesses and dis-
comforts, so the categorization of AIDS requires
other ‘opportunistic infections.” The constella-
tion of signs and symptoms in the context of
HIV infection is termed the AIDS-related com-
plex or ARC. In short, AIDS is socially con-
structed of the multiplicity of illnesses and
malignancies that opportunistically flourish
within a depleted immune system. Given the
complexity of the condition, it is not surprising
that a wealth of social metaphors also oppor-
tunistically multiplied. Susan Sontag (1989) sug-
gests that AIDS shares with medieval plagues
the notion of an invasion, but it is also organized
around notions of pollution resulting from per-
sonal perversity.

Sexually transmitted diseases have forced
society to rethink policies towards infectious dis-
ease, but they also demonstrated once more that
medical understanding can never be easily sep-
arated from moral assumptions about normal
behaviour. AIDS has also indicated that the
future development of human health will inevi-
tably and inextricably be part of a more general
process of cultural globalization. In previous
centuries, while plagues and epidemics were
spread by migration and trade in the world, dis-
eases were somewhat specific to geographical
niches. With the growth of world tourism and
trade, the global risk of infectious disease has
spread rapidly. Influenza epidemics now spread
almost instantaneously. There is widespread
anxiety about the development of a variety of
new conditions that are difficult to diagnose
and to classify, complex in their functions and
diffusion, and resistant to rapid or conventional
treatments. The list of such conditions includes
the eruption of newly discovered diseases such as
hantavirus, the migration of diseases to new
areas (such as cholera in Latin America), dis-
eases produced by new technologies (such
as toxic shock syndrome and Legionnaires’

Disease), and diseases transmitted from animals
to humans. These problems have, along with
ebola, Marburg virus, Lassa fever, and swine
flu, generated a concern for ‘the coming plague’
(Garrett 1995).

These fears have been associated with the per-
ception that we now face a new generation of
hazards and risks that arise from the global pol-
lution of the atmosphere and the environment.
These global hazards gave rise to a new theory
of society in the work of Ulrich Beck (1992),
who argued that with modernization we have
moved into an uncertain and precarious social
condition called the ‘risk society.” As society
becomes more sophisticated, the potential risks
from scientific experiment increase, especially
where medical innovations are inadequately
regulated. Indeed as societies become more
deregulated and subject to market discipline,
the scale of risks and hazards increases. Many
critical commentators claim that the damage
from the thalidomide drug, the spread of ‘mad
cow disease,” and the speculation surrounding
the causes of Creutzfeldt Jacob’s Disease
(CJD) are evidence of the arrival of a risk society
where medical interventions and experimenta-
tions are increasingly out of control. President
Clinton’s attempts to control the spread of clon-
ing is simply further evidence for many that a
‘brave new world’ of secret medical experimen-
tation is already upon us. The globalization of
disease, the reproduction of people through new
technologies, the degradation of the environ-
ment, the spread of cyborgs, and the mechaniza-
tion of the domestic environment have given rise
to speculation about postmodernization of the
human body, which would become a hybrid phe-
nomenon, precariously poised between nature,
technology, and culture. In postmodern theory,
human beings will no longer be metaphorically
mechanical; they will, in fact, be mechanized.

ConNcLUsION: THE PHILOSOPHY OF
MEDICAL SCIENCE

To provide a history of medical concepts is auto-
matically to raise questions about the ontologi-
cal character of disease states; to indicate that
any phenomenon has a history is to imply a
relativistic view of reality. In this chapter, I
have been concerned to trace, through a heuris-
tic typology of disease concepts, the broad par-
ameters of medical change in Western societies.
In so doing, I have taken for granted a range
of analytical issues concerning disease. It
would be important in a more detailed approach
to distinguish carefully among the experiences of
sickness, the social behaviour associated with
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disease, the social roles that people are expected
to perform in such circumstances, and the dis-
ease categories by which medical science
describes a range of physical and mental mal-
functions. In this history of concepts of health
and illness, I have been primarily concerned with
expert systems of knowledge and belief.

A weak program in the sociology of knowl-
edge may simply argue that while lay percep-
tions of health and illness have a history
because they are embedded in everyday under-
standings of reality, scientific concepts of health
and illness may be either true or false, but they
are not determined by the cultural context
within which they emerge. Medical sociology
has often embraced ‘social constructionism’ as
a platform for its research. This perspective is
said to entail three dimensions. First, the mean-
ings of social reality are not fixed or intrinsic,
but are the product of human interaction. The
meanings of social reality emerge out of the con-
stant flux of social exchange. Second, these
meanings can never be taken for granted because
they are constantly contested in everyday inter-
actions. Third, human beings are self-reflexive
about these meanings and constantly intervene
to discuss and to change them (Levine 1992:
186). Such a perspective has been useful in
studying the processes by and through which
patients and doctors negotiate the meaning or
significance of illness. This perspective also
goes on to argue that these meanings of illness
at the microsocial level are also conditioned by,
and impact upon, the more general macrobelief
systems that surround health and illness con-
cepts. At this general level, concepts of health
and well-being become inextricably connected
to fundamental notions of self-identity
(Herzlich and Pierret 1987).

Although from a sociological point of view
this constructionist argument is persuasive, it is
in many respects a limited view of scientific
beliefs. A critic of this orientation might argue
that, while lay beliefs and everyday assumptions
about health and illness are indeed the products
of everyday experiences of being sick, the clinical
categories of disease that arise from close scien-
tific inspection and doctors’ observations of
symptoms are not socially constructed and do
not change significantly over time. One version
of this argument would be to claim that some
concepts of disease are more socially constructed
than others (Turner 1992: 106). What people say
or believe about a disease changes over time, but
the clinical condition itself is relatively timeless.
Thus, Ilza Veith (1981: 222) claims that
Hippocrates’ clinical description of mumps
could easily be identified and confirmed by a con-
temporary general practitioner; she argues that
‘what is unchanged is disease. What did change,

however, is the way in which disease was looked
upon.” Our understanding of this contrast can be
facilitated by Lester King (1982: 149), who sug-
gests a useful distinction between a clinical entity
and a disease entity. A clinical entity (from kline
or bed) is a configuration or pattern that is
observed by a doctor in (a bedside) interaction
with a patient. The concept is thus linked to the
practice of medicine. A disease entity is ‘knowl-
edge about’ a condition that is produced by doc-
tors’ observations, statistical information, and
laboratory tests. As a disease entity becomes
scientifically established, it may well radically
alter a clinical identity. A textbook of medicine
is, in essence, a collection of theories of dis-
ease entities. Thus, if we compare Thomas
Sydenham’s seventeenth-century description of
puerperal fever with Hippocrates’ description,
we find a remarkable convergence. What is
being described (the clinical condition of the
fever) is relatively constant, but the theory
behind the description has changed considerably.
Theories change over time because they are pro-
duced by changes in domain assumptions, reor-
ganization of university curricula, professional
competition between scientists, new discoveries
from laboratory trials, and so forth.

It is not contradictory, therefore, to hold both
that there is a clinical reality (fever or mumps)
which is captured in the ‘classic descriptions of
disease’ that doctors handed down over the cen-
turies (King 1982: 152), and that theories and con-
cepts of health and illness vary considerably over
time, being influenced by general social values,
fashion, and changing social circumstances. It is
in the strong program of the sociology of knowl-
edge and in the social studies of science tradition
that one finds research that attempts to demon-
strate that these fundamental concepts of science
are socially produced. However, clinical entities
are also socially produced by the fact that, for
example, doctors are trained to recognize the
signs and symptoms that announce the presence
of fever or mumps. To say that fever is socially
produced is not to say thatitis a ‘fiction,” or thatit
does not exist, or that it could be conjured up by
the doctor as a magician pulls a rabbit from a hat.
However, the signs and symptoms of fever in a
clinical setting are mediated through and by the
experiences and training of physicians, and these
physicians are the products of specific and local
medical cultures.

From a social science perspective, we can sum-
marize the principal issues in contemporary
understandings of the concepts of health and ill-
ness in the following manner. Regardless of the
epistemological difficulties surrounding the
notion of disease entities, there is widespread
agreement that conceptions of disease have
changed radically. It is no longer accepted that
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there is a universal taxonomy of disease or that
medical categories are neutral. The general
theories of health and illness that explain the
medical condition of humanity are shaped and
organized around the dominant ideologies and
beliefs of a culture (its domain assumptions).
Medical categories are not neutral because they
typically carry and house the metaphors of a
society by which praise and blame are allocated.
In addition, the nineteenth-century search for the
specific etiologies of every disease, in which each
disease has its own cause, has been abandoned.
Disease is now seen to have multiple, interactive
causes and therefore no simple single cure is pos-
sible or desirable. As we have seen, the AIDS
epidemic is a good illustration of this complexity.
In this respect, Bachelard, Canguilhem, and
Foucault have influenced social science ap-
proaches that generally accept some version of
the argument that sciences develop through
revolutionary paradigm shifts, and that scientific
theories are socially constructed.

At the everyday level, social experiences of ill-
ness are equally shaped and constructed by cul-
tural assumptions and social relationships. At
this level of lay beliefs, there is a continuing ten-
dency to see illness experiences within a moral
framework of blame and responsibility, a frame-
work that attempts to help individuals, in a pre-
dominantly secular environment, to answer
questions about life and death. The growing lit-
erature, both lay and professional, on death and
dying is one indication of the fact that despite, or
because of, the erosion of the authority of tradi-
tional religious institutions, rituals, and beliefs,
ordinary individuals need to find some meaning
for the seemingly trivial nature of the passage
from birth to the grave (Nuland 1994).
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1.2

Social Theorizing About Health and
Ilness

DAVID ARMSTRONG

INTRODUCTION

At the end of the eighteenth century a new
explanatory model of illness emerged in
Parisian hospitals (Ackerknecht 1967). This
new model replaced the constantly shifting
symptoms of humoral medicine with the novel
idea that illness was a product of a specific local-
ized pathological lesion within the body. The
contemporary emergence of the clinical examin-
ation and autopsy with which to identify the
lesion, and the hospital in which to capture it,
represented the practical and institutional mani-
festations of the perception of illness. Over the
subsequent two centuries this framework was
extended and developed, culminating in the
elaborate and sophisticated biomedical view of
health and illness that exists today. The new
model of disease and illness provided what
must count as the most successful theory of
health and illness, spreading over the last two
centuries to become the major formal explana-
tory framework for illness in all countries of the
world. As Foucault observed, for two centuries
this theory has provided ‘the dark, but firm web
of our experience’ (Foucault 1963).

The phenomenal success of the biomedical
theory of illness has constituted the essential
backdrop for social theorizing about health
and illness. The pathological lesion has pro-
vided the critical context in which — and some-
times against which — social theorizing has
developed. This chapter will therefore map
social theorizing about health and illness in its
relation to this overarching explanatory frame-
work of pathological medicine. This chapter

examines this relationship in five of its principal
forms, which also happen to follow a rough
historical progression.

First, there is the position of almost total
acceptance of the biomedical model that leaves
a limited role for social theorizing. At best,
social theory can offer conceptual support for
the medical enterprise, attempting to provide a
theoretical underpinning for wayward patient
behaviour, for some of the social precursors of
the biological lesion, and for some of its social
consequences. The second form of the relation-
ship is less subservient, seeking out an indepen-
dent role for the social sciences, yet still failing to
offer any fundamental challenge to the suzer-
ainty of biomedicine. Nevertheless, in areas
such as life events, labelling theory, and patient
experience, social theorizing develops an under-
standing of illness that lies largely outside the
dominant biomedical paradigm. The third type
of relationship is one of challenge as social the-
orizing engages with some of the outward trap-
pings of biomedicine such as the power of the
profession, its increasing medicalization of the
population, and the social values often encoded
in seemingly neutral medical/scientific knowl-
edge. Fourth, there comes the point when social
theorizing questions the cognitive basis of bio-
medicine itself, a perspective that is underpinned
by viewing biomedicine as historically and cul-
turally located, as simply one way — albeit a very
successful way — of modelling illness. Finally,
reflecting the postmodern turn in late twentieth-
century thought, the chapter offers a brief
glimpse of a reflexive world in which social the-
orizing about illness becomes itself the object of
social theorizing.
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Inevitably, through space restrictions and the
limitations of authorship, this chapter is not a
comprehensive or total review of all social theo-
rizing. Rather, it attempts to offer a map or
framework for wunderstanding the various
forms of social theorizing that have emerged
over the last few decades.

SociAL THEORIZING ABOUT HEALTH-
RELATED PHENOMENA COMPLEMENTARY TO
BIOMEDICAL SCIENCE

The cornerstone of the biomedical model is the
belief that illness can be reduced to a pathologi-
cal lesion, such as an inflammation or a cancer,
within the confines of the body. This lesion has
deleterious effects on neighbouring tissues, caus-
ing disruption to biological systems, negative
experiences for the patient (most commonly
pain), and sometimes the possibility of death.

The goal of clinical practice has therefore been
the identification and treatment of the lesion.
Because the lesion is held to have an effect on
a patient’s perceptions and experiences, these
latter could be reported to the doctor (through
taking the medical ‘history’) and interpreted as
symptoms of the underlying lesion. Different
diseases produced different patterns of symp-
toms so that the nature of the lesion could
often be inferred from these patient reports.
However, this inferential task was considerably
aided by additional evidence about the lesion
gained from identifying the biological distur-
bances caused by the lesion that were not
directly accessible to patient experience. This
other evidence came in the form of the signs of
disease elicited by the physician during the clin-
ical examination. (While in recent decades the
latter search has been considerably augmented
by the development of clinical investigations
that, in effect, extend the doctor’s senses.)
Having identified the disease type, the physician
could then initiate treatment that was focussed
on removing the lesion and its potential dangers
or, if that was not possible, ameliorating its
negative effects in some way.

An additional component of the medical
model, that was partially developed at first but
subsequently enhanced its success and prestige,
was the construction of an aetiological frame-
work for disease that identified the precursors
and causes of the underlying lesion. Im-
portantly, these causal factors were mainly con-
strued as biological in nature, perhaps the most
famous being the germ theory of disease.

Given the extent and success of the biomedical
model of disease, social science found itself con-

strained, at least in the early years, to working in
its formidable shadow. The ‘social’ could only
be introduced to the extent that it impinged in
some way on the paradigm of biomedicine out-
lined above. In effect, the first contribution of
social science to medicine, and the first opportu-
nity for social theorizing, lay in offering comple-
mentary and supportive explanatory models for
biomedicine. This contribution can be traced
through three core elements of biomedicine,
namely the process of identifying illness, assess-
ment of the consequences of illness, and the dis-
covery of the causes of illness.

Identifying Illness

The identification of illness relied partly on
patients’ accounts of their experience and partly
on the doctor successfully eliciting the signs of
illness. However, this clinical activity depended
on the patient choosing to visit the doctor: the
process of deciding to visit the doctor therefore
became an early focus for social science enquiry.

The problem of patients not presenting them-
selves to health services first emerged with the
failure of many people to respond to invitations
to take part in population immunization pro-
grammes. For example, the Sabin and the Salk
vaccines provided what appeared to be an effec-
tive and safe technique for guarding against
poliomyelitis, yet many parents did not take up
the invitation to bring their children for this
simple procedure. An earlier age might have
explained this behaviour in terms of fecklessness
or ignorance, but the preventive medicine of the
1950s turned to psychosocial explanations. The
major theory to emerge from this work was
the Health Belief Model which, with various
revisions, is still called upon to explain
health-related behaviour (Rosenstock 1965).
Essentially the Health Belief Model claimed
that various measurable facets of an individual,
such as their level of concern, motivation, and
previous experiences, could be used to explain
and predict behaviour with regard to preventing
ill health. Later models such as the Theory of
Reasoned Action (Fishbein 1967), the Theory
of Planned Behaviour (Ajzen 1985), and the
Health Action Process (Schwarzer 1992), devel-
oped and clarified these ideas but remained
faithful to the original objective of identifying
the intrapsychic factors that determined indivi-
dual behaviour.

The Health Belief Model was primarily a psy-
chological model of human behaviour and
related mainly to preventive activities, but evi-
dence began to accumulate of a parallel prob-
lem. To be sure, many people failed to use
available preventive services, but of far greater
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consequence — and apparently even more inex-
plicable — many patients chose not to seek medi-
cal attention when ill (Koos 1954). The search
for the reasons why patients chose not to take
their symptoms to the doctor ushered in a major
body of investigations around the problem of
what became known as ‘illness behaviour’
(Mechanic, 1962; Mechanic and Volkart 1960).

Initial concerns focused on patients who failed
to use services despite needing preventive mea-
sures or attention for their illnesses. However,
this soon spread to embrace all patient beha-
viour, including those patients who attended
with apparently trivial complaints. Theories to
explain behaviour were relatively low level, often
taken from a social psychological background
with an emphasis on the ‘triggers’ and impedi-
ments to seeking medical attention (Zola 1973).
Above all, however, these theories of patients’
behaviour relied on the appearance of the symp-
tom as the defining moment from which the pro-
cess started. As such, the symptom was viewed
as a biological fact in exactly the same concep-
tual form as used by medicine, a biological poin-
ter to the underlying lesion. Certainly it was
believed that there could be psychological as
well as organic symptoms, but all related to an
underside, an illness that the trained medical
practitioner could infer. Later, with the realiza-
tion that all symptoms were percepts, the way
would be open to reconstruct the process of
going to see the doctor and to locate its origins
in patients’ more fundamental experiences and
cognitions.

If patients did not respond appropriately to
their symptoms, then their behaviour intruded
upon the smooth operation of clinical practice;
but medicine also expected patients to report
their symptoms accurately and take clear note
of medical explanation and advice. Early psy-
chological studies of the consultation therefore
addressed the mechanics of the interaction and
of whether information had been accurately
relayed and acted upon (Ley 1988). Limits to
patient memory and advice on how doctors
could more effectively provide patients with
information were of great concern, as was the
apparently related ‘problem’ of noncompliance
with medical advice. In retrospect, the under-
lying model of human functioning reflected a
very mechanistic one.

The understanding of what has since become
known as help-seeking behaviour has remained
a thread running through social theorizing over
the last four or five decades. From its origins as
an adjunct to the biomedical process, it has
become a substantive area in its own right.
However, perhaps ironically, the topic has
tended to move outside the purview of social
theorizing as health psychologists searching for

the intrapsychic factors that drive behaviour
have taken it up with more alacrity. Help-seek-
ing behaviour has also proved of interest in more
policy and utilization studies that now recognize
that health service use is not simply a product of
illness severity. More recent theorizing about
risk and risk-related behaviour may yet revive
this area of work within mainstream medical
sociology.

Social Factors in the Cause of Illness

Perhaps the longest relationship between social
science and medicine has been the joint project
to explore the role of social factors in the aeti-
ology of disease. The traditional medical model
was largely concerned with identifying the
immediate biophysical insults that caused dis-
ease, but it could raise no objection to an ana-
lysis for investigating the social distribution of
those same factors. Indeed, attention to the dis-
tribution of aetiological factors had been a cen-
tral concern of nineteenth- and twentieth-
century epidemiologists, so it might be better
to describe this area of social science as ‘social
epidemiology.” This reflects not only its reliance
on traditional epidemiological methods, but also
the rather empirical and atheoretical nature of
the enquiry in that there was little need to go
beyond identification of the population ‘pat-
tern’: the medical model provided the sub-
sequent implications. In this sense, much of the
interwar epidemiological work and analyses of
mortality statistics might be termed social
science, although its theoretical sophistication
was very limited.

Even so, historically there was a theoretical
framework for the understanding of the distribu-
tion of biophysical threats, namely the Marxist,
that was revived in the 1960s (Doyal 1979;
Navarro 1976). In the nineteenth century,
Engels observed the close relationship between
the distribution of poverty and the distribution
of illness, and his observations were placed in a
powerful explanatory framework by his collab-
orator Marx. Of course, in the world of bio-
medicine there was little need for Marxism. It
was clear that the distribution of biophysical
threats was paralleled by that of poverty and
deprivation, but there was little interest in
whether it was due to exploitation of the work-
ing class or an inevitable part of human pro-
gress. In effect, biomedicine continued to
control the conceptual and research agenda in
that the central problem to be explained
remained the link between the noxious agent
and the pathological lesion; all else was an epi-
phenomenon. If this can be construed as a strug-
gle between the theory of Marx and the theory
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of biomedicine, there really was no contest.
Marxism was to make more of an immediate
critical impact on the organization and delivery
of health services rather than on understanding
the nature of health and illness.

Although it was sociology that claimed juris-
diction over mapping the social distribution of
(biophysical) aetiological factors, some of the
most significant developments in this area have
come, perhaps ironically, from within medicine.
On the one hand, the ‘McKeown thesis,” which
argued that health gains over the last two cen-
turies could largely be explained by improving
social conditions (McKeown 1979), and the
foetal origins hypothesis, mostly associated
with Barker (Barker 1992), which claimed it
was early environmental conditions that deter-
mined later adult morbidity and mortality, have
been very influential in both medical and social
science in understanding the relationship
between social environment and disease.

Although an overt Marxist theoretical frame-
work might have had problems in asserting its
claims against biomedicine, a more implicit and
empiricist approach in the form of health
inequalities research has proved a strong and
fruitful line of enquiry. Inequalities in health
status have remained a major feature of
Western societies, despite increasing standards
of living and health-care investment. A number
of theories have emerged to explain these differ-
ences, ranging from the quasi-Marxist material-
ist explanation to a more cultural framework. A
wealth of studies have tried to test and tease out
the exact mechanisms through which depriva-
tion in its many forms gets translated into com-
promised health status (Blane et al. 1996). There
has also been a claim that the extent of the range
of material inequality in any society predicts
health status irrespective of the actual standard
of living (Wilkinson 1996). Explaining this
observation offers yet another challenge for
social theorizing.

Social Consequences of Illness

For biomedicine, the consequences of disease
were expressed in the biological disruption that
it caused, and in as much as this might also affect
the wider integrity of the patient, it remained a
central focus. However, illness also marked a
social status beyond the pathological lesion,
and this too had implications for patients.

The classic account of the additional psycho-
social impact of the lesion was developed by
Parsons in his famous essay on the sick role
(Parsons 1951). In effect, not only did the lesion
damage the biological integrity of the patient,
but it also compromised the patient’s social

status. Later, critics of Parsons —and there
were many — rejected this narrow formulation
of the sick role. Its assumptions of consensus
and harmony have become less popular as an
explanatory framework in sociological theory.
Equally, it would seem that the sick role as
described by Parsons ignored the plight of
many patients with chronic illnesses who were
unable to benefit from or fulfil one or more of
its characteristics.

Nevertheless, for all its faults, the sick role still
forms one of the conceptual building blocks of
medical social science (and its theoretical rami-
fications have remained a topic of interest ever
since (Gerhardt 1989)). The historical signifi-
cance of Parsons’ concept was that it recast the
doctor/patient relationship from a therapeutic
encounter to an engagement of wider ‘social
control’ mechanisms. Illness was a deviant sta-
tus, and without appropriate control mechan-
isms over patient behaviour and motivation
there was a potential risk to social stability.
Parsons also represented the main route through
which psychoanalytic theory made its small
impression on social theorizing. Parsons himself
was influenced by psychoanalysis, and this per-
spective, as later commentators pointed out, was
embedded in his notion of the sick role.
Accordingly, the few attempts to bring the
unconscious into medical sociology have been
through rehabilitation of Parsons’ original
insights. Even so, the wealth of psychoanalytic
perspectives remains largely marginal to the
sociological enterprise (Figlio 1987; Lupton
1997).

The idea of the patient as a social actor cor-
responded well with the empirical problem of
patients’ behaviour that had been discovered in
the early medico-social surveys. The notion of
the sick role gave a conceptual basis for thinking
about the apparent vagaries of patients’
response to symptoms and medical intervention.
The other themes in Parsons’ original essay,
namely the doctor’s responsibilities in the medi-
cal encounter, were less well cited, although they
too represented a novel theoretical line of
enquiry which was further developed in ensuing
decades in terms of the role of the medical pro-
fession in society.

SociAL THEORIZING ABOUT HEALTH-
RELATED PHENOMENA IGNORED OR
OVERLOOKED BY BIOMEDICAL SCIENCE

Biomedicine defines health and illness largely in
terms of biologically based diseases. This means
that causes, manifestations, and consequences of
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disease are expressed in biological terms. This
perspective also treats the ill person, often by
default, as a biological object. However, social
theorizing identified and addressed the other
more psychosocial dimensions of the ill person.
The discovery of illness behaviour and the idio-
syncrasies of patient behaviour in the consulta-
tion began to open up the possibility that the
patient was more than an inefficient recording
instrument for the underlying pathological
lesion.

Two strands in social science represented this
reconstruction of the patient. First, the external
aetiological factors that medicine had concep-
tualized in terms of biological hazards (and
social epidemiology had shown to be socially
patterned) began to be perceived as themselves
psychosocial in nature. Second, the impact of
illness was extended beyond the individualized
status of the sick role to the wider social identity
of the patient. These two theoretical innovations
involved a reconceptualization of the form of
identity embedded in patienthood, from the lim-
ited well-behaved patient entering the sick role
to the holistic experiencing person engaging with
chronic illness.

Psychosocial Threats

Although the observation that biological
hazards were socially distributed was not a cen-
tral part of the medical model, the analysis of
social patterning did not pose a challenge in that
the aetiological factors remained essentially bio-
logical in nature. However, the components of
an alternative aetiological framework already
existed in the very heart of social theory.
Earlier in the twentieth century, Durkheim ana-
lysed suicide rates to show that they were closely
related to degrees of social integration and reg-
ulation (Durkheim 1952). Examining contem-
porary suicide statistics in tables of three
variables, Durkheim developed a primitive
form of multivariate analysis to show that sui-
cide rates varied in different European societies
in a manner that fitted his theory, and that the
rate was indeed lower amongst ‘integrated’
groups such as the married and Catholics.

The idea that social integration could affect
the rate of suicide was taken further with post-
war community studies of mental illness. If
social disintegration could affect suicide then
why not mental illnesses in general (Leighton
et al. 1963)? At first social integration was oper-
ationalized in terms of respondents’ reports
of the health of their community. Later the
measure became a more individualized one
involving on the one hand the disruptive stim-
ulus of a negative life event, and on the other

the protective integration afforded by social
support (Dohrenwend and Dohrenwend 1981).
Following  Durkheim’s  original insights,
research has since attempted to establish
whether social support, or lack of it, had a direct
effect on health or acted as a buffer against
negative experiences such as life events
(Berkman and Syme 1979; Henderson 1980).
Antonovsky (1979) provided a further theoreti-
cal development of these notions in his concept
of sense of coherence that represents a more
individualized version of social integrity.

In summary, the collaborative work between
social epidemiologists and medical sociologists
continued to explore the relationship between
social factors and illness. Some of this research
was directed at uncovering the links between
various facets of lifestyle and their health corre-
lates (Blaxter 1990), particularly as this inte-
grated with the needs of the growing health
promotion and illness strategies of the 1970s
and 1980s, but another strand of research
began to emphasize the importance of psychoso-
cial factors. Psychologists had already reported
on the effects of stress on health but, despite the
initial promise, stress was proving remarkably
difficult to define consistently across many
studies. Life events, however, provided a more
clearly defined personal ‘insult’ that could be
operationalized more easily. Observations of
bereavement reactions had shown the powerful
immediate effects of a negative life event, and
work was pursued to explore the role of life
events in psychiatric illness, particularly depres-
sion, but also in organic illness (Brown and
Harris 1978).

The overall result of these studies of psycho-
social threats has been the creation of a concep-
tual field in which psychology, sociology, and
clinical practice intersect. While largely accept-
ing the biomedical definition of illness/disease,
these studies have continued to assert the impor-
tance of the psychosocial environment against
the more biological factors to be found in tradi-
tional models of disease aetiology.

Labelling

Parsons’ notion of the sick role had shown that
illness was expressed in social status as well as in
biological disruption, and just as the work on
aetiology had extended into a more psychosocial
realm, the understanding of the social impact of
illness was later enhanced. The labelling theory
provided the important bridge between social
aetiology and social pathology.

Labelling theory was developed in the 1960s
as an explanation of why social reaction to a
person could have important effects for that
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person (Becker 1963; Lemert 1967), but per-
haps its most famous expression was in the
work of Goffman. Drawing upon symbolic
interactionism (Rose 1962), Goffman focussed
on the everyday interactions between social
actors. In later writing he was more explicit
about his theoretical grounding (of frame ana-
lysis), but his texts on stigma and asylums are
important statements in their own right that
were to inform much later conceptualization
of the impact of illness on patients (Goffman
1961, 1963). Labelling, particularly as inspired
by Goffman, has proved important in the field
of disability, allowing the psychosocial prob-
lems experienced by the mentally and physically
impaired — mainly brought about through the
reactions of others — to be identified and better
understood (Higgins 1980; Scott 1969). Indeed,
the WHO was sufficiently convinced of the
importance of this perspective and introduced
a now well-accepted classification of impair-
ment, disability, and handicap. Impairment
was classified as the patient’s biological deficit,
disability was the degree to which function was
affected, and handicap the extent of social
problems, mostly brought about through label-
ling or the fear of labelling (WHO 1980; Wood
1975).

There has been subsequent theoretical devel-
opment of the labelling/stigma model. For
example, the distinction between felt and
enacted stigma has been a particularly useful
one (Scambler and Hopkins 1986), but the the-
oretical insights of this approach have been
more remarkable for becoming a taken-for-
granted framework for understanding reactions
to illness. This meant that the patient became
more than a passive repository for the patholo-
gical lesion. During the 1970s, this latent senti-
ent creature awoke further as social scientists
began to recognize and measure cognitions and
experiences.

Cognitions and Experiences

Research on illness behaviour, which had been
such a potent force for defining a disciplinary
space for medical sociology, began to run out
of steam in the 1970s. The problem was a theo-
retical one. Understanding patients’ responses to
symptoms had failed to develop a coherent the-
ory that would allow fruitful predictions; the
result was a series of largely empirical studies
offering at best a descriptive epidemiology of
symptom prevalence. This framework was revo-
lutionized by studies using an ethnographic/
anthropological approach that argued that the-
orizing had to start from the patients’ under-

standing of the symptom’s meaning (Herzlich
1973; Kleinman 1980). This meant that health-
related behaviour could be linked to patient’s
cognitions or lay explanatory models of illness.
For example, biomedicine explained an upper
respiratory tract infection in terms of a virus,
whereas most lay people seem to have ideas
about draughts, wet hair, cold feet, etc., together
with appropriate ‘folk’ remedies (Helman 1978).
It thus became possible to begin to explain the
50 per cent of patients who failed to comply with
medical instructions in terms of a failure of the
doctor to identify the real underlying problem.
Sociologists could then advise doctors that part
of the consultation should be spent eliciting and
dealing with the patient’s ‘lay theories’ (Tuckett
et al. 1985).

The second aspect of patient functioning that,
in parallel, became a focus for sociological work
was patient experience. Rather than seeing ill-
ness as something patients ‘had’ or reacted to
(especially in terms of help-seeking behaviour),
it could be viewed as something patients experi-
enced. There followed a great number of studies
that explored patients’ experiences of a variety
of illnesses, particularly in the ways that patients
‘made sense’ of illness-related events (Anderson
and Bury 1988; Fitzpatrick et al. 1984; Scambler
and Hopkins 1986).

Ironically, while the emphasis on cognitions
and experience represented an initial challenge
to medicine, it was not long before these same
themes began to find their way into medical
practice. In this case it was medicine living in
the shadow of social science rather than the
other way round. Understanding the patients’
view and experience of illness remains an impor-
tant force in changing, even humanizing, clinical
practice, and just as the old biomedical para-
digm studied the clinical manifestations of the
disease, modern social science writes a parallel
text on the experiential manifestations of illness.
However, this is largely empirical work, usually
based on qualitative methods, and theoretical
development has been limited.

In 1977, Engel advanced the notion of a bio-
psychosocial model of illness that combined the
various elements of the classical biomedical
model with the new researches of social scientists
(Engel 1977). Despite its name, his model did
not give equal priority to the different dimen-
sions (how could it?), but offered the biomedical
prime place. In effect, it can be seen as an
attempt to consolidate social theorizing into bio-
medicine. Yet, despite frequent appeals for a
biopsychosocial approach, social science had
already begun to move beyond the cognitive
constraints of biomedicine. Patients’ explana-
tory models posed an alternative understanding
of the nature of illness; true, it was ‘lay’ rather
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than professional, ‘folk’ rather than scientific,
but in effect it mapped out the ground for later
battles. Biomedicine no longer had a monopoly
of theories of illness.

SociAL THEORIZING IN OPPOSITION TO
MEDICAL SCIENCE

Writing in 1957, Straus made what has now
become a classic observation: there was both
a sociology in medicine and a sociology of
medicine (Straus 1957). Sociology in medicine
was concerned with offering support for the
medical enterprise, in effect, a continuation of
biomedical theory or an addendum to it.
Certainly it seemed much more orientated
towards the patient’s perspective than tra-
ditional medical practice, but it was still es-
sentially concerned with the improvement of
health services and the further amelioration of
illness and disease. The sociology of medicine
promised much more, but against the over-
whelming dominance of the biomedical model
of illness progress was slow. Indeed, initial
skirmishes were not directed against the medi-
cal citadel —at the time it seemed Ilargely
impregnable — but against the way that medi-
cine was practised. If medical knowledge was
unassailable, then the medical profession and
the organization of health-care delivery offered
a more tempting target.

Professions

Echoing Carr-Saunders and Wilson’s 1933 clas-
sic interwar treatise on the medical profession
(Carr-Saunders and Wilson 1933) and following
Durkheim’s supportive stance towards profes-
sional and guild groups (Durkheim 1933), social
theorists at first saw the profession and its work
as a form of ideal social organization. This view
certainly informed Parsons’ view and the place
he reserved for the medical practitioner in his
functionalist account of the doctor—patient rela-
tionship. Here was a group of people drawn
together by a commitment to the welfare of the
public and sharing a common expertise: these
two characteristics, namely a service ideal and
an esoteric knowledge base, were the basis of
any profession in society (Goode 1960).
Questions then arose about exactly which occu-
pational groups could be defined as professions
and, for those aspiring to professional status, the
steps that might be taken to achieve it (Wilensky
1964). However, it was medicine that remained
the archetypal profession against which all other

claims had to be compared during the 1950s and
indeed for most of the 1960s.

From the Parsonian perspective, the medical
profession had been seen as an important
mechanism in the maintenance of social stabi-
lity, but there was an alternative account of the
profession’s role in society that was less benign.
This alternative view held that doctors existed
because they had successfully wielded power in
the marketplace to seize a virtual monopoly of
control over health-care provision (Berlant 1975;
Parry and Parry 1976). This enabled the profes-
sion’s past ‘altruistic’ acts, particularly those
around licensing and registration, to be seen as
less intended to ‘protect the public’ and more to
squeeze out competition.

Perhaps the most significant break with the
old sociology of the professions — which was
said to have simply accepted the profession’s
own definition of itself — was Freidson’s claim
that the medical profession’s status was a prod-
uct of political action in the widest sense
(Freidson 1970). This thesis ushered in a series
of new studies that ‘exposed’ the self-seeking
aggrandisement of the profession. The backdrop
for most of these studies was the realization that
the medical profession had managed to pull off
an amazing feat. By the mid-twentieth century
the medical profession was extremely powerful
but, unlike other commanding institutions of
organized labour, the population had been
largely persuaded that the profession’s power
was in the public interest. The roots of this
achievement clearly went back to the nineteenth
century, so sociologists turned to historiographi-
cal sources, many of them secondary, to support
their explanations of how medicine had suc-
ceeded. Most of these analyses focused on the
marketplace. Medicine had succeeded in corner-
ing the market for health care and it had demon-
strated skilful ‘occupational closure’ through
which new recruits did so under the auspices of
the profession and, at the same time, unqualified
healers were driven out of business (Larson
1977).

The sociological exposure of the doctors’ pro-
fessionalizing tactics proved useful for under-
standing the ascendancy of the medical
profession, but it has been argued more recently
that the power of the profession may be in
decline as clinical autonomy is restricted by
third-party payers and medico-legal concerns.
An alternative literature on de-professionaliza-
tion has therefore emerged that tries to set pro-
fessions within the wider health division of
labour and health-care systems (Hang 1988).
These new studies have yet to achieve the theore-
tical coherence of the earlier professionalization
literature, but nevertheless properly situate
health work within a wider occupational context.
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Medicalization

The argument that the growth of biomedicine
under the tutelage of the medical profession
might have negative consequences also reson-
ated with further developments in relating the
notion of ‘social control,” as laid out in
Parsons’ model of the doctor—patient relation-
ship, to ‘modern medicine.” Far from control
being exercised for patient welfare and wider
social well-being, medicine seemed to be extend-
ing its interest and involvement into the minu-
tiae of social life. Not only were considerable
medical resources available for the ill, but even
the healthy were being persuaded that they were
still “at risk” and could usefully follow medical
advice. The net effect was the increasing ‘medi-
calization’ of everyday life (Zola 1972) and of
deviance (Conrad and Schneider 1980).
Medicine was seen to be replacing the role of
the church and the law in policing the boundary
between normal and abnormal. At its mildest,
‘experts’ took responsibility away from people,
thereby rendering them more docile; at its most
extreme, people were being controlled and
manipulated by a subtle and potentially danger-
ous force.

The thesis that society was becoming medica-
lized allowed a strong indictment of the way
medical knowledge was used. Perhaps Illich’s
charge in his book Medical Nemesis that ‘“The
medical establishment has become a major
threat to health’ represented an extreme but
oft-cited illustration of this position (Illich
1975: 11), but this critique was essentially
about how medical care was delivered. There
was little comment on the ‘validity’ of so-called
scientific biomedicine. This more fundamental
analysis of medicine emerged in a series of stud-
ies that emphasized less the political/economic
ascendancy of medicine and more its cognitive
triumph. Nevertheless, the medicalization thesis
has proved an important consideration in under-
standing the ever-increasing demands for more
health-care provision.

Medical Knowledge

In 1972, Johnson published a short monograph
entitled Professions and Power in which he
described three historical phases of professional
organization, namely, patronage, collegiate, and
mediated (Johnson 1972). The basis for this divi-
sion was his quasi-Marxist analysis of the rela-
tionship between professions as producers (of a
service) and their clients as consumers. In any
transaction between producers and consumers
there is always an irreducible element of uncer-

tainty, or indeterminacy as he called it, that both
sides struggle to control. In the eighteenth cen-
tury, patients largely controlled this indetermi-
nacy because they tended to hold a higher
social and economic position. Thus, the medical
profession was organized under a system of
patronage. During the nineteenth century, the
medical profession seized control of the indeter-
minacy contained in medical knowledge as their
work shifted to the new hospitals and their clients
were drawn increasingly from lower social and
economic strata. This allowed medicine to organ-
ize itself along self-governing collegiate lines.
During the twentieth century, governments and
other third parties (particularly insurance com-
panies) have become more and more involved
with the funding of health care; these agencies
have begun to claim the right to control the inde-
terminacy factor by monitoring and influencing
what doctors actually do in clinical situations.
This represents the third phase of professional
organization, namely third-party mediation.
According to a study by Starr of the medical
profession in the United States, over the last
200 years this process may have almost reached
the point where medicine has lost its former pre-
eminence as an autonomous self-governing body
able to define the nature of illness, and he asks
what should be done about it (Starr 1982).

For Johnson, the key to professional organ-
ization was control over knowledge. Four years
later his colleague Jewson extended this analysis
by examining the form of the knowledge itself
under these different regimes of professional
organization (Jewson 1976). Medical knowledge
had long seemed inviolable to sociological inves-
tigation; after all, it was highly technical and
came under the trusteeship of ‘science’ as a
form of ‘privileged’ knowledge. However, the
exclusivity and epistemological superiority of
scientific knowledge was itself under siege from
the sociology of science, and the way was soon
open for sociologists to invade the citadel of
medicine.

SociAL THEORIZING ABOUT MEDICAL
THEORIES

In the English-speaking world at least, it was
Freidson’s Profession of Medicine, subtitled ‘a
study of the sociology of applied knowledge,’
that initially opened up a more cognitive
approach to the study of medicine (Freidson
1970). Freidson tried to show that what medi-
cine had achieved was the legitimate right to
define who was ill and who was not, and what
was biologically abnormal and what was nor-
mal. He also claimed that ‘illness may or may
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not be based in biological reality, but it is always
based in social reality.” Of course, this claim had
resonance in Parsons’ 20-year-old notion of the
sick role that defined a social dimension for all
illness. The strong implication that it was poss-
ible for illness to exist only in social reality,
without any biological correlates, was also
unexceptional in view of the rhetoric of the
1960s antipsychiatry movement: that was pre-
cisely their claim. Psychiatrists had used social
judgements and not biological ones to identify/
label mental illness (Sedgewick 1973).

However, there was also another more radical
implication in Freidson’s statement, namely that
perhaps the biological reality of illness was actu-
ally irrelevant, and that it was possible to per-
ceive all illnesses as social constructs. Such an
argument appears counter-intuitive: illnesses,
especially those that result in death, must be
fundamentally biological in nature because indi-
viduals are fundamentally complex biological
machines. On the other hand, perhaps the very
claim of the fundamental nature of the physical
and biological realms, particularly in its relation
to human identity, was part of the problem that
needed to be explained. At the very least, the
essential medical distinction between normality
and pathology could not be predicated in ‘nat-
ure,” but must be dependent on social classifica-
tion and judgement. This insight radically
widened the possibilities for critically evaluating
medicine.

During the early postwar years a new branch
of sociology emerged that took scientific knowl-
edge as its object of study. At first, it concen-
trated on identifying those social factors that
influenced the timing and appearance of new
scientific knowledge, but this approach was
then transformed by the publication of Kuhn’s
The Structure of Scientific Revolutions in 1962
(Kuhn 1962). Kuhn argued that it was possible
for social scientists to examine the internal cog-
nitive structure of scientific knowledge. A decade
or so later this insight began to be applied to
medical knowledge.

Adopting a Marxist theoretical framework,
Jewson examined the ‘social forces of produc-
tion” of medical knowledge (Jewson 1976). He
suggested that the three phases of professional
control, as identified by his colleague Johnson,
could be used to explain the form of medical
knowledge that emerged. First, under patron-
age, or bedside medicine, as Jewson referred to
it, the patient controlled the relationship so that
medical practice was primarily based on the
patient’s view as expressed through symptoms.
It was therefore the client’s view of the world,
based on detailed recounting and classification
of symptoms, that was embodied in late eight-
eenth century medical knowledge.

With the advent of a collegiate system of pro-
fessional control, a regime of hospital medicine
came to dominate. Patient’s views, as expressed
through symptoms, were then subordinated to
the doctor’s perspective on illness that was
informed by pathology. A specific pathological
lesion hidden within the body became the locus
of illness, not the capricious movement of
obscure symptoms. This meant that the patient
had to defer to the doctor’s knowledge of the
true nature of illness that occurred beyond
immediate lay perception. Thus, the relative
relationship of activity and passivity between
doctor and patient produced a system of medical
knowledge in the form of pathological medicine
or biomedicine — with its concomitant clinical
examinations and autopsies — which, in its turn,
reproduced the particular form of the doctor—
patient relationship characterized by a subservi-
ent patient. According to Jewson, this process
was further extended in the late nineteenth and
early twentieth centuries by the increasing reli-
ance on laboratory medicine, in which the ‘sick
man’ became even further divorced from the
immediate reality of his illness.

Jewson’s account of the shifts in medical
knowledge described an increasing alienation
of the patient from her own illness through the
imposition of the medical intermediary. His
work thus belongs to that humanist (and at
times Marxist) trend in medical sociology
which has seen itself struggling for patients’
rights in the face of medical domination.
However, in parallel with this exposure of medi-
cal knowledge as both the product and producer
of alienation, a different theoretical tradition
proposed an alternative reading of the nature
of medical knowledge. Foucault’s Birth of the
Clinic, first published in 1963 (Foucault 1963)
(but long in translation and even longer in recog-
nition), also explained the emergence of bio-
medicine, or the ‘clinic’ as he called it, at the
end of the eighteenth century, but here the ana-
lysis (coupled with his later writing) portrayed
not a negative alienating force but a creative one.

The fundamental difference between the
Marxist and Foucautian perspectives lies in
their views of the nature and identity of the indi-
vidual. For Marx, human nature and identity
(and presumably the human body) is a historical
given. It is different modes of production that
imprint themselves on those same bodies/identi-
ties and, as with biomedicine, objectify and
alienate. For Foucault, however, there is no
prior identity or body. Rather the processes of
objectification as represented by biomedicine
serve to construct the very nature of the body.
In this sense, the current anatomical reading of
the body is simply one way, neither the first nor
the last, of making the body legible.
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In this way, Foucault’s work can be used to
explore the emergence of the current dominant
biomedical model that reduces illness to an
intracorporal biological lesion. The disciplin-
ary mechanism of power/surveillance, which
Foucault contended has pervaded Western
society since the end of the eighteenth century,
can be used as a method of explaining the emer-
gence of various facets of modern medical prac-
tice, particularly the hospital and autopsies and
the clinical examination. These techniques were
used in the nineteenth century to ‘discover’ the
human body, and can be seen in the twentieth
century as being used to construct (‘discover’)
the human mind and social relations through
analysis of patient’s talk and relationships
(Armstrong 1983). These techniques further
extend surveillance to everyone through the
monitoring of ‘risk’ status in total populations
(Armstrong 1995; Arney and Bergen 1982). In
this sense, the fundamental building blocks of
the biomedical model are revealed to be cultural
artefacts (Young 1995) and biomedicine, above
all else, a social activity.

Taking its cue from the sociology of knowl-
edge, the more recent forms of social theorizing
treat biomedical theories as simply another form
of knowledge, as a descriptive language for con-
structing what is held to exist. Becoming a doc-
tor involves internalizing this descriptive
language and then imposing it in clinical practice
(Atkinson 1981). Because of its privileged status,
this biomedical knowledge has therefore come to
define and constitute the very nature of health
and illness in modern society. In this way,
exploration of biomedical theory opens up the
possibility of fundamental theorizing about
health and illness.

SociAL THEORIZING ABOUT SOCIAL
THEORIZING...

Just as biomedical theories construct a reality
about which social theorizing can engage, so
social theorizing constructs a world that itself
can be explored with a more reflexive perspec-
tive. There is a limited literature reflecting on
theory (Gerhardt 1989; Scambler 1987), but it
leaves considerable scope to develop, at a sort
of metalevel, theories of theories. For example,
the changes in social theorizing outlined in this
chapter map not only a shifting conceptual
framework for understanding health, illness,
and the patient, but also successive reconstruc-
tions of those objects. There are several common
‘patterns,” including the changing reality implied
by successive theories of the nature of the patient
(and to a lesser extent of the doctor) that have

shifted from positions of passivity and objectiv-
ity to ones of activity and subjectivity. Surely,
social theorizing is not simply a passive activity
in this process, monitoring the changes induced
by forces beyond itself, but is an integral part of
the process through which certain social objects
are created. Did the concept of stigma not
change the way that the disabled and handi-
capped were viewed, and in consequence the
very experience of being in this social state?
Did the emphasis on patient cognitions and
experiences of illness not lead to the application
of techniques, in research and in the clinic, that
helped crystallize these very phenomena? A
postmodern twist would suggest that social
theory could become the material for further
social theory in some virtual (and virtuous?)
regression.

CONCLUSION

This chapter has attempted to provide a map of
social theorizing about health and illness. A few
conceptual roads have proved to be cul-de-sacs,
many have emerged into important highways,
and some of the most recent are little more
than paths that need further exploration.
Nevertheless, social theorizing in this area has
proved fertile ground over the last few decades.

Any discussion of social theorizing in health
and illness must necessarily draw boundaries
around the topic. One such boundary is that
which separates social theorizing about health
and illness from social theorizing about other
worlds, but these are not watertight compart-
ments. Classical theorists such as Marx and
Durkheim have been usefully deployed in the
area of health and illness to further theoretical
work, and some general conceptual schemata
such as labelling have passed smoothly across
the divide. Particular mention must also be
made of the heterogeneous field of feminist the-
ory and feminist writing that has had an impor-
tant impact on almost all of the theoretical areas
described above. In part, it has involved feminist
theory simply using the health field as a suitable
medium in which to develop and apply theory
(Martin, 1987); in part it has been the import-
ation and incorporation of feminist theory into
social theorizing about health and illness
(Lupton 1994; Stacey 1988).

Movement of theory in the opposite direction
has been less noticeable. The reason why is
given by the underlying thesis of this chapter:
social theorizing has grown in the shadow of
biomedicine and for much of its history has
been tied to the core assumptions of that para-
digm. It is only when it develops theoretical
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positions that transcend medicine will its
creative output become more transferable.

In focussing on the different strands of social
theorizing in health and illness, this chapter has
perforce ignored the vast number of influential
studies that have produced important empirical
findings. It has also ignored the complex and
fruitful relationship between theory and method.
Arguably, the rise of qualitative methodologies
over the last two decades has changed the form
of social theorizing in that inductive processes
rarely lead to high-level theory. Indeed, much
of the output from qualitative research can
only be described as descriptive, and at best
offers only low-level theoretical understanding.
This, of itself, would not be a problem if one
study could build on the findings of another,
but too often the ‘field’ simply produces another
set of findings that produce yet another set of
grounded concepts. Perhaps this proliferation of
(conceptual) narratives is itself simply another
component of the postmodern turn described
above, but so long as theory remains constantly
and deliberately grounded it impedes the devel-
opment of the sort of social theorizing that is
described in this chapter. This would be ironic,
as it is theory that has provided in many differ-
ent ways the facilitative framework that has
enabled these empirical studies, both qualitative
and quantitative, to become possible.
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1.3

Classification and Process in
Sociomedical Understanding: Towards a
Multilevel View of Sociomedical
Methodology

ROBERT A. RUBINSTEIN, SUSAN C. SCRIMSHAW,
AND SUZANNE E. MORRISSEY

INTRODUCTION

The various social sciences that contribute to the
understanding of health, illness, and health sys-
tems employ a variety of research methodol-
ogies. In this chapter we distinguish between
methodology and methods. By methods, we
mean the particular data collection tools — such
as surveys, interviews, observations, and the
like — and the techniques of data analysis —
such as statistical manipulations, content analy-
sis, or coding schemes. Methodology, in contrast,
is concerned with the epistemological and onto-
logical foundations of inquiry. Our main concern
in this chapter is with methodology.

Methodologies include not only the methods
used for data collection and ways of manipulat-
ing these data for analysis, but also their under-
lying theoretical and philosophical assumptions.
Each discipline, such as sociology, anthropol-
ogy, psychology, economics, and epidemiology,
has its own favorite array of methods, which are
the subject of debate, even within the discipline.
Across disciplines, there has been a historical
misunderstanding, and sometimes disrespect,
regarding the methods of other fields, yet at
the same time, disciplines borrow methods
from each other, sometimes without recognizing
their similarity to methods which they claim to
disparage.

Increasingly, we see a convergence and com-
bination of methods among the various social
sciences. Shared theoretical approaches or
philosophical commitments that underlie the
methodologies do not always accompany this
convergence in data collection and analysis stra-
tegies. In this chapter we explore the importance
and implications of going beyond a multimethod
strategy to take a multilevel and theoretically
holistic approach towards sociomedical re-
search, and relate the increasingly sophisticated
methods of research that seeks a better under-
standing of the complex relationships between
health, illness, and healing (which we call socio-
medical research) to such an imperative. In this
regard, sociomedical inquiry focuses not only on
the biological, organic correlates of health and
illness, but also on the roles played by social and
cultural factors for the triggering of the onset of
disease or for the role played by these factors in
increasing the susceptibility of individuals and
populations to disease.

We define holistic as an approach that takes
the broader context into account. This includes
the wider settings of both space and time. For
example, an observed health system should be
seen in the context of a wider community and
culture, and the requirements of that health sys-
tem may vary with seasonal variations in disease
entities as well. We define multilevel in terms of
the unit of analysis. For instance, health out-
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comes may be dependent on a combination of
individual factors, provider behaviors, family
setting, cultural factors, and the community
context.

We take for granted that convergent valida-
tion from a single level of systemic organization,
while serving well efforts to increase the sophis-
tication of methods in sociomedical research, is
an inadequate basis for the future development
of sociomedical research. We discuss some of the
continuities that our multilevel view has with
previous work, mainly in anthropology. Then
we discuss some cultural characteristics upon
which sociomedical research has been based,
and we suggest that these are in need of revision.
Particular attention is paid to the role of expert
knowledge, the valuing of technology, and the
discounting of reports of experience.

REcCENT HisTORICAL CONTEXT

Problematic situations can only be dealt with
effectively once they have been defined as prob-
lems (Rubinstein 1984; Rubinstein et al. 1984).
Problematic situations are situations that ordi-
nary persons find troublesome and for which
they often seek help. For professional research-
ers, problematic situations are constituted by
data that depart from the expected, anomalous
results. Such anomalous results may be dis-
missed or taken as a site for profitable investi-
gation (Kuhn 1970; Rubinstein et al. 1984;
Ward and Werner 1984).

In most areas relying on specialized knowl-
edge, the ability to construct problems from
the analysis of troublesome experience develops
through practice (Argyris 1980; Schon 1983),
and is codified, more or less formally, in rules
of methodology and classification. The methods
used by sociomedical researchers give them ways
of construing physical, psychological, and other
‘difficulties’ as particular kinds of problems to
be explored and understood. Sociomedical cate-
gories thus reduce people’s problematic experi-
ences to relatively familiar patterns to which our
methods can be applied. These methods and
approaches are increasingly recognized as cultu-
rally and socially situated (Freund and McGuire
1999; Romanucci-Ross et al. 1991). This has the
effect of introducing a cultural bias, or ethno-
centricity, in these approaches and their results.
The value and utility of the information that
results from their use depends in part on the
congruence or conflict between the meaning
and significance ascribed to them by people
and practitioners (Kottak 1991; Romanucci-
Ross 1991).

In the early post-World War II years, a schism
developed within the sociomedical research com-
munity between those who applied methods
based on hypothetico-deductive techniques
grounded in positivist philosophies of science,
and those who applied more inductively defined
techniques based in alternative visions of
science, such as pragmatism (Hollis 1994;
Schweizer 1998). Because these differences
involved competition for resources and also for
the definition of authoritative, useful knowledge,
for some time these two traditions developed in
antagonistic relation to one another (Diesing
1991). This antagonism was often expressed as
a contest between qualitative and quantitative
approaches to methods. For some time, hy-
pothetico-deductive — quantitative — approaches
achieved a certain dominance and set the terms
of debates about sociomedical methods (Hempel
1965; Kuipers 1996; Schweizer 1998).

During the past two or three decades, quali-
tative methods associated with humanist
approaches in the social sciences have gained
authority as objectivity in science has been called
into question and the implications contingent on
scientific knowledge have been explored (Latour
1987). This exploration has created a greater
recognition that the knowledge claims that result
from hypothetico-deductive and inductive ap-
proaches are both contingent and incomplete.
Considerable suspicion remains among many
researchers about the usefulness of the represen-
tations produced by each method. Nonetheless,
the epistemological difficulties shared by these
approaches have resulted in a greater willingness
among researchers to seek ways to reconcile
them. The most obvious fruit of this rapproche-
ment has been an increase in efforts to integrate
qualitative and quantitative research methods
(Brewer and Collins 1981; Janes et al. 1986;
Scrimshaw 1990).

Perhaps the most basic principle underlying
these efforts is the view that methods ought to
increase the validity and reliability of our knowl-
edge by using multiple measures of a phenom-
enon (Jenkins and Howard 1992; Pelto and Pelto
1996). The high value placed on this convergent
validation, or triangulation, has been one area
where qualitative and quantitative approaches
have sought common ground.

Phenomena of interest to sociomedical re-
searchers might be found on any of a number
of levels of systemic organization (Figure 1). At
the macrolevel, health policy researchers might
find their attention directed to the societywide,
behavioral artifacts of symbolically encoded
information, while at the microlevel sociomedi-
cal researchers might focus on individual bio-
logical aspects of illness and disease.
Sociomedical research typically involves the use
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SURFACE STRUCTURE
(Behavioral expressions of symbolic and meaningful
information in culture pool, including economic,
political, social, ideational content, etc.)

SOCIETAL INFRASTRUCTURE
(Mechanisms for organizing individual cognitive
infrastructures, e.g. ritual, institutionalization)

COGNITIVE INFRASTRUCTURE
(Mechanisms for processing perceptual
material}

BIOLOGICAL

INFRASTRUCTURE
{Central nervous;

microorganisms, etc.

Figure 1 Levels of systemic organization (after
Laughlin and Brady, 1978)

of multiple methods (measures or interpretive
strategies) to achieve some form of convergent
validation. In this chapter we propose that,
while useful, such strategies are incomplete.

As we look toward the future, methods must,
in addition to requiring convergent validation,
also accommodate different levels of analysis.
This is especially true in an era when the con-
tingent nature of knowledge is increasingly
evident. One general methodological position
consistent with this view is the ‘rule of minimal
inclusion,” which states that an adequate
account of behavior must include ‘any and all
levels of systemic organization efficiently present
in the interaction between the system operating
and the environment of that system. The rule of
minimal inclusion will require the theoretical
consideration of systemic levels at least one
step below and one step above the level or levels
appropriate to the phenomenon being explained’
(Rubinstein et al. 1984: 93).

MULTILEVEL ANALYSIS AND
ANTHROPOLOGICAL HOLISM

It is worth noting that the valuing of multiple
levels of organization in sociomedical research
has a noble heritage. The founding of contem-
porary epidemiology is traced to John Snow’s
investigation of cholera in London. In spirit, if
not by intentional design, the character of
Snow’s investigation of the complex relation-
ships between social behavior and water, and

his supposition that fecal contamination played
a role in the spread of the disease were multi-
leveled. His famous 1854 removal of the Broad
Street pump handle depended upon an under-
standing of the interactions of person, place,
and time to conclude that individuals exposed
to a single water pump on Broad Street were
at far greater risk of infection than were others
(Watts 1997). Despite this beginning, epidemio-
logical work soon became less concerned with
integrating multiple levels. Thus, in the face of
the post-War dominance of hypothetico-deduc-
tive research, holism was found mainly in
anthropological work.

Holism refers to the methodological and epis-
temological view that the proper understanding
of human social behavior depends upon inte-
grating information from all sectors of society
and from all levels of empirical investigation
relevant to the human experience.

Until about twenty-five years ago, the goal of
‘traditional’ ethnographic research in anthro-
pology was to describe the social life and history
of small well-bounded societies (Leach 1954;
Malinowski 1992; Richards 1956). Ethno-
graphers were likely to look for information
from a variety of levels of organization in
order to understand the people with whom
they worked. Thus, anthropologists sought
explanations that treated human biological,
social, and cultural life as an integrated whole.
Anthropologists came to strongly value holistic
research. In fact, many people saw anthropol-
ogy’s unique contribution to the understanding
of the human condition to be precisely in its
application of a holistic perspective (Tax et al.
1953). In comparison with such earlier anthro-
pological work, the rule of minimal inclusion is,
perhaps, unremarkable. While it is clearly holis-
tic in spirit, because it allows researchers to trun-
cate their inquiry by considering just three levels
of organization, the rule of minimal inclusion
might be unacceptable to some holists (Phillips
1976).

During the past two decades, however, the
context in which anthropological work is carried
out has changed dramatically (Behar and
Gordon 1995; Fox 1991; Gupta and Ferguson
1997; Kondo 1990). As a result there is increased
anthropological concern with issues that derive
from deductive hypothesis testing research
design. This is an important development in
the growth of the discipline (Bernard 1994;
Pelto and Pelto 1996). Yet, as anthropologists
have sought to adapt to the changing environ-
ment, the process of continuing inductive—
deductive alternation that characterizes tradi-
tional ethnographic fieldwork, and from which
the perspective of anthropological holism grew,
has begun to erode in the face of specialization
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and the development of professionally adaptive
niches such as medical anthropology.

As anthropologists have joined other socio-
medical researchers in research that seeks to
answer practical questions — ‘problem oriented
research’ — there has been a discernible shift in
the kinds of methods anthropologists report
using (Gorman 1986; Lurie et al. 1993;
Rubinstein and Perloff 1986). More frequently
than before, for instance, anthropologists
report research that relies on only one or a
few indices of the phenomenon that they are
investigating, whether these be increasingly
well-bounded quantitative measures or reflexive
analytical frameworks. Also reported are more
results based on short-term ethnographic field-
work (Manderson and Aaby 1992; Scrimshaw
1992; Scrimshaw and Gleason 1992; Zambrana
et al. 1997a), or studies that focus so tightly on
particular aspects of social life that other
sources of data are lost or ignored (Chambers
1985; McGuire 1997, Ward and Werner 1984).
As anthropological methods have converged
with those more standard in sociomedical
research, the commitment to holism has seemed
to fade. There is some irony in this, as it was
the anthropological penchant for holism that
brought the work of early medical anthropolo-
gists to the notice of other sociomedical
researchers (Paul 1955). It should be noted,
however, that more tightly focused studies
need not completely exclude holism. One
important feature of anthropological holism is
to remain alert to factors or influences that
were not within the original scope of data to
be collected, and to include these in the
research if they seem important to the problem
at hand. This, even a focused study, can change
and expand in response to the researchers’ will-
ingness and ability to take the broad view. This
change in the data to be collected, and some-
times in the view from which questions are
asked and observations are made as the study
progresses, is precisely what makes traditional
quantitative researchers so nervous about qua-
litative work. It is also what helps to retain
holism, because the researcher is continually
open to the broadest possible influences on
the phenomenon under investigation.

HoLisM AND ‘CONVERGENT VALIDITY’

Despite its having faded in prominence, the hol-
istic perspective remains in our view one of the
most valuable developments in efforts to under-
standing the human condition. It is a perspective
that is lamentably lacking from problem-

oriented sociomedical research (Hall 1982;
Penfold and Walker 1983; Simon 1983), despite
the fact that it is precisely in the intersection of
biological, psychological, and social aspects of
health and illness that it might most naturally
be found. To some degree, sociomedical research
has drifted away from holism because such a
move enabled well-bounded studies that could
form the basis upon which claims for funding
and other resources could rest, and because
of the social organization of the grant-review
process which disburses research support.

The resulting reward structure for research
works against the kind of thoughtful interdisci-
plinary research required for holistic investiga-
tion. For instance, extensive publication records
are taken as indications that a researcher is cap-
able and ‘productive,” which in turn encourages
researchers to go to press with ‘the least publish-
able bit’ rather than with fuller and more inte-
grative treatments of their topic. Also, the
pressure for productivity frequently constrains
researchers to report positive results — publica-
tion of null or negative results, even when such
results might provide interesting clues about the
dynamics of sociomedical phenomena, are dis-
couraged, if only informally.

Indeed, before researchers face decisions
about publication they must first find support
for their research. In this regard they face chal-
lenges that also make holism in sociomedical
research more difficult to achieve. For instance,
grant proposals are directed to specialized
review sections that rate highly work within
the particular disciplinary paradigms of the
members. Proposals that seek to integrate theory
or methods from a number of disciplines thus
fall between the institutional arrangements of
the review process. Funding agencies, often in
response to the public or boards of directors,
shift their funding emphases periodically in
order to stay on the ‘cutting edge’ of sociomedi-
cal knowledge. This allows the funding agencies
to claim that they are pushing the development
of knowledge. Wittingly or not, researchers
respond to these ‘fads and fashions’ by altering
their research, even, perhaps, before they have
fully investigated the earlier problems upon
which their work focused (Lane and
Rubinstein 1996b).

One of the values of the holistic perspective is
the recognition that scientific and technical
knowledge are understood to be always incom-
plete, and thus fallible (Argyris 1980; Brewer
and Collins 1981; Cantril 1967; Pacey 1983;
Rubinstein et al. 1984; Schon 1983; Simon
1983). Because specialized knowledge is always
constructed on the basis of incomplete informa-
tion about phenomena, it must always be seen as
provisional.
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The contingency of knowledge is, of course, a
fundamental insight of other perspectives that
also emphasize the provisional nature and falli-
bility of our knowledge of the world. This prin-
ciple is found, for instance, in the American
Pragmatism of Peirce (Almeder 1980; Rescher
1978) and James (1978), in the skeptical phi-
losophy of David Hume (Popper 1962; Salmon
1967), and in contemporary evolutionary epis-
temology (Brewer and Collins 1981; Campbell
1973, 1974). Given these diverse sources, the
provisional nature and the fallibility of knowl-
edge deserve to be taken most seriously.

Some of the methodological implications of
this have been set out by epistemologists work-
ing in the tradition of ‘evolutionary epistem-
ology,” or ‘critical hypothetical realism’
(Campbell 1973; Naroll and Cohen 1973;
Pinxten 1981; Rubinstein et al. 1984). This
work emphasizes that because each way of col-
lecting data carries a particular perspective, it is
important to use multiple measures to assess a
phenomenon. Problem-oriented work is equally
limited in its perspective, and requires multiple
disciplinary perspectives to be used if ‘tunnel
vision’ (Pacey 1983) is to be avoided.

For instance, David Hufford (1982a) made a
comprehensive review of studies of the ‘sleep
disorder’ characterized by nightmare and
paralysis and an incubus experience — which
Hufford calls the Old Hag experience. Hufford
shows that the accounts offered by researchers
from each of the disciplines that studied the Old
Hag experience are all characterized by a kind of
tunnel vision. Thus, anthropologists, sociolo-
gists, and medical folklorists ascribe it to tradi-
tion, treating the phenomenon as culture-bound
artifact. Sleep researchers attempt to character-
ize the phenomenon as a kind of sleep disorder
associated with unusual patterns of REM sleep,
and psychiatrists as a mental illness. None of the
researchers are able to account fully for the phe-
nomenology of the Old Hag experience, yet as
Hufford (1982a: 116) points out, the effect of
their disciplinary efforts ‘has been to explain
the phenomenon away while discouraging the
development of a thorough description of it.’

In sociomedical research the prescription for
avoiding tunnel vision has been to pursue a
strategy of ‘convergent validation” (Campbell
and Fiske 1959) and ‘multiple iteration’
(Werner and Campbell 1973), and its propo-
nents have been explicit in arguing that it is
important to consider as legitimate many differ-
ent ‘ways of knowing’ (Balshem 1993; Gifford
1986; Lieberson 1992).

Our call for multilevel research designs adds
to these two methodological principles the
requirement that the convergent validation be
made from multiple levels. This is a necessary

addition because precisely what aspects of the
phenomena under study are salient to an inves-
tigation depend upon how the problem being
investigated is framed (Albrecht 1989: 73;
Diez-Roux 1998; Fienberg and Tanur 1989;
Rubinstein et al. 1984; Schon 1983). Not only
is our knowledge contingent because each of
our measures provides only partial information
(as critical hypothetical realism emphasizes), or
because particular professional lore provides a
limited range of solutions, but because, as
Whitehead (1960) pointed out, the world is con-
structed of processes in an infinite concatenation
of systems within systems. At any given time our
models will capture only a small portion of
reality.

Even if a phenomenon is well described
with a variety of measures that come from a
single-level, maintaining the authority of that
single-level account requires very strong, and
ultimately indefensible, ‘as if’ clauses in our
explanations of social behavior (Humphrey
1984; Simon 1983). Convergent validation on a
single level does not guarantee that the result is
not fundamentally provisional. Accounts of phe-
nomena are useful only when they capture those
levels that are required to answer a particular set
of questions (Holland 1987). By failing to recog-
nize their essential multilevel nature, we are
more likely to assume that the phenomena of
concern are themselves stable over time, rather
than to ask if the apparent stability is an artifact
of the techniques of analysis used.

In addition to the critical hypothetical realist
analysis which emphasizes that our knowledge is
fallible because the ways of knowing with which
we gather our data access only particular per-
spectives on reality, our knowledge is also tenta-
tive because every phenomenon has multilevel
aspects, differing combinations of which are
important for resolving different questions.
The fluidity introduced by multiple levels of
organization is as important for problem-defin-
ing sociomedical research as it is for research in
general (Hufford 1982a, 1982b). Adequate prob-
lem-defining work must meet at least three
essential methodological principles: (1) multiple
measures, (2) multiple iterations, and (3) mul-
tiple levels in analysis.

Anyone recognizing the complex nature of
sociomedical phenomena ought to concur with
the intuitive requirements for complexity and
multilevel accounts just outlined. However, it
remains to specify how to decide which levels
of organization need to be considered. It is inap-
propriate to propose decision rules for making
that judgement at this time because these must
be developed in the light of much more experi-
ence with research that explicitly attempts to
meet this intuitive model of explanatory ade-
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quacy. There are, however, some ‘basic research’
analyses that can be drawn on for guidance,
especially the analysis of ritual by d’Aquili et
al. (1979), that of societal responses to resource
deprivation by Laughlin and Brady (1978), and
the analysis by Laughlin et al. (1990) of the bio-
logical basis of cognition, all of which provide
empirical applications of the rule of minimal
inclusion. However, there are few other studies
that explicitly follow this rule. Moreover, the
number of levels of organization that must be
considered will vary depending upon the
research question and the problem being consid-
ered.

In one project, induced abortion in Ecuador
was studied by following individual women as
they sought abortions, by conducting ethno-
graphic work with women in sixty-five families
on topics that included abortion, by survey
research in the same community where more
than 3000 women were interviewed on topics
that included their views and experience regard-
ing abortion, by observations of local family
planning clinics, and by interviews with policy
makers at the local and national level. The oppo-
sition of policy makers to abortion carried over
into barriers to contraception, which translated
into increased proportions of pregnancies termin-
ating in induced abortions as the infant mortal-
ity rates declined (Scrimshaw 1985). In this
case, many levels ranging from the individual
to the national contributed to the understand-
ing of the forces driving up the rates of induced
abortion.

The rule of minimal inclusion instructs the
researcher to examine factors on several levels
of organization, and to learn how these factors
interact within and between levels. At the very
least, when we choose to work with factors and
processes on only one level it is incumbent on us
to ensure that the accounts we offer of that level
are compatible with what is known of factors
and processes operating on other levels.

Two VIEwWS oF SoCcIOMEDICAL CATEGORIES

The process of converting observed evidence
into named, understood categories of experience
is at the heart of sociomedical research. For
example, the evidence might consist of data
obtained from examining a patient; the analytic
categories in this case are conceptual entities that
identify or explain constellations of experience
that have been ‘problematized’ by sociomedical
researchers. Sociomedical categories define the
kinds of inferential processes or intervention
strategies to which the evidence is referred, but
the ontological and epistemological statuses of

sociomedical categories are open questions. As a
result, particular sociomedical categories are
subject to controversy because they can be inter-
preted from at least two contrasting perspec-
tives.

One view holds that sociomedical categories
provide the basis for the objective classification
of human health behavioral activity and experi-
ence, thus allowing us to tell what functioning
falls outside of the range of normal activity. In
addition, this view holds that these categories
are natural categories whose boundaries exist,
only needing to be discovered. On this first
view, sociomedical categories provide us with
names for objectively identified real entities the
functioning of which deviates from the norm.

A second view holds that sociomedical cate-
gories consist of culturally and socially
grounded characterizations of human health
behavioral activity and experience as healthy
or unhealthy, normal or not. In addition, this
view holds that the boundaries of sociomedical
categories are always the result of consensual
agreement and thus are to some degree socially
constructed.

The first view takes a nonnormative-realist
position: sociomedical categories define ontolo-
gically real, epistemologically neutral entities. In
contrast, the second view describes a pragma-
tist-nominalist position: sociomedical categories
are socially constructed and epistemologically
relative classifications.

Following the first view, researchers spend
considerable time and material resources devis-
ing sophisticated methods for sociomedical
research that systematize their specialized
knowledge. Based on the assumption that socio-
medical categories index natural processes, each
of these methods seeks to define what are impor-
tant human health behavioral activities, and
seeks to do so based on the convergent valida-
tion of social phenomena.

In contrast, the literatures of medical sociol-
ogy and anthropology contain many case studies
that support the latter, pragmatist—nominalist,
position. This literature makes it clear that in
practice sociomedical categories are used as
explanatory systems for dealing with people’s
difficulties, and that this introduces biases that
limit the types of data researchers will collect
and consider when attempting to make sense
of people’s complaints.

Sociomedical categories get formed and
reformed through processes of social construc-
tion that are themselves responsive to the social
and cultural processes in the context of which
that construction takes place (Conrad and
Schneider 1980; Feinstein 1973a, 1973b, 1974;
Hufford 1985; Lieberson 1985; Penfold and
Walker 1983). Moreover, it is clear that the
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processes of social construction and relativiza-
tion apply equally to ‘strictly physical’ diffi-
culties — such as ‘cerebral arteriosclerosis’
(Feinstein  1974), ‘neurasthenia’ (Sicherman
1977), ‘blindness’ (Scott 1969), or ‘dwarfism’
(Ablon 1984) — as they do to psychological dif-
ficulties — such as ‘depression” (Penfold and
Walker 1983), ‘personality disorders’ (Kaplan
1983), or ‘schizophrenia.’

Both approaches to sociomedical categories
acknowledge that to deal effectively with
people’s difficulties they must be able to classify
them according to some system, and thereby to
understand problematic processes as problems.
The point of debate between advocates of each
view focuses on the status granted to those
problems, which is important because it has
implications for sociomedical research practice.
On the one hand, the normative-realist inter-
pretation of sociomedical categories leads to a
world view the hallmarks of which are reliance
on technology for ‘objective’ problem assess-
ment, an emphasis on the role of expert knowl-
edge, and a limited acceptance of the
authenticity of people’s reports of their experi-
ence. On the other hand, the pragmatist—
nominalist approach supports a world view
that sees technology as socially situated, expert
knowledge as partial and tentative, and
people’s reports of their experience as authentic
and important for problem construction. It is
these, and other similar, features that form the
cultural contexts of sociomedical research
categories.

THE CULTURES OF SOCIOMEDICAL
RESEARCH

The epistemological and ontological statuses
accorded to sociomedical categories are impor-
tant because they help to define the cultural con-
text in which that sociomedical research practice
is situated, and circumscribe what phenomena
are researchable and why. While there is a con-
siderable range among all practitioners, the re-
alist view of sociomedical categories results from
and supports a view of health care and behavior
that is radically different from that underlying
the pragmatist perspective. It is our view that the
privileging realist views in the development of
sociomedical research has had some untoward
consequences. It is important to make explicit
the consequences for sociomedical research of
the dominance of realist views of research. We
think this discussion suggests why it is especially
important that sociomedical research be
approached from multiple levels of analysis.

Here it may be useful to consider in a bit more
depth one interesting example of these untoward
effects of privileging a realist view of health and
illness. An illustrative example is found in the
search for the biological validation of ‘hyperac-
tivity,” and ‘attention deficit’ disorders. This
untoward result occurs in the context of research
that can be characterized by the application of
multiple measures and multiple iteration — that
is by convergent validation. About half-a-dozen
different types of biological measures have been
used to validate the ‘disease.” As discussed
below, the results have been equivocal — provid-
ing only tenuous support for the validation of a
general difference between normal and troubled
children, but not including specific support for
subtypes like ADD and ADDH. Nonetheless,
these research results are robust in indicating
these nonspecific differences, and thus the clini-
cal community continues to treat hyperactivity
as though its status as a disease entity was well
established. There have been five major
approaches to the biological validation of hyper-
activity as an entity. These are outlined below.

1 Stimulant drugs manage hyperactivity. Re-
searchers have reasoned that if children
who have been diagnosed as hyperactive
respond to pharmacological therapy, this
response is prima facie evidence that there
is a physiological pathology underlying
hyperactivity (Brown and Sleator 1979). In
fact, treatment of hyperactive children with
a stimulant is the therapy of choice for many
clinicians, who in turn take it that hyperac-
tivity is an objective, nonnormative disease.
This is the case despite the fact that there is
little clinical specificity in this response to
drug therapy. Several studies report success
using stimulant drug therapy to treat the
entire spectrum of pediatric problems
(Rutter 1983), and ‘normal’ children respond
in ways that are similar to the responses of
hyperactive children when they are adminis-
tered stimulant drugs.

2 Prenatal and perinatal difficulties are risk fac-
tors for hyperactivity. Several investigators
have tried to validate hyperactivity biologi-
cally by linking it to difficulties encountered
during the pre- and perinatal periods. Some
of these studies have demonstrated that such
difficulties are related to early behavioral dif-
ficulties. However, it appears from the litera-
ture that these rapidly diminish in
importance in relation to other factors in
the environment, and that the influence of
pre- and perinatal events on hyperactive
behavior disappear by the diagnostically pre-
scribed ‘age of onset’ of 3 years. In them-
selves, pre- and perinatal events do not
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biologically validate hyperactivity. At best,
pre- and perinatal measures might contribute
to a multivariate notion of generalized risk,
rather than to validating a specific disease
entity.

3 Abnormal neurological functioning and slow
maturation accompany hyperactivity. One
position for biologically validating hyper-
activity holds that maturation of hyperactive
children lags behind that of their peers.
Researchers following this view seek to vali-
date hyperactivity by finding signs of abnor-
mal neurological functioning (which they call
‘soft signs’) in these children. Confounding
the usefulness of using soft signs to validate
hyperactivity is that such signs occur among
many children whose behavior and achieve-
ment is ‘normal.” Moreover, the discovery of
soft signs may have more to do with the
interview context than with the child’s phy-
sical condition (Collins 1981).

4 Minor physical anomalies with hyperactivity.
Several researchers have proposed that the
‘disease’ of hyperactivity could be validated
by finding minor physical anomalies in
hyperactive children. While there is some evi-
dence that children with anomalies do have
more difficulties than children without, the
relationship is a general one not specific to
hyperactivity. Indeed screening for minor
physical anomalies is not a particularly spe-
cific or useful indicator of hyperactivity.

5 Genetic basis for hyperactivity. Studies of the
possible genetics of hyperactivity have not
been successful in demonstrating a specific
genetic link for hyperactivity.

Each of the approaches outlined above
focuses on finding the biological pathology
associated with the behaviors thought to repre-
sent hyperactivity, thus reducing the query to a
single (biological) level. In so doing the cate-
gory has been reified, an essentially multilevel
process oversimplified, and the clinical commu-
nity has developed a false sense that the iden-
tification of hyperactivity is actually very
robust. In part this false sense has developed
because many nonspecific data have been
assembled from multiple biological measures
to build up a consistent picture of differences
between troubled and nonhyperactive children.
Thus, despite a general lack of specificity
in the biological findings, many clinicians
and researchers conclude that hyperactivity is
an independent entity. In this tradition, a
recent advertisement proclaimed the new pos-
sibility of discovering this entity: ‘Objective
Evaluation of Attention Deficit Disorders in
Just 8 minutes . . . the GDS changes subjective

interpretation to objective, accurate analysis!’
(Diagnostics 1984: 2).

Here we should consider (and for longer than
8 minutes!) Hufford’s warning: ‘Whenever a
single theory or method is advanced as provid-
ing the complete explanation of a complex body
of cultural or psychological data, we should be
very skeptical’ (Hufford 1982a: 172).

Another example of the problem of working
with a single theory, method, or level can be
found in the ongoing attempts to understand
ethnic differences in pregnancy outcomes in the
United States. In general, Latino women have
better outcomes (unless they are from Puerto
Rico) than do African—-American women, and
sometimes better than Caucasian women.
Because Latino women have the least access to
prenatal care (due in part to barriers created in
relation to their immigration status), health offi-
cials and epidemiologists believed the better out-
comes were suspect, and were due to poor data
or women delivering at home or with midwives
and concealing poor outcomes. We now know
that positive pregnancy behavior (less smoking,
drinking, and drugs, better diet, better social
support) are important contributors to these
better outcomes. This also explains why
women from Mexico do better than women
from Puerto Rico (Zambrana et al. 1996,
1997b). However, there is an additional biologi-
cal factor of stress that is apparently mediated
by better social support in the Latino women,
and more ‘environmental stress’ (e.g., daily
microinsults resulting from more overt racism)
for African—American women. Thus, in addition
to behavior during pregnancy, social-environ-
mental factors appear to contribute to a bio-
logical process (Neter et al. 1995; Zambrana
et al. 1997a, 1997b).

This is complicated by some possible genetic
factors such as differences in susceptibility to
diabetes or hypertension. This example under-
scores the need to include biological as well as
social and behavioral factors in a complete ana-
lysis of complex problems.

The relationship between the status accorded
to the sociomedical research procedures and the
general culture within which this status is con-
structed is reflexive — the realist world view
influences, and is influenced by, the uses to
which sociomedical research is put. The under-
lying cultural assumption expressed through the
realist approach to sociomedical categories is the
belief that the problems are stable entities,
including people’s experience of their proble-
matic situation. Thus, once discovered, prob-
lems are dealt with by the straightforward
application of technical knowledge. This has
several interrelated consequences for practice,
three or four of which are highlighted below.
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Set-Theoretic Metaphor

At the center of the dynamic system of meanings
in which sociomedical research has been
grounded is the belief that the difficulties dealt
with by medical practitioners are a set of health
behavioral activities, experiences, or physio-
logical events. This ‘set-theoretic metaphor’
(Straight 1979) — which treats behavior as a set
of discrete, stable ‘things’ to be discovered —
allows researchers to assume that their job is
to discover the elements of this set. Because
this is a discovery process, not a process of eva-
luation and construction, this cultural assump-
tion serves as a heuristic that allows researchers
to carry out their work without reference to
aspects of the problematic situation not included
within their expert’s technical knowledge.
Moreover, this set-theoretic metaphor allows
practitioners to assume a reductionist locus for
causality and, by placing a premium on the
internal elegance and parsimony of their theore-
tical systems, it pushes researchers to systemati-
cally oversimplify various asymmetries in the
processes with which they deal, as for example
when quantitative data are smoothed to exclude
‘outliers,” or qualitative researchers take a nar-
row solipsistic reflective stance.

It is useful to recall that ‘lay’ and ‘profes-
sional’ understandings often differ. For example,
in considering how various publics understood
the risks associated with needle exchange pro-
grams, Lurie and his colleagues found that
what people considered as relevant to calculat-
ing ‘risk’ varied depending on their position
within the political, legal, or health professions,
or the general population (Lurie et al. 1993).
Such a finding is not unusual, as Mary
Douglas and others have shown (Douglas and
Wildavsky 1982; Ingham 1994).

All heuristics have biases (Piattelli-Palmarini
1994; Simon 1983; Wimsatt 1980). Among those
introduced by the realist dominance of socio-
medical research is the belief that the social
structure of some settings (in this case, medical
settings) allows us to take for granted the mean-
ings of problematic (or other) activity. Contrary
to this view, however, a number of researchers
have shown that the meaning of human conduct
is always ‘established as a result of the conjoint
adjustive responses of interacting and communi-
cating individuals’ (Maines 1977: 239).

Dominance of Expert Knowledge

In much of sociomedical research our expert
knowledge is given a special status. In part,
this follows from a view that expert knowledge

is stable and cumulative. In this view, ‘profes-
sional practice is a process of problem solving.
Problems of choice or decision are solved
through the selection, from available means, of
the one best suited to established ends’ (Schon
1983: 39-40).

This view fosters a kind of ‘scientism’ that
leads to an emphasis on dealing with proble-
matic situations by means of technique alone.
In the realist view, sociomedical categories are
said to be objective and ‘scientific.” This general
perspective also underlies the realist view of the
social arrangements of practice. Because the
professional technology is taken to be neutral
(or seeking ways to achieve neutrality), its use
allows the introduction of the belief that prob-
lem definitions are objective, and that the tech-
nology for dealing with those objective problems
is itself culturally neutral and value free (Martin
1987; Sibley 1995).

Following this conception of practice allows
the practitioner to ignore the fact that the prob-
lem definition is negotiated, and that this nego-
tiation process affects the ends to be achieved
and the ways that these ends will be reached.
The search for the single-level validation of
research categories results in the use of just
such an ‘objective’ technical fix.

The privileged position given to sociomedical
categories, of the research methods developed to
describe and account for these phenomena, and
their derivative technology results in reinforcing
the guild interests of sociomedical researchers
(Balshem 1993; Gifford 1986; Lane 1994). By
giving special, privileged status to information
derived by sociomedical research methods,
problematic situations are removed from public
discussion and made into topics for expert treat-
ment. The claim that these discussions are neu-
tral and value-free elevates their status, and
insulates the sociomedical research professionals
from the consequences of their work.

Yet there is considerable debate about the sta-
tus and adequacy of expert knowledge. In parti-
cular, there is considerable debate about how
such knowledge develops. Does expert knowl-
edge come from a smooth process, a process
that consists of fits and starts, but in a structured
fashion or does expert knowledge result from
disjunctive and more haphazard processes
(Diesing 1991)?

Discounted Experience

Treating the goal of sociomedical research as
seeking to describe and account for health beha-
vioral activities, and experiences and categories
that are objectively discoverable entities, not
only supports a privileged view of expert knowl-
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edge and of the uncritical use of research tech-
nology (as when researchers ‘dredge’ their data
sets), it also supports discounting people’s
reports of their experience (Davis-Floyd 1996).
We are not arguing that professional knowledge
is wrong or that it is bad to use the research
technologies developed in the past few decades,
but that it is wrong to treat them as though they
are not situated in cultural and social realities
(Davis 1996; Fisher and Todd 1986; Sargent
and Brettell 1996). To do so allows for the devel-
opment of an artificially restricted sense of re-
ality based upon narrow medical (academic)
belief systems (Hufford 1982a, 1982b, 1983,
1985, 1987).

The tendency to discount people’s reports of
experience and to subordinate these to profes-
sional judgment is a general problem in social
research. It is not that these reports are always
accurate, but rather that it is wrong to dismiss
them a priori. The critical issue is how to evalu-
ate reports of experience in ways that equally
respect expert and lay reports. Focusing on
one kind of report to the exclusion of others
always leads to the confounding of understand-
ing rather than to its improvement (Newell 1973;
Quine 1964).

ConNcLUSION: TOWARD MULTILEVEL
SocioMEDICAL RESEARCH

Whatever their perspective, all sociomedical
studies incorporate particular views about the
nature of the field of study. These assumptions
include understandings about the characteristics
of the phenomena under study and about how
these phenomena ought to be investigated
empirically. On one level, these assumptions pri-
vilege particular ways of making and supporting
knowledge claims about social life and its relation
to health and illness (Diesing 1991; Tesh 1988).
Sociomedical research yields judgments that
are always based on incomplete information,
and therefore will always be fallible. When we
rely on multiple measures from a single level of
organization, we can develop the mistaken
impression that we have a better understanding
of how to think about the problematic situations
than we really do, and we develop a false sense
of the adequacy of the resulting problem defini-
tions. It is the development of models of analysis
that is critical for future sociomedical research.
Promising developments have been made in the
difficult process of developing statistical and
other analytic techniques of multilevel analysis.
DiPrete and Forristal (1994) show that research-
ers have begun exploring ways to statistically
analyze the links between levels of analysis. In

their review of these efforts, they show that
micro- and macrolevel variables may usefully
be incorporated into regression analysis. They
also show how other forms of managing and
interpreting multilevel data are being developed,
including, for example, the elaboration of con-
tingency table analysis. Such analytic develop-
ments promise to allow researchers to specify
better the role of context and time in sociomedi-
cal research. It will also allow us to ‘scaffold’
(Rubinstein 1998) our understandings between
micro- and macrolevel phenomena so that they
are incorporated into a single interpretive frame-
work.

Ignoring the importance of multilevel analysis
as captured in the rule of minimal inclusion
means that this information is going to be
incomplete. Because we can only begin to deal
with problematic situations once we have
defined them as problems, the consequence of
failing to strive to make our research multilevel
in nature will mean that the definition of prob-
lems is always underspecified. It is important to
understand that sociomedical research is a con-
tinuing process alternating between inductive
and deductive work. Any research finding is a
product of this process and is, in a fundamental
sense, an artifact abstracted from ongoing activ-
ity. These research products can help to provide
categories through which useful judgments
about the world can be made, but the value of
such categories depends upon their providing
information that is useful for particular pur-
poses. Therefore, it is also important to be con-
scious that, fundamentally, categories are
reifications of processes and do not exist inde-
pendently of the purposes for which they are
developed. Sociomedical categories must always
be treated as tentative and provisional.

Under these circumstances, Cantril’s (1967:
93) advice that it is ‘much more important to
analyze crucial questions with whatever methods
are available . .. than... to study trivial problems
with precise methods’ delivers a message that is
of enduring importance.

What are the implications for sociomedical
research of the view set forth in this chapter?
Overall, as a research community we must re-
focus our efforts. If we are to make real progress
in understanding health and illness during the
next decades we need to focus not on tinkering
with our methods so as to make them more
sophisticated and reliable, but on directing our
efforts towards improving our understanding of
how better to comprehend and engage the
dynamic, contingent nature of sociomedical
phenomena.

The most important change we need to make
in order to achieve this will be to find new meta-
phors for organizing and legitimating our work.
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The recent history of methodological work in
sociomedical research reaffirms the contingent
and dynamic nature of our understanding of
behavior, health, and illness. During the middle
of the twentieth century, these contingencies
temporarily receded in sociomedical research.
As a result, the structuring metaphors of
‘proof’ and ‘control’ (as in disease control and
eradication) came to dominate our efforts (Lane
and Rubinstein 1995). Now it is clear that
despite great technical advances and technical
sophistication, our knowledge claims must be
made with care; they must be made relative to
the question at hand and made with a more
modest tone. This is especially so because we
now recognize that people’s behavior and under-
standing associated with health and illness are
always  culturally situated (Lane and
Rubinstein 1996a). To avoid committing the
‘fallacy of detachable cultural descriptions’
(Rubinstein 1992) and seeing homogeneity and
stability instead of dynamic processes, it is essen-
tial that sociomedical researchers continue to
learn from one another and draw upon the
best their fields have to offer.

In order to achieve this, we must focus on
realizing the integration of disciplines at the the-
oretical and methodological levels, not merely
at the level of method and technique. This
will require a re-evaluation of the kinds of
data that ought to count as useful knowledge.
That re-evaluation will necessarily place the
treatment of meaning as equal to quantification
(Scrimshaw 1990). This realignment is essential
because it will lead to greater specificity in
research and in our interpretation of sociomedi-
cal phenomena. It is, after all, on such inter-
pretive acts that the quality and utility of our
work ultimately depends.
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1.4

The Social Construction of Medicine and
the Body

DEBORAH LUPTON

INTRODUCTION

This chapter examines the social construction
of ideas, knowledge, and individual’s experi-
ences of health and medicine in Western socie-
ties, using an interdisciplinary approach. The
central argument of the chapter is that health,
illness and disease, and health care may all be
viewed as sociocultural products, and that it is
therefore important to analyze the nature of
their social and cultural representations and
the symbolic meanings that surround them. In
addressing these issues, the perspective of what
may loosely be called ‘social constructionism’ is
employed.

There is not the space here to cover the full
range of social constructionist analyses of med-
icine, health, and illness, particularly as this per-
spective is found across a range of disciplines,
including history, sociology, anthropology, gen-
der studies, cultural studies, and social psychol-
ogy. Instead, the chapter will focus on several
key areas to which social constructionism has
brought some interesting insights to bear on
the nature of human embodiment in relation to
health and medicine, thus serving to illustrate
the epistemological and methodological tenets
of this approach. The term embodiment is used
here to describe the daily lived experience for
humans of both having a body and being a
body. Humans perceive the world as embodied
subjects with particular arrangements of limbs,
sensory organs, and so on, and all knowledge is
therefore developed through the body (Leder
1992; Merleau-Ponty 1962). Our identities are
interbound with the dynamic processes of

embodiment, including incidents of pain, illness,
and medical care.

For most social constructionists, the types of
knowledges that are developed and brought to
bear upon health, illness, and medical care may
be regarded as assemblages of beliefs that are
created through human interaction and preexist-
ing meanings. This perspective contrasts with
the traditional view of medicine, which sees dis-
ease as being located in the body as a physical
object of physical state that can be objectively
identified and treated as a physiological condi-
tion by scientific medical knowledge (Good
1994: 116). However, there are varying
approaches along the social constructionist con-
tinuum. At the most extreme end of this con-
tinuum, it is believed that it is impossible to
extricate physical bodily experiences from their
sociocultural contexts, for the ways in which we
think about, treat, and live our bodies are always
and inevitably socially and culturally shaped.
There is no such thing, therefore, as the purely
‘natural’ body, the body that may be separated
from society and culture. This is not to argue
that the material world or ‘real’ phenomena
such as pain, disease, or death do not exist.
Rather, it is to contend that we can only ever
know, think about, and experience these realities
through our specific location in society and cul-
ture. At the other end of the continuum social
constructionism takes a weaker form, simply
seeing human bodily experiences as influenced
to some extent, and in some contexts, by social
and cultural processes. The analyses reviewed in
this chapter tend to be located more towards the
‘strong’ rather than the ‘weak’ versions of social
constructionism. They also tend to adopt post-
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structuralist theoretical perspectives that empha-
size the importance of discourse.

DiscouRSE AND POWER RELATIONS IN THE
CONTEXT OF MEDICINE

The social constructionist perspective as applied
to analyzing health, illness, and medicine was
initially strongly influenced by writers on phe-
nomenology, cultural anthropology, and the
sociology of knowledge who addressed the ques-
tions of how shared notions of reality are created
through acculturation and social relationships.
The work of Berger and Luckmann (1967) on
the social nature of knowledge and its role in
constituting reality and social life has been par-
ticularly influential for social constructionism in
sociology. They argued that humans and their
social world exist in a dialectical relationship in
which each creates the other. Although the
material and social worlds are experienced by
most individuals as objective, preexisting reali-
ties, Berger and Luckmann and others have
pointed out that these realities involve the repro-
duction of meaning and knowledge through
social interaction and socialization, and rely
upon shared definitions. They emphasize that
because of the continually constructed nature
of reality, its meanings are precarious and sub-
ject to change.

Many of the more recent scholars taking a
social constructionist approach have drawn
upon the work of poststructuralist theorists, par-
ticularly the writings of Foucault on power,
knowledge, and discourse. Poststructuralism
builds upon the earlier work of writers like
Berger and Luckmann. Like other ‘strong’ con-
structionist approaches, poststructuralism sees
the social world, knowledge, meanings, and
notions of reality as contingent and dynamic
rather than fixed. It draws particular attention
to the role played by language in constituting
notions of reality, including our understanding
and experience of embodiment. The concept of
discourse brings together language, visual repre-
sentation, practice, knowledge, and power rela-
tions, incorporating the understanding that
language and visual imagery are implicated
with power relations and the construction of
knowledge and practices about phenomena.
The term ‘discourse’ is commonly used in post-
structuralist writings to denote the patterns of
ways of thinking, making sense of, talking or
writing about, and visually portraying phenom-
ena such as the human body, medical and nur-
sing practices, sexuality and reproduction,
illness, disease, and death.

Discourse is viewed as a form of social prac-
tice; a mode of action as well as a mode of repre-
sentation (Fairclough 1992: 63). Discourses may
be said to be textual, or expressed in texts, or
intertextual, drawing upon other texts and their
discourses to achieve the meaning and context
embedded in particular social, historical, and
political settings. The word ‘text’ as used here
does not mean simply a product of writing, but
more broadly refers to verbal interactions, visual
images, built structures, physical actions, and
practices. For some writers, the human body
itself is seen as a text that is ‘written’ upon by
discourses. Grosz, for example, refers to the
body as an ‘inscriptive surface,” which various
adornments, practices, and actions mark more
or less permanently (Grosz 1994: 138).

Cultural analysts adopting a poststructuralist
perspective argue that there is an inescapable
relationship between power, knowledge, dis-
course, and what counts as ‘truth.” Discourses
are both delimiting, structuring what it is poss-
ible to say or do, and productive. Discourses
bring into being, make visible, render malleable,
useful, functional, or dysfunctional, and differ-
entiate between various types of bodies — the
female and the male body, the young and the
old body, the normal and the deviant body,
the homosexual and the heterosexual body, the
thin and the obese body, the healthy and the ill
or diseased body, the sane and the mad body —
to name a few. Specific discourses relating to
phenomena may be identified, such as a dis-
course of hope in relation to cancer, a discourse
of activism in relation to HIV/AIDS politics, a
discourse of nature in relation to alternative
therapies, a discourse of science in relation to
medicine. These discourses may be articulated
and acted upon in a range of contexts, from
patients’ lay explanations and beliefs about
their illness, to mass media coverage of an illness
or disease, to medical textbooks and curricula.

A discourse, however, is sited within a
broader matrix of sociocultural and historical
meaning and thus extends beyond its context.
For example, the discourse of science, as it is
expressed in relation to medicine in contempor-
ary Western societies, has a long history, devel-
oping over the last few centuries as science and
medicine has —as systems of knowledge
emerged and developed. A number of underly-
ing assumptions derived from a broader Western
tradition of thought contribute to the discourse
of science in medicine. These include the
assumptions that the mind is separate from the
body, nature is separate from society and cul-
ture, nature/truth is universal, individuals are
distinct from society and culture, and illness is
a threat to rationality (Gordon 1988; Kirmayer
1988; Stein 1990). At the end of the twentieth



52 Handbook of Social Studies in Health and Medicine

century, in which notions of fate have largely
been replaced by modernist ideals of order and
certainty over the chaos of illness and disease,
the discourse of science in medicine has a parti-
cular resonance, as it appeals to contemporary
beliefs in the efficacy of the rationalist approach
to containing disorder.

Those discourses that tend to dominate over
others are those emerging from powerful indivi-
duals or social groups, helping to further their
interests in shaping the ways in which phenom-
ena are represented. The discourse of science in
medicine relies, in part, on the assumption that it
is politically and culturally neutral, unlike some
other knowledge, such as that articulated in lay
or alternative therapy discourses. As Rapp
asserts: ‘“The language of biomedical science is
powerful. Its neutralizing vocabulary, explana-
tory syntax, and distancing pragmatics provide
universal descriptions of human bodies and their
life processes that appear to be pre-cultural or
non-cultural’ (Rapp 1990: 29). The discourse of
science serves to underpin the powerful and high
status role of orthodox medical practitioners,
who claim that their system of knowledge is
superior to that of other health-care providers.
Dominant discourses, however, are constantly
subject to challenge. While, for example, the dis-
course of science may currently dominate under-
standing of the body and health states in
Western societies, it may be challenged by the
counter discourses expressed by proponents of
alternative therapies, who use the discourse of
beneficent nature to oppose what they see as
being the objectifying nature of scientific
approaches in medicine. As this suggests,
‘Power struggle occurs both in and over dis-
course’ (Fairclough 1992: 56), and this struggle
is an important feature of social change.

The methods of research that are typically
employed in constructionist analyses are quali-
tative and interpretive. All social constructionist
analyses are directed at uncovering, or ‘decon-
structing,” the underlying values, meanings, and
discourses in systems of knowledge and practice
such as biomedicine. There is no single or main
source of data used in social constructionist
investigations. For those researchers interested
in medical and health topics, in-depth interviews
or focus group data, mass media texts, diaries
and letters, articles in medical or public health
journals, medical textbooks, conversations
between patients and doctors, death records, sta-
tistical tables, and medical case notes are some
of the sources of data that have been ‘decon-
structed” for their underlying sociocultural
meanings. Some of these data are preexisting
(for example, articles on diseases in medical
journals), while others are created by the
researcher especially for the purposes of the

research project, such as interviews conducted
by the researcher with research participants
about the topic he is investigating. Once gath-
ered or selected by the researcher, these data
become ‘texts’ for the purposes of analysis.

In one analysis, Prior (1997) used a variety of
preexisting texts, mainly those constructed by
health-care workers, to examine the ways in
which ‘Freddie,” a particular patient he
observed, was ‘constructed’ as a psychiatric
case. Certain aspects of Freddie’s demeanour,
physical attributes, and state of mind were
recorded on such documents as the medical file
produced by his psychiatrist from clinical inter-
actions and test results. Other documents
included nursing care notes from when Freddie
was hospitalized and social work records from
when he was under the care of social workers.
Prior notes that:

In each case the discourse that describes him is
drawn together from different threads. Thus, the
psychiatrist, in large part, draws his threads from
the vade-mecum knowledge contained in psychiatric
texts. Nurses draw on one of their many ‘models of
nursing’ and social workers draw their threads from
their professional texts. (Prior 1997: 77)

Such written texts, following Freddie wherever
he went for health care, came to constitute him
in certain defined ways that in some situations
proved more influential than his actual beha-
viour. Prior notes, for example, meant that
because Freddie was labelled as schizophrenic
on his medical records, he was constantly
referred to as such by health-care and social
workers even when none of the symptoms of
this condition were present at the time.

As well as using written or audio texts, ana-
lysts may adopt an ethnographic approach. This
is similar to the fieldwork of anthropologists,
and involves spending an extended period of
time observing the practices and noting the ver-
bal exchanges of social actors in a specific set-
ting, such as a hospital, clinic, patient self-help
group, or medical consumer organization.
Atkinson (1995), for example, conducted an
observation study of haematologists working in
the United States and Britain, with a particular
focus on identifying and analyzing the medical
discourses that were employed as part of these
specialists’ everyday working practices. In doing
s0, he followed the haematologists on their rou-
tine hospital rounds and attended their in-house
conferences, tape-recorded proceedings, and
observed them taking fieldnotes. He also
recorded individual interviews with staff mem-
bers. Atkinson analyzed the transcribed data
produced by focusing on such aspects as how
the medical discourses he identified were repro-
duced from senior to junior staff and students,
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how they affirmed the participants’ membership
of a professional culture, and how they served to
construct particular narratives about patients as
‘cases.’

In recent social and cultural theory, an inter-
est in the ways in which place and space operate
to shape practices and notions of selfhood and
embodiment has developed. These writings go
beyond a focus on language in acknowledging
the importance of physicality, motion, and the
material world. Space and place are understood
as constructed through sociocultural processes
rather than as objective and given. Kearns and
Joseph (1993: 712) refer to this approach as a
sociospatial rather than a geometric view of
space. These perspectives have been adopted in
medical geography and the sociology and
anthropology of health and illness to explore
how spatial and temporal dimensions interact
in producing and reproducing the discourses
and practices and, thus, the meanings and
experiences of health, illness, and medical care.
Again, the writings of Foucault have been influ-
ential here, particularly in relation to his writ-
ings on the role played by a specific form of
architecture (the panopticon) in monitoring the
inmates of public buildings such as prisons,
schools, and hospitals, thus bringing them into
a specific field of visibility. Such features of med-
ical care as the architecture of the clinic or hos-
pital, the physical layout of operating theatres,
and the bodily movements and interactions of
medical staff and patients within the bounded
spaces of the clinic/hospital have been studied
(see, for example, Armstrong 1988; Fox 1997,
Hirschauer 1991).

THE Bopy AND NOTIONS OF HEALTH AND
ILLNESS

Recent writings in the sociology, anthropology,
philosophy, and history of the human body have
made important contributions to understanding
the ways in which embodied experience changes
across historical periods and social and cultural
contexts (see, for example, Armstrong 1983;
Good 1994; Grosz 1994; Herzlich and Pierret
1987; Leder 1992; Scheper-Hughes and Lock
1987; Shilling 1993; Turner 1992, 1996). As
such, they have insights to offer sociocultural
analysis of health, medicine, and illness. Like
other writers adopting the constructionist per-
spective, these scholars view the body as both
‘natural’ and ‘cultural,” acknowledging that
there is no clear boundary between the two cate-
gories.

The term ‘body image’ has been used to
denote the ways in which the lived experience

of the body is brought together with sociocul-
tural meaning in the ways in which we think
about and imagine our bodies. The body image
is central to ways of experiencing and concep-
tualizing states of health, illness, and health care.
An individual’s body image is developed
throughout her lifetime, and is dynamic, and
constantly subject to revision and trans-
formation. ‘The body image establishes the
distinctions by which the body is usually under-
stood — the distinctions between its outside or
skin, and its inside or inner organs; between
organs and processes; between active and pas-
sive relations; and between the positions of sub-
ject and that of object’ (Grosz 1994: 84). It is
embedded within social, cultural, and historical
settings as well as responsive to everyday em-
bodied experience. Thus, dominant discourses
circulating within the sociocultural context in
which an individual lives are important to how
he constructs his body image. Individuals’ own
experiences of the body — the sensations they
feel, the perceptions they make through their
bodies — are also important, however. The
body is not simply passively inscribed by dis-
courses. Rather, bodily experience and percep-
tion themselves contribute to the production and
reproduction of discourses, just as discourses
shape the ways in which bodies are thought
about and experienced.

Distinct changes, as well as congruities, in
ways of thinking about and representing the
body, health, and illness have been identified
by cultural analysts. In medieval and
Renaissance Europe, for example, very little
was known about the internal constituents
and workings of the body, for dissections
were banned as blasphemous (Muchembled
1985: 26). It was thought that illness and dis-
ease entered the body through the skin and
bodily orifices. People took care not to allow
water — especially hot water —to touch the
body, for this was thought to open the skin
to unhealthy miasmas, or vapours, bearing dis-
ease. They believed that the body could best be
protected against such vapours by wrapping
oneself in tightly woven clothing, reinforcing
the ‘closed’ nature of the body (Thomas 1997;
Vigarello 1988). Care was taken not to allow
vapours in through one’s bodily orifices, and
a set of taboos existed in relation to disposal
of bodily fluids as a protection against this
(Muchembled 1985). Urine was believed to be
a particularly potent bodily fluid, thought to
bear the essence of a person and to be a con-
duit between the inside of the body and the
outside world, and therefore the path of poss-
ible contamination. Among the peasantry of
medieval France, it was believed that urinating
against the same wall that a leper had urinated
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upon could result in contracting leprosy oneself
(Muchembled 1985: 72).

Concepts of body image as they relate to
health have shifted significantly even within the
past half century, incorporating centuries-old
ideas as well as bringing in new ideas often intro-
duced by scientific or medical discoveries about
the body. Martin (1994) has identified signs of a
change since the 1940s and 1950s in popular and
medical accounts of the body in relation to the
immune system and its effects on health. In her
analysis of interviews with lay people and of
popular representations of the body, she found
that conceptualizations of the inside of the body
frequently made references to the immune sys-
tem. According to Martin, in the 1940s and
1950s concepts of health in American society
tended to represent the body as a castle or for-
tress, with distinct openings that required pro-
tection from external invaders. Hygiene was a
dominant strategy for defending the body from
the ‘germs’ that sought to enter through its ori-
fices and subsequently cause disease. During the
1960s and 1970s, however, the notion of the
body as harbouring an interconnected immune
system developed, drawing on changing bio-
medical knowledge about immune response.
This resulted in a shift in emphasis from the out-
side of the body, with its envelope of protective
skin, to what was happening on the inside.
By the early 1990s, discourses on the immune
system had become central to body image in
relation to health and illness. People were now
exhorted to take care of their immune system as
a means of protection against ill health and
disease.

Contemporary notions of the body and health
states, as Martin’s work demonstrates, combine
centuries-old ideas relating to body openings
and hygiene with newer ideas concerning the
microlevel of bodily function. The body image,
therefore, may be understood as a complex
intertwining of traditional and novel under-
standings of the ways in which the body func-
tions and relates to other bodies, objects, and
spaces that produces possible ways of thinking
about and living in the body.

As noted earlier in the chapter, the discourses
of scientific medicine are very dominant in con-
temporary understanding of, and practices
related to, the body, health, illness, and disease.
The result of this dominance is that the ways in
which individuals in Western societies tend to
think about health, illness, health care, and
their own bodies is very much influenced by
the discourses and practices of scientific medi-
cine. Medical knowledge, however, is just as sub-
ject to change and variation as are other systems
of knowledge, including lay knowledge.
Comparative analyses of medical discourses

and practices in different cultural settings often
reveal the ways in which the same knowledge
system (in this case, scientific medicine) is under-
stood and practiced in strikingly different ways.
For example, one detailed analysis of the prac-
tices of French and American physicians treat-
ing patients with HIV/AIDS and engaging in
HIV/AIDS research (Feldman 1995) noted
strong differences in approach between doctors
in the two countries. Feldman notes that ‘AIDS
in France is a different disease than AIDS in the
United States’ (1995: 236). This is not only
because of the different health-care funding sys-
tems (the French socialized system versus the
American privatized system), but also because
of underlying assumptions about the nature of
patienthood and the doctor—patient relation-
ship. In France, she found a more paternalistic
model of the doctor—patient relationship, in
which trust is privileged, accepted, and sup-
ported by both patients and doctors. In contrast,
American doctors and patients tend to highlight
the importance of patient ‘empowerment’ and
the provision of information to patients. Often,
French patients are not told of their diagnosis of
AIDS by their doctors, while American doctors
almost always inform their patients. French
patients tend to rely on their doctors for more
emotional support and advice than do American
patients, rarely questioning prescribed treat-
ments or suggesting alternatives, as HIV/AIDS
patients in the United States often do.

According to Feldman, medical treatment is
also different in the French and American set-
tings, based on differing concepts of disease and
the body. In the United States, ‘aggressive’ med-
ical treatment for HIV/AIDS and other illnesses
is supported: health is seen to be regained
through immediately attacking the disease ‘inva-
der’ and removing it through surgery or drug
therapy. For the French physicians, argues
Feldman, protecting and improving patients’
overall constitution and resistance is viewed as
important. Therefore, French physicians tend to
be more reticent about the early use of toxic
drugs to treat HIV/AIDS. Good (1995) has
identified similar differences between American
physicians’ treatment of cancer, on the one
hand, and the approach of Italian and
Japanese physicians. She notes that American
doctors are far more ready to inform their
patients about their disease than are Italian
and Japanese doctors, and place much more
importance on patient autonomy. The Italians
and the Japanese, in contrast, subscribe more
strongly to a paternalistic and protective model
of care and are less supportive of the notion of
patient autonomy.

Rather than see biomedicine as a singular
entity, therefore, it has been argued that it
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should be viewed as ‘a plurality of biomedicines
that are socially and culturally situated’ (Good
1995: 462). While a series of overarching para-
digms that serve to unite biomedicine may be
identified, it is taken up in a variety of different
cultural contexts, in which such factors as the
economic system, assumptions about the doc-
tor—patient relationship, and ideas about health
and illness, among other elements, shape its
manifestations.

THe MEebpicaL GAZE AND THE ROLE OF
TECHNOLOGY

The discourses and practices of medical knowl-
edge produce and work on specific kinds of
bodies. One way in which they do so is through
the use of spatial and temporal dimensions. In
the context of the clinic or hospital, the body of
the patient becomes subject to the medical gaze.
For Foucault (1975), it is through the medical
gaze that the patient’s body is constructed as a
particular archetype of illness. The medical gaze
is a product of a dominant discourse in scientific
medicine that champions the importance of
expert medical practitioners using visual cues
to assess and monitor patients’ bodies. This
approach to diagnosing and treating the ill
body is a result of changes that took place in
the late eighteenth and early nineteenth cen-
turies, in which scientific medicine, reliant on
systematic measurement and identification of
visible signs of disease and comparison,
emerged. The fields of pathology and anatomy,
employing the hitherto taboo practice of dissec-
tion of human bodies, began to underpin medi-
cal knowledge, opening to the medical gaze what
was previously hidden (Armstrong 1983;
Foucault 1975). Where once physicians relied
on a patient’s account of his symptoms to diag-
nose illness, they now used technologies such as
stethoscopes and X-rays to construct their
knowledge of the body by seeing or listening to
what was going on inside it: ‘The core task of
medicine became not the elucidation of what the
patient said but what the doctor saw in the
depths of the body.” (Armstrong 1984: 738)

As part of the processes of medical examina-
tion, diagnosis, and treatment, patients are
brought into a visibility that differentiates and
judges them, comparing them to a norm and
attempting to restore them to that norm.
Medical surveillance and treatment practices,
therefore, perform a disciplinary function upon
the body of the patient, reading the body as
docile and productive, the product of medical
discourse and power. The use of the term ‘dis-
ciplinary’ in this context does not necessarily

imply an interaction that involves punishment
or coercion, but rather conveys the sense that
patients’ bodies, usually voluntarily, conform
to and are shaped by medical practices and
knowledge. So, too, are patients incited by med-
ical practitioners and other health-care workers
to reveal their experiences and feelings as part of
diagnostic and treatment routines. This is a
dominant aspect of the discourse of ‘patient-
centred medicine,” which has become viewed as
the most appropriate approach for health-care
workers to interact with their patients
(Osborne 1994). This transfer of knowledge
about one’s body and one’s self, however, is
very much one-way: doctors and other health-
care workers do not reveal their bodies to
patients, and rarely do they reveal their private
feelings and thoughts. The medical gaze, there-
fore, is not reciprocated.

Individuals become constituted as particular
subjects through the discourses and practices
of medicine and other health or welfare profes-
sions. For example, the ritual procedures carried
out on patients when they are being prepared for
surgery — such as rendering the patient uncon-
scious through general anaesthesia, using linen
to cover certain parts of the body, painting other
parts orange-brown with disinfectant and
obscuring the patient’s face — turn the patient’s
body into a particular object for the examination
and use of the health-care workers (Hirschauer
1991).

In the clinic, a range of medical technologies is
brought to bear to monitor and measure bodily
signs, to diagnose and ‘bring into visibility’ the
body of the patient. This is the apotheosis of the
extension of the medical gaze into the interior of
the body. The various technologies available to
survey and visually document aspects of the
human body — such as magnetic resonance ima-
ging, X-rays, ultrasounds, CT scanners, nuclear
tracing, and electrocardiograms — present differ-
ent nuances and representations of the body.
These accounts are subject to expert interpreta-
tion, as are diagnostic tests of sample tissue
(Atkinson 1995). Novice clinicians and clinical
pathologists must learn to look for and see
these images and specimens that are fragments
of bodies and then to interpret and name what
they see to make sense of them. This comes
through a gradual process of acculturation into
the ‘ways of seeing’ of the clinic (Atkinson 1995:
74). In some situations, the data produced by the
medical technologies hooked up to the patient
come to stand for the patient’s body, while the
fleshly body itself may be largely ignored by doc-
tors and nurses monitoring the patient’s pro-
gress (Hirschauer 1991). Atkinson notes that
via such practices of bodily segmentation, rep-
resentation, and interpretation, the body of the
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patient is dispersed and even disembodied, and
read at different sites: ‘“The patient thus may
have a multiple existence within the clinic’
(Atkinson 1995: 89).

The medical gaze may itself be internalized by
patients in some cases, changing their percep-
tions of their bodies. The cultural theorist
Jackie Stacey wrote of her changed perceptions
of her own body and that of others following an
operation to remove a cancerous growth when
she awoke feeling as if she had actually wit-
nessed the operation:

The clear sense of my internal body occupied my
mind, and indeed, remained with me for several
months. I felt sure I had seen inside myself and
thus had an awareness of my body as ‘flesh and
blood’ in a more literal way that was quite new.
On leaving hospital, I began to see everyone through
this physiological lens...I began to see everyone
through these new X-ray eyes: the woman in front
of me in the supermarket queue suddenly comprised
skin, intestine, bladder, liver, lungs and kidneys.
(Stacey 1997: 97-8)

While Stacey did not, of course, witness her own
operation, it is evident from her description that
she is drawing upon medicalized or anatomical
images of the inside of the body she had pre-
viously seen in constructing her new image of
her own body, and the bodies of others, through
a new lens of perception — the medical gaze. Her
preexisting knowledge of the inside of the body
(perhaps drawn from such texts as documen-
taries on surgical techniques, television dramas
showing simulations of surgical procedures, or
biology textbooks) had risen to prominence
over other ways of seeing the body, catalysed
by the traumatic embodied experience of under-
going a serious operation.

As Stacey’s observations suggest, lay people
may come to see themselves differently via
their interaction with medical technologies. The
experience of interacting with medical technolo-
gies may lead to a sense of disruption of body
image that is distressing. For example, those
who undergo a diagnostic screening test, such
as for HIV, or prostate, cervical, or breast can-
cer, often find themselves entering a liminal state
when waiting for the result. When previously
they may have had no signs or symptoms of
disease, once having undertaken the diagnostic
test they are forced to reconsider the notion of
themselves as ‘healthy’ (Lupton 1994: 98-100).
The notion that diseases that require a diagnos-
tic test are ‘hidden’ and ‘secret’ within the body,
giving no clear sign of their presence except via a
diagnostic test, may lead people to feel anxious
about the integrity of their own knowledge of
their bodies.

Technologies may also be productive of bod-
ily capacities. When hooked up to medical (and
other) technologies, the patient’s body becomes
a cyborg, a juncture of human flesh and
machine. These technologies become part of
the individual’s body image, extending the
body in space (Grosz 1994: 80). In Western
societies we feel extremely ambivalent about
our relationships with technologies, disliking
the idea that we should be dependent upon
machines or have some sort of symbiotic rela-
tionship with them that blurs the boundaries
between self and other (Lupton 1995a). The
idea of having a prosthesis may inspire feelings
of disquiet, or even horror, disgust, and revul-
sion for its ‘unnatural’ and liminal character,
its location somewhere between human and
machine, its constant reminder of the failings
of one’s body (Wilson 1995). Nonetheless, the
potential offered by technologies and their abil-
ity to give us knowledge of our bodies, alleviate
the failings or sufferings of the body, and fend
off senescence and death, at least for a time, are
seductive.

The capacities of the human body may be
extended or even replaced by technologies, as
in the case of spectacles or contact lenses, artifi-
cial respirators, heart pace-makers, cochlear
implants, and artificial limbs, for example.
Sobchack has written vividly about having a
prosthetic limb fitted after her leg was ampu-
tated and of adapting a mechanical device into
her body image and embodied experience:

I love my prosthesis with its sculpted foam cosmetic
cover — particularly the thigh which has no cellulite
and is thinner than the thigh on my so-called ‘good’
leg. With much effort, I have learnt to walk again,
the stump first thrust into the socket of a leg held on
by a suspension belt and now into what is called a
‘suction’ socket of a leg that — when it or I am
working right — almost feels like ‘me.” This new
socket has also allowed me a kind of experience
with ‘artificial orifices’ that has none of the pain of
surgery and all of the erotic play of technology.
(Sobchack 1995: 207-8)

Such accounts demonstrate the ways in which
notions of the ‘natural’ and the ‘cultural’ body,
of self and nonself, come to blur in relation to
medical technologies.

THE CiviLizED Boby AND THE LoGIC OF
CoNTROL

One of the most dominant logics organizing
ways of thinking and acting in Western societies
at the end of the twentieth century is that of
control. Individuals constantly engage in activ-
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ities in the quest for control over their lives. It is
believed that most aspects of life are malleable
and amenable to the exertion of will. We see
ourselves as a continuing unfinished project,
requiring work and effort to shape and improve,
seeking to impose order and certainty upon what
is perceived to be a chaotic, uncertain, disorderly
world. Foucault (1988) referred to such practices
as the ‘technologies of the self.” The ‘technolo-
gies of the self’ involve the voluntary internali-
zation of norms governing appropriate
behaviour in the interests of achieving the best
possible self, including the quest for self-knowl-
edge, self-mastery, and self-care (Lupton 1995b;
Rose 1996). Engaging in the ‘technologies of the
self” involves seeking out and employing knowl-
edge and the constant making of choices.

Nowhere is this desire for control more evi-
dent than in the ways in which people concep-
tualize embodiment, health, and illness. For the
late-modern individual, the body is viewed as
signifying the self and demonstrating one’s capa-
city for self-knowledge, self-mastery, and self-
care. The ideal body is that which is tightly con-
tained, its boundaries stringently policed, its
orifices shut, kept autonomous, private, and
separate from other things and other bodies
(Bordo 1993; Shilling 1993). Good health and
‘normal functioning’ of the body is commonly
viewed in contemporary Western societies as
the product of careful self-regulation and self-
discipline. Behaviours that are seen to be linked
to ‘lifestyle’ choices and therefore under the con-
trol of individuals, such as alcohol consumption,
cigarette smoking, diet, physical exercise, and
sexual activity, have been singled out in public
health campaigns. Such campaigns exhort mem-
bers of the ‘target’ audience to engage in ‘body
maintenance’ activities (Featherstone 1991).
Under the discourse of self-control, citizens are
urged to turn the medical gaze upon themselves,
and engage in such technologies of the self as
monitoring their own bodies and health states
and taking preventive action in accordance
with medical and public health directives
(Herzlich and Pierret 1987; Lupton 1995b;
Petersen and Lupton, 1996).

The notion of the ‘civilized’ body, emerging in
early modern Europe, is particularly important
to contemporary understandings about the ideal
body (Elias 1978; Shilling 1993). The ‘civilized’
body is understood to be that which is self-con-
trolled, which is autonomous and self-regulated.
Its boundaries are kept contained from the out-
side world and from others. In contrast to this
ideal notion is the ‘grotesque’ or ‘uncivilized’
body, the body that lacks self-control and self-
discipline and is constantly breaching its bound-
aries. The body that is suffering pain or illness,
that is deformed or disabled, that is dying, tends

to conform far more closely to the ‘grotesque’
body than the ‘civilized’ body.

A further perspective drawn from anthropo-
logical and psychoanalytic theory is that which
acknowledges the ways in which individuals con-
struct a sense of body boundaries and define
themselves as self in opposition to ‘other.” This
perspective has provided insights for those scho-
lars who are interested in how such notions as
‘health,” ‘illness,” and ‘risk’ are used to deal with
central anxieties and fears about contamination,
the blurring of bodily boundaries and death. The
work of anthropologist Mary Douglas has been
highly influential in our understanding of the
symbolic role played by body image and notions
of the body boundaries. In her book Purity and
Danger (1966), Douglas argued that the human
body serves a conceptual means of distinguish-
ing between self and ‘other.” Just as the body is
seen to have defined boundaries between ‘inside’
and ‘outside,” with rules regulating what matter
comes in, what comes out, and in which ways, all
human societies construct understandings of
which people and things belong ‘inside’ and
which should be maintained ‘outside.’

All humans, as they are socialized into their
cultures, learn the appropriate cultural norms
about how to police and control their bodily
boundaries. Douglas pointed out the anxieties
that cohere around the margins of boundaries
and the subsequent rules for control that have
been developed to control margins at the level of
the individual body and at the broader level of
the body politic:

All margins are dangerous. If they are pulled this
way or that the shape of fundamental experience is
altered. Any structure of ideas is vulnerable at its
margins. We should expect the orifices of the body
to symbolise its specially vulnerable points. Matter
issuing from them is marginal stuff of the most
obvious kind. Spittle, blood, milk, urine, faeces or
tears by simply issuing forth have traversed the
boundary of the body. So also have bodily parings,
skin, nail, hair clippings and sweat. The mistake is to
treat bodily margins in isolation from all other mar-
gins. (Douglas 1966: 121)

The orifices of the body constantly present a
challenge to individuals to exert control over
the movement of bodily fluids from ‘inside’ to
‘outside.” In Western societies, we are particu-
larly disgusted by notions of the inside of the
body and the slimy viscera, organs, and fluids
it contains. Actions or accidents that expose
this inside matter break down the boundaries
between ‘inside’ and ‘outside’ that we are
exhorted since early childhood to preserve as
part of our accomplishment and maintenance
of the ‘civilized’ body. Hence, “The disgust that
arises when the body is sliced open with a knife
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or pierced with a bullet is more than just a func-
tion of the muck that pours out, it is a function
primarily of the inappropriateness of destroying
the integrity of the body’s seal’ (Miller 1997: 58).

In infancy and extreme old age and in illness
or some forms of disablement, these bodily
boundaries are constantly breached. Other bod-
ily changes, such as pregnancy and menopause,
may also involve loss of control over the body.
Menopause, for example, confronts some
women with shame, embarrassment, and anxiety
in relation to unexpected flushing of the face,
sweating, or uterine bleeding. The loss of control
that women in mid-life feel when they experience
these symptoms can be profoundly distressing
and challenging of their sense of self (Lupton
1996). The appearance of reviled body fluids at
socially ‘incorrect’ times or places demonstrates
a frightening and disturbing loss of such rational
control, signalling a return to a state of bodily
chaos of infancy. The dribbling, incontinent
elderly or disabled body is a nightmarish vision
for its childishness and its supposed loss of
humanity. Unlike the ideal of the ‘civilized’
body, the ill or dying body, the body in pain,
the deformed or disabled body is that which
lacks control. It is also that which lacks auton-
omy because it is dependent on others, and that
which constantly threatens to breach its bound-
aries through pain, spasms, or the expulsion of
bodily fluids at ‘inappropriate’ times. Such
bodies arouse disgust because they bring the
‘inside’ of the body ‘outside.” Ill, disabled, or
dying people are the ‘other,” those from whom
the healthy, young, and able-bodied seck, often
unconsciously, to differentiate themselves be-
cause of the fears, anxieties, revulsion, and
dread they harbour of the incipient chaos and
dissolution of their own bodies.

Grosz (1994) has taken up both Douglas’
writings to analyze the symbolic nature of bodily
fluids, with a particular focus on gender implica-
tions. She claims that because the female body is
conceptualized as more marginal, indeterminate,
fluid, borderline, and liminal, as seeping fluids
that are considered to be ‘dirty’ and therefore
as less controlled, it is viewed as more danger-
ous, defiling, and diseased than the male body
(Grosz 1994; see also Heywood 1996). Indeed,
femininity has been strongly associated with
both embodiment and disease. Women’s bodies
have been traditionally portrayed in medical and
other discourses as inferior to men’s bodies: as
smaller, frailer, weaker, and more disorderly,
and as more defective and more prone to illness
(Bordo 1993; Ehrenreich and English 1974).

So, too, other types of bodies have been typi-
cally represented, both in medical and more
popular discourses, as ‘inferior’ because they
are regarded as being unable to properly regu-

late their body boundaries. These include black
or brown bodies, homosexual bodies, ageing
bodies, and working-class bodies. Comaroff
(1993) has shown, for example, how nine-
teenth-century British colonialist and medical
discourses in South Africa portrayed black
Africans as inherently dirty and diseased, as
‘savage’ rather than ‘civilized,” and as both
morally and physically degenerate. In describing
black Africans as ‘dirty’ and ‘greasy,’ the British
portrayed the black body as porous, odorous,
and damp, and therefore as potentially contam-
inating to those who came into contact with it,
in stark contrast to the ideal of the white
European as clean, contained, and controlled
(Comaroff 1993: 316). Standing for normality
and self-discipline is the white, heterosexual,
youthful, middle-class, masculine body. The
male body is culturally represented as ideally
invulnerable, disciplined, strong, contained,
healthy, and physically able, and therefore as
more ‘civilized’ than other bodies (Petersen and
Lupton 1996).

MoraL MEANINGS AND Boby
REGULATION

The emphasis that is currently placed in Western
societies on the importance of the regulation and
disciplining of the self and the body has implica-
tions for how ill people are conceptualized in
moral terms. In the ‘new morality’ of preventive
health, falling ill has become viewed as a sign of
moral failure, a source of blame. States of
health, therefore, are inherently associated with
moral meanings and judgements (Crawford
1994; Greco 1993; Herzlich and Pierret 1987;
Lupton 1994, 1995b; Stein 1990). Not to engage
in risk-avoiding behaviour is considered ‘a fail-
ure of the self to take care of itself — a form of
irrationality, or simply a lack of skilfulness’
(Greco 1993: 361).

These ways of representing the ideal human
body are themselves the products of notions
that have emerged over the course of Western
history and intensified in recent centuries.
There is a long history in Western societies of
the association of moral meanings with health
states. Since antiquity, those who have fallen ill
have often been judged to be morally culpable
for allowing illness into their bodies by failing to
conform to cultural regulations and taboos.
Sinfulness has been linked to illness for centuries
(Thomas 1997). In early modern England (span-
ning the sixteenth, seventeenth, and eighteenth
centuries), for example, Christian thought
regarded sinners as being ultimately punished
by God for their sins. Each of the seven deadly
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sins was associated with its own embodied
pathology. Pride was thought to cause swellings
such as tumours and inflammations, sloth was
believed to result in dead flesh and palsy, and
gluttony in dropsy and a large belly. Lust led
to fluxes and discharges, leprous skin and the
pox, avarice was associated with gout or dropsy,
envy with jaundice, venom, and fever, and wrath
with spleen, frenzy, and madness. It was com-
mon at this time for individuals who had fallen
ill to examine the conduct of their lives to deter-
mine how they might have brought this condi-
tion upon themselves (Thomas 1997: 16-17).

Susan Sontag wrote about the contemporary
moral meanings of illness in her important essay
Illness as Metaphor, first published in 1978. She
points out that ‘Nothing is more punitive than to
give a disease a meaning — that meaning being
invariably a moralistic one’ (Sontag 1989: 58).
As she observes, cancer is commonly viewed as
being caused by the repression of emotion,
‘afflicting those who are sexually repressed,
inhibited, unspontaneous, incapable of express-
ing anger (1989: 21). Like leprosy in medieval
times, cancer evokes the meanings of horror,
contamination, corruption, and blame. Sontag
argues that these meanings also influence the
type of treatment given to cancer patients and
the words used to describe both the disease and
its treatment. Cancer treatment is ‘aggressive,’
used to ‘attack’ the cancer that has ‘invaded’
the body, ‘bombarding’ the body with radiation.
With the use of these military metaphors, the
patient’s body becomes thought of, and treated,
as a battleground (1989: 64-5).

In the two decades since Sontag’s essay was
first published, cancer has also become strongly
linked to such activities as cigarette smoking, a
diet high in animal fat, sun exposure, and in the
case of breast cancer, bearing children late in life
or not at all. As Stacey (1997) notes in her more
recent book on the cultural meanings of cancer,
because the disease is that of one’s own body
cells ‘turning against’ the body and multiplying
out of control, it is viewed as autopathogenic,
caused in some way by the individual who has
it. It is now very difficult for a person diagnosed
with cancer not to feel as if they have in some
way played a part in bringing the illness upon
themselves. Many go through a process whereby
they search their past behaviours to identify
what might have caused the disease. As one
woman who survived treatment for breast can-
cer wrote: ‘The guilt of responsibility — could I
have wished this on myself... What did I do
wrong? Can I make it up again? (Malchiodi
1997: 53)

People with cancer often seek to regain con-
trol of the uncertainties associated with cancer
treatment, for example, by seeking out informa-

tion voraciously. People with cancer (and other
illnesses) are also expected to be ‘heroes’ and to
‘battle’ with their illness and exert will-power to
overcome it. Not to do so is considered to ‘give
in’ to the ‘enemy,’ relinquishing the attempt to
regain the ‘civilized’ body from the chaotic ill
body. In this discourse championing ‘fighting’
one’s illness, ‘dying is a defeat, a sign that indi-
viduals cannot transform themselves’ (Coward
1989: 86).

Since the early 1980s, HIV/AIDS has become
one of the most reviled and dreaded diseases in
Western societies. Because the routes of trans-
mission of HIV are associated with behaviours
that are considered by many people to be
socially ‘deviant,” such as homosexuality, sexual
promiscuity, and intravenous drug use, the syn-
drome itself and those who have it have become
labeled ‘deviant.” Sontag herself recognized the
power of the cultural meanings of HIV/AIDS
and wrote a sequel to lllness as Metaphor
entitled AIDS and its Metaphors (1989). She
and other cultural critics have drawn attention
to the ways in which HIV/AIDS is strongly as-
sociated with blame and shame, particularly in
the distinctions that are routinely drawn
between ‘innocent’ and ‘guilty’ people with
HIV/AIDS. Those who are deemed to be ‘inno-
cent’ are typically seen to have become infected
with HIV through no ‘fault’ of their own (for
example, infants who were infected in their
mothers” womb or haemophiliacs infected
through contaminated blood transfusions).
Those who are viewed as ‘guilty’ are seen to
have somehow invited the virus into their body
by engaging in risky activities.

Some alternative medicine approaches empha-
size the responsibility of the person with illnesses
such as cancer and HIV/AIDS even more than
do orthodox medical and public health dis-
courses, focusing particularly on ‘destructive’
inner feelings and thoughts that have been
repressed, linking cancer to certain personality
types (Coward 1989; Stacey 1997). Alternative
therapies, in general, have a strong focus on
lay people ‘taking control’ of their health by
engaging in activities deemed to prevent illness.
Many alternative therapies draw strongly upon
the discourse of ‘nature’ in representing illness as
an imbalance within the body (Coward 1989). A
dominant assumption in the self-help discourses
of many alternative therapies is that good health
is a product of strength of will, and ‘wrong atti-
tudes’ are punished by illness. A healthy body
becomes a sign of personal achievement; illness
is the sign of failure and weakness. In many
ways, therefore, alternative medicine shares
with scientific medicine the tendency to cast
moral judgement upon those who are ill, posi-
tioning them as having failed to engage properly
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in self-regulation. Indeed, it has been argued
that the discourses of alternative medicine
broaden the ‘pathogenic sphere’ and in doing
so extend the medicalization of everyday life
into areas that are currently left largely
untouched by biomedicine (Coward 1989;
Lowenberg and Davis 1994; Rosenberg 1997).

Notions of ‘healthiness’ also often appear in
the popular media in the context of selling com-
mercial products. Such media as advertising and
other forms of publicizing commodities often
elide distinctions between ‘healthiness’ and
‘attractiveness.” Thus, for example, advertise-
ments for ‘low fat’ food frequently portray the
product as desirable both because it is ‘good for
you’ in terms of promoting health and because it
contributes to a slim body shape. As this sug-
gests, while health discourses are directed pri-
marily at the ‘inner body’ in their emphasis on
function and disease, prevention and consumer
culture discourses are directed at the ‘outer
body’ in terms of its appearance (Featherstone
1991: 171). These discourses intersect with each
other in significant ways. Both public health
media campaigns and commercial advertising
campaigns address the same ideal of the body:
as conforming to current notions of attractive-
ness as youthful, vital, and healthy. While health
and medical discourses may involve limiting
consumption of some commodities (those
deemed to be ‘unhealthy’), they encourage the
consumption of other commodities (for exam-
ple, exercise shoes and clothing, diet foods, vita-
mins). Both are directed at the notion of the
individual who is keen to engage in activities
to care for, work upon, and improve the self
and the body as well as indulging herself. As
Featherstone has argued: “Within this logic, fit-
ness and slimness become associated not only
with energy, drive and vitality but worthiness
as a person; likewise the body beautiful comes
to be taken as a sign of prudence and prescience
in health matters’ (1991: 183). The suggestion is
that the pleasures of consumption are heigh-
tened by improved health and physical capacity
for hedonism.

In contemporary Western societies, therefore,
notions of the ideal body conflate health, beauty,
youth, and normality. Health tends to be cultu-
rally linked to beauty, erotic attraction, and
truth as well as morality, and illness and death
to ugliness, grotesquerie, falsity, repulsion, and
immorality. As Gilman argues ‘We experience
the body as seemingly in control through the
world of the visual. We censor out the associa-
tion with the world of the ugly and of decay —
the mark of our own decay, our own gradual
collapse’ (Gilman 1995: 179). Very old bodies,
ill bodies, disabled bodies, and obese bodies
are either stigmatized in mass media representa-

tions, or else are simply absent, treated as
unworthy of portrayal because they are deemed
to be deviant, unsightly, or dependent (Davis
1995; Featherstone and Wernick 1995).
Presenting realistic images of the diseased,
mutilated, or dying body in the popular media
often results in controversy. When, for example,
a self-portrait of the artist Matuschka displaying
her mastectomy scar was published on the cover
of the New York Times Magazine in 1993, some
readers were offended, although some women
who themselves had breast cancer were suppor-
tive of such images receiving public attention
(Malchiodi 1997: 56-7). In creating this self-
image, Matuschka was setting out to demon-
strate that a woman’s body, lacking one or
both breasts, need not be considered ugly, dis-
eased, or deformed, noting of her purpose that:
‘When men come home from war bandaged and
broken, they are considered symbols of strength,
even sexy. Could I actually show a mastectomy
woman who looks beautiful, who has pride and
dignity? A picture evoking not self-indulgence,
but power and strength?” (Malchiodi 1997: 58).
Others with conditions such as HIV/AIDS,
cancer, and disabilities have sought what they
consider to be oppressive images of the condi-
tion in popular or medical representations,
replacing them with more positive images.
HIV/AIDS activists have become well known
for their challenges to mainstream representa-
tions of people with HIV/AIDS. By identifying
features of the politics of representation of HIV/
AIDS, they have worked to ‘resist the AIDS
mythology’ (Boffin and Gupta 1990), countering
images of people with HIV/AIDS that represent
them as passive, grotesque, living out an inevi-
table death sentence, and as deviant outsiders
deserving of their fate (see, for example, the
essays and images in Boffin and Gupta 1990;
Crimp 1989; Klusacek and Morrison 1992).
Crimp (1989) has referred to these activities as
‘cultural activism,’ based in cultural analysis.
Similarly, photographer and activist David
Hevey (1992) mounted a strong critique of the
images of people with disabilities that appear in
such forums as charity advertising. He argued
that in attempting to arouse pity for disabled
people, such advertisements tend to be patron-
izing, supporting the notion that the disabled are
freaks, pathetic, marginalized, and dependent on
others’ help. As he notes, apart from charity
advertising, images of people with disabilities
are rare in the popular media. They are
‘admitted in culture,” Hevey argues, ‘only as
symbols of fear or pity’ (1992: 54). His own
photographic work with disabled people set
out to achieve ‘positive disability imagery,’
allowing them to project their own perspective
on the world in ways that sought to go beyond
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the clichéd ‘brave battler’ or ‘helpless, dependent
victim’ portrayals.

CoNcLUDING COMMENTS

As this chapter has demonstrated, much
research and scholarship relating to the socio-
cultural representations and meanings of health,
medicine, and the body has been published in
recent times. It has been particularly invigorated
by the incorporation of poststructuralist per-
spectives and a growing interest in the sociology
and history of the human body. One of the most
important insights of sociocultural analyses is
the identification of the link between knowledge,
discourse, power, and notions of reality. Their
value lies in challenging the status quo by decon-
structing taken-for-granted perspectives and
representations, and in the process producing
new ways of seeing, thinking, and acting.

Critics of social constructionism and post-
structuralism have criticized those who adopt
these perspectives for taking a relativistic and
nihilistic approach, avoiding attempts at reform
and achieving improvements in health status for
disadvantaged groups. They ask that if all
knowledge is a social product, what are we to
take as ‘truth,” and whose view should we accept
as valid? In response to these critiques, advo-
cates of social constructionism and poststructur-
alism contend that it is important to be aware
that any knowledge claim is underpinned by the
desire to shape a debate, and that no such claim
can be accepted as politically neutral. They
argue that while the project of deconstructing
taken-for-granted assumptions may be seen as
destabilizing and challenging, this is precisely
one of its achievements. As Leder put it: ‘If we
are to understand the strengths and limits of our
medicine and envision its alternatives, we must
come to grips with the world-view it assumes’
(1992: 17).

Constructionist inquiries need not reject poli-
tical causes or avoid any adherence to values
such as democracy, equality, and social justice.
As this chapter has shown, for example, feminist
writers and advocates for people with cancer,
HIV/AIDS, and disabilities have fruitfully
employed deconstructionist analyses to chal-
lenge taken-for-granted meanings that they see
as being oppressive or stigmatizing. Their inten-
tion is to demonstrate the ways in which the
voices and activities of the members of certain
social groups constantly take precedence over,
and subjugate, the voices and activities of mar-
ginalized groups. Identifying discourses and
showing how the use of discourses contribute
to assumptions about social groups, including

assumptions that contribute to their disadvan-
taged status, is not in itself a strategy for dealing
with social inequity. It is a vital starting point,
however, for attempts to ‘do something,” for
deconstruction serves to destabilize unifying
assumptions that themselves are part of the
establishment and maintenance of social
inequality.

Social constructionist analyses conducted thus
far have provided a richness of material that
challenges the objectivist perspective on medi-
cine and the body that reigns in medicine.
Much scope remains for further inquiries into
how lay people understand their bodies in rela-
tion to the dominant discourses emerging from
such influential institutions as medicine, public
health, and the mass media. The relationship
between these preexisting discourses and the
meanings developed through individuals’ own
life experiences of embodiment, illness, and med-
ical care has yet to be fully explored and under-
stood. There is much potential for future
empirical studies that seek to identify aspects
of this relationship and investigate the different
perspectives and experiences relating to embodi-
ment, health and illness of subcultural groups in
society.
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1.5

A Taxonomy of Research Concerned with
Place and Health

RALPH CATALANO AND KATE E. PICKETT

INTRODUCTION

Interest in how and why illness varies in geo-
graphic space is hardly new. Epidemiologists,
geographers, sociologists, and others have writ-
ten sporadically on the topic for a least a century
and a half. However, contributors have rarely
shown an awareness of the history and breadth
of the work concerned with place and health.
The result is that the field thrives for a period,
stagnates, and begins again by duplicating much
of what has gone before.

A new generation of social scientists is inter-
ested in the spatial distribution of illness. They,
like their predecessors, may fail to discover ear-
lier or related work and waste time and effort
covering old ground. We hope to reduce the
chances of this happening by surveying the
breadth of work concerning place and health.
This is done by providing a taxonomy of the
literature. This may also help start new lines of
research in that empty cells in the taxonomy
suggest opportunities to make seminal contribu-
tions.

ORGANIZING THE RESEARCH ON PLACE AND
HEeALTH

We believe that most researchers serendipitously
discover the literature on place and health while
seeking an answer to a narrow question raised
by other literature or lines of inquiry. The
researcher finds a work that may or may not
answer the original question, but which piques

his or her curiosity about the spatial distribution
of a health-related phenomenon. The discovered
work refers to related literature. The researcher
pursues these and subsequent references in a
more or less unguided search. This process con-
tinues through iterations of identifying work
that may or may not satisfy an evolving and
deepening curiosity. For those who persist, the
reward is a realization of the considerable
breadth and depth of the field.

We want to accelerate this process and make it
more efficient. We believe that this is best done
by organizing the literature such that a new-
comer can find the path through it that best
matches his evolving curiosity.

We offer a taxonomy based on four questions.
The answers to these questions combine to form
a table with twenty-four cells to which literature
in the field can be assigned. Branching through
the questions should lead newcomers to the cell
most closely related to their original interest.
Two persons may arrive at the same original
cell, but go on to different subsequent cells.
Understanding the structure of the table will
allow each easily to identify the literature most
closely related to their evolving interests. This
structured inquiry can lead newcomers to litera-
ture that might otherwise go unnoticed or take
much effort to find.

The first question is whether the dependent
variable is physical or mental illness. Lay per-
sons, clinicians, and scholars continue to sepa-
rate illness into these two broad categories. We
will do likewise.

The second question is which of the following
better describes the outcome in which you are
interested?
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1 True prevalence or incidence of the illness in
the population.

2 The prevalence or incidence of diagnosis or
treatment of the illness.

Both of these phenomena are important and
they are obviously related. They are not, how-
ever, interchangeable. Treated illness is often
presented as a surrogate for true prevalence
without a discussion of the social processes
that separate undiagnosed from treated illness.

The third question that shapes our taxonomy
is which of the following do you want to explain
or understand?

1 Variation in the rates of illness across places.
2 Variation in illness across people as a func-
tion of the places in which they live.

We will call the first interest ‘geographic’
because the unit of analysis in any test will be
space and the dependent variable will be a char-
acteristic of spatial units. We refer to the second
interest as ‘etiologic’ because the unit of analysis
in tests will be the individual and the dependent
variable will be a characteristic of individuals.

Researchers interested in one of these issues
will likely be interested in both because empirical
information gained from one line of inquiry
might inform the other. Ultimately, however,
these issues are not the same and the explanation
of one will not axiomatically explain the other
(Barrett 1986). The fact that distance from med-
ical services is inversely related to the rate of
treated psychoses (e.g., Jarvis 1852), for ex-
ample, helps explain geographic variation in
mental illness. This fact, however, adds nothing
new to our understanding of the etiology of
psychoses.

Understanding the difference between these
two issues should help contributors to the field
deal with the ecological fallacy. The fallacy is the
inference that an association between two char-
acteristics of population aggregates generalize to
the same characteristics measured among
individuals (Morgenstern 1982). Concern over
this fallacy has led some researchers to dismiss
any study in which an association between char-
acteristics of population aggregates is measured.
The geographic issue, however, is appropriately
addressed by ecological data. This is because the
theory being tested describes ecological units
and not individuals. The fallacy occurs only
when the result is generalized to individuals.

The fourth dimension of the taxonomy is
defined by the theory that is explicit or implicit
in the work. More specifically, the dimension is
defined by the following question. Which
mechanism do you assume accounts for spatial
variation in the outcome? We have used three
categories of mechanisms for our classification.

1 Environmental hazards.
Resources available to help individuals cope
with threats without exhibiting symptoms.

3 Tolerance of society for coping strategies.

The first category in the mechanism dimen-
sion includes work that assumes that environ-
mental hazards, or the dose of these ex-
perienced by individuals, varies over space.
Dose is the combination of exposure and viru-
lence. Exposure varies across encounters and is
the amount of a hazard actually experienced.
Virulence varies across hazards and can be intui-
tively gauged as the number of persons in a ran-
dom sample of the population that will be ill if
all had the same exposure. The more that are ill,
the greater the virulence. Dose of a hazard,
therefore, can vary with either or both virulence
or exposure.

Hazards can be roughly separated into four
groups. These are infectious toxins, noninfec-
tious toxins, hazards for trauma, and stressful
life events. The last of these alludes to the notion
that coping with adverse experiences requires us
to adapt both physically and behaviorally.

The second category in the mechanism dimen-
sion includes work concerned with spatial vari-
ation in individual ability to cope with hazards.
This ability is both genetic and acquired. In the
case of infectious hazards, for example, our like-
lihood of coping without symptoms is a function
of our genetically endowed immune response
and how much of that response is available at
the time of the exposure. The fraction of our
potential capacity that we can use is a function
of our past and recent interactions with the
environment. Some of these interactions are
beneficial in that they make more of our capa-
city available, while others are disadvantageous
because they deplete available capacity. Ex-
amples of beneficial interactions are healthful
diets, exercise, rest, and intentional and uninten-
tional ‘inoculations.” Interactions that can
deplete the fraction of our potential available
at any exposure include the load of other
hazards with which we are dealing. These can
include other infectious agents, noninfectious
toxins, nutritional deficiency, fatigue, and other
stressful events that draw from our capacity to
respond without appearing disabled.

The extremes of genetic endowment are often
noted in the mass media. The centenarian who
smokes and never exercised is often celebrated.
The child with no immune response who lives
in total isolation is often pitied. A person
genetically endowed with average or less than
average immune response may, however, be no
more likely to succumb to a hazard than some-
one with a better than average genetic endow-
ment. This is so because the former may have
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encountered fewer hazards and had more salu-
tary interactions with the environment than the
latter.

Responding to noninfectious toxins is at least
metaphorically like responding to infectious tox-
ins. Individuals are known to vary in their like-
lihood of exhibiting physical or behavioral
disability in response to noninfectious toxins.
That likelihood is often age-specific and can be
mediated by exposure to other hazards or pro-
tective agents.

Our ability to cope with hazards for trauma is
a function of our genetically determined physical
dexterity and experiences that can increase (i.e.,
training, exercise) or reduce (i.e., fatigue, alcohol
use) the fraction of that dexterity that we enjoy
at a particular time. Our ability to cope with
stressful life events is also a function of genetic
factors (e.g., personality, penchant to depres-
sion) as well acquired resources (e.g., social sup-
port, professional therapy).

The third, and least intuitive, category of
mechanisms that may vary in space is tolerance
for coping behavior. This construct is derived
from a sociological understanding of illness. A
person is ill only if others judge her response to a
hazard as illness. This label is usually applied to
responses that reduce a person’s ability to func-
tion in jobs, families, and social networks.
Diagnosis is, therefore, a function of the group’s
tolerance or willingness to allow someone to
continue in her roles even if performance is
reduced by coping with hazards. Groups with
high tolerance would allow persons coping
with hazards to continue functioning, while
those with low tolerance might not. Groups
with high tolerance may adjust obligations so
that the person can continue to function.
Those with low tolerance expect the individual
to do what is necessary to ‘recover’ and meet
performance expectations.

Tolerance can be thought of as a function of
the interest a group has in applying the label ‘ill’
to one of its members, as well as of the group’s
power to have the label ‘stick.” Interests can
range from those of family members who
would be psychologically or financially hurt or
helped by a member being diagnosed as ill, to
those of employers, to those of providers of med-
ical or other services. The issue of whose interests
will be served comes down to how much power
each participant has to influence the final deci-
sion and how they coalesce around the issue.
Intuition may suggest that the interest of the
patient, or perhaps the doctor, will always pre-
vail, but this is not necessarily the case. We know
that children, for example, have little power to
influence the course of their diagnosis. We also
know that the interests of employers and insurers
can override those of physicians.

Interest, at least as a construct, may be easier
to comprehend and measure than power. The
former could, for example, be measured by
interviewing individuals, since they should be
able to report their perceived interests and
because their perceptions will probably guide
their behavior. The latter, however, cannot be
reported in interviews because it is, by definition,
estimated from the effect of one person’s will on
the behavior of others. The power of an indi-
vidual, therefore, has to be estimated from
observed attempts to exercise it.

A simple version of the tolerance effect
assumes that identical twins exhibit the same
response to the same hazard before two different
groups. In one group the sum of the power
among those interested in a diagnosis exceeds
the power of those who are not served by such
a label. In the other group, the power is held by
those not wanting a label of ill. The inference is
that the person in the first group will be labeled
as ill whereas the person in the second group
will not.

We could have had many more dimensions in
our taxonomy but adding them made the result
unwieldy and, in our opinion, less informative.
We included only those that were useful in
demonstrating the breadth of the field and
those for which we could devise decision
rules for assigning a work to one or another
category.

The four questions discussed above yield the
taxonomy shown in Figure 1. The next section
of this chapter provides examples of work in
cells for which there is literature.

EXAMPLES OF LITERATURE IN THE FIELD

We limited the number of studies in any cell to
two. The first rule guiding our selections was to
pick work that was seminal regardless of when it
was first published. We did this because, as
noted at the outset, we believe the field has a
tendency to wane and then repeat work that
went before. Older studies were, when possible,
balanced with recent work. We also tried to pick
work that demonstrated the breadth of the lit-
erature from which we sampled. We avoided
studies that were so medical or technical as to
be, in our judgment, opaque to most social
scientists. On the other hand, we tried to find
studies that might ‘stretch’ the social scientist
toward a more epidemiologic perspective. We
also included studies of violent behavior because
violence has become widely perceived as a threat
to public health.

The discussion that follows is organized by the
columns of Figure 1. For the sake of coherence,
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Mental or Trueor Geographic
Physica Treeted or Etiologic Examples of Studies by Presumed Mechanism
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Hazard Coping Resources Tolerance for Coping
1 2 3
: Sampson et al. 1997 O'Brien and Dean 1997
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True Hart et al. 1098 Wilkinson 1996
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Shaw and McKay 1942 | Sohler and Thompson 1970
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Prevalence Cuffel 1994
Rost et al. 1994
Figure 1 A4 taxonomy of the empirical literature concerning space and health

we decided to discuss the columns for physical
health and then proceed to those for mental
health.

PuysicaL ILLNEss: HazarRDs (CoLUuMN 1)

Cell 1

We were surprised to find so few examples of
research that use true prevalence to estimate
the role of hazards in the spatial distribution
of illness. We expected that assessments of popu-
lation health such as the National Health
Information Survey would have yielded research
in which the dependent variable was derived

from representative samples of geographically
defined populations. We found no such analyses.

Mortality is the dependent variable in both
examples cited in Cell 1. We accepted mortality
as a measure of true prevalence because we have
no reason to believe that epidemiologic surveys
would have yielded better estimates.

The first article included in Cell 1 is that of
Sampson et al. (1997), which is concerned with
spatial variation in homicide in Chicago. In the
tradition of the Chicago School of Human
Ecology (Park and Burgess 1925) Sampson et
al. attribute the spatial variation in violent beha-
vior and homicide to ‘collective efficacy.” This
construct is derived from the Chicago School’s
notion of social disorganization in that its refer-
ent is the degree to which the residents of an area
cooperate to preserve or improve the quality of
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their shared spaces, amenities, and services. The
authors measure the frequency of these beha-
viors through household surveys.

Sampson et al. report, among other findings,
that areas with high collective efficacy had fewer
homicides than those with lower collective effi-
cacy, controlling for the characteristics of per-
sons who live in the areas. Among the control
variables were measures of residential stability
and of the concentration of poverty and immi-
grants.

Among the other findings reported by the
authors is that individuals are more likely to
suffer violence if they live in areas of low collec-
tive efficacy. This inference was based on indi-
vidual-level analyses in which characteristics of
the individuals were controlled. This analysis
and the findings imply that the work of
Sampson et al. could also be included in Cell
4. We included it in Cell 1 because we found
so few examples of work in which true preva-
lence was used as a dependent variable across
spatial units.

Our second example of work that could fill
this cell (Hart et al. 1998) is an ecological ana-
lysis of age-adjusted mortality among African
Americans across standard metropolitan statis-
tical areas (SMSAs) with populations larger
than 200 000. The authors claimed to be testing
the degree to which residential segregation
affects death rates. The argument for why segre-
gation would be associated with higher death
rates is not well developed. The implied mechan-
ism is that African Americans in highly segre-
gated areas are less able to move away from
hazardous environments than are those who
live in less segregated SMSAs. The results sup-
ported the notion that segregation was positively
related to death rates for African Americans.

We suspect that Cell 1 is sparsely populated
because researchers interested in explaining spa-
tial variation in illness, as opposed to the role of
place in the etiology of illness, are more likely to
be geographers or sociologists than epidemiolo-
gists. Therefore, they are not likely to be expert
at measuring true prevalence and will tend to use
archival data. This poses problems if the
researcher assumes that archival records of diag-
nosed illness is an unbiased indicator of true
prevalence. For reasons alluded to above in
our discussion of tolerance, and described in
more detail below, spatial variation in diagnosed
illness may result from circumstances other than
variation in true prevalence.

Cell 4

Cell 4 includes much of the work by the emer-
ging group of social scientists interested in place

and well-being. Among the frequently cited
authors are Aneshensel (Aneshensel and Sucoff
1996), Jones (Jones and Duncan 1995), Kaplan
(1996), Macintyre (Macintyre et al. 1993), and
Meyer and Jencks (1989). The works we describe
as examples for the cell are less likely to be
known to social scientists because they appear
in the public health literature and focus on
physiological outcomes.

Roberts’ (1997) work is an example of
research that uses spatial variation in a pre-
sumed hazard to shed light on the etiology
of a particular pathology. The pathology in
this case is low birth weight and the hazard
is residing amid economic hardship. The ana-
lysis was based on all (i.e., 112327) live births
in the Chicago metropolitan area in 1990.
Each birth was characterized by the dimen-
sions of the mother as well as by those of
the neighborhood in which the mother lived.
Among the individual-level characteristics were
race/ethnicity, age, marital status, education,
use of prenatal care, cigarette and alcohol con-
sumption, and parity. The neighborhood char-
acteristics included unemployment rates,
proportion of families in poverty, measures
of community socioeconomic status, median
rent, crowding, racial makeup, and age com-
position. The primary analysis was a logistic
regression in which the dependent variable
was the odds of a low weight birth (i.e.,
< 2500 g) among each group formed by com-
binations of the independent variables. Results
supported the ‘a priori’ expectation that
neighborhood hardship would contribute to
the odds of low birth weight controlling for
individual-level variables and other community
characteristics.

Haan et al. (1987) used cohort data from
Alameda County, California, to study the
effect of living amid poverty on mortality.
The cohort consisted of 1800 persons aged
thirty-five or older selected at random in
1965. The authors had access to survey data
describing the socioeconomic and demographic
characteristics as well as the health status of
individuals in the cohort 9 years before the
tests conducted for the article. Haan et al.
modeled the risk of mortality in the 9 years
as a function of the individual characteristics
as well as of living in federally defined
poverty areas. The results were that living in
a poverty area significantly increased the risk
of mortality.

The primary objective of the Roberts and
Haan studies was to illuminate the etiology of
illness in individuals. The contribution of the
work to understanding the spatial distribution
of illness is secondary. This places the work
squarely in Cell 4.
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Cell 7

The third cell in the hazard column includes
the atlases of disease and much of the work of
medical geography. These atlases include the
classic works of the nineteenth century (e.g.,
Hirsch 1886) as well as the work of
Rodenwaldt and Jusatz (1952), May (1955),
and Howe (1963). These, and the related work
of such eminent medical geographers as
McGlashan (McGlashan and Blunden 1983),
Pyle (1986), and Shannon (1977, Shannon and
Pyle 1993), are all impressive presentations of
the spatial distribution of disease and causes of
disease. The emerging cohort of social scientists
interested in the spatial distribution of illness
would be well served by becoming familiar
with the substance (e.g., Dahl 1984) and
methods of this work.

As implied by the above, there are many
seminal (e.g., Hirsch 1886) and recent (e.g.,
Myaux et al. 1997) examples of this work that
could have been cited in this cell. The two we
chose are informative both substantively and
methodologically. The first is the Atlas of
Disease Distributions by CIliff and Haggett
(1988). This is a particularly good introduction
for social scientists to the material in Cell 7.
The work includes classic examples of spatial
epidemiology (e.g., cholera in London in the
eighteenth century) as well as of contemporary
methods (e.g., time-space methods). In fact, the
volume is less an atlas than an introduction to
the methods of studying the spatial array of
hazards and their presumed effects. The section
on the eradication of smallpox (Section 6.3) is
particularly helpful for its demonstration of
how work in Cell 7 can have a major effect
on health without contributing insights into
the etiology of a disease.

The second piece we selected for Cell 7
(Cleek 1979) deals with the problem of spatial
aggregation that can confound any work
assigned to this cell. Cleek focuses on the as-
sociation between environmental hazards and
rates of cancer in spatially defined units. The
argument is that the scale of aggregation
greatly affects the measured association, and
that this should cause both epidemiologists
and geographers to be careful in their infer-
ences. The most obvious concern is that the
spatial unit should be consistent with what is
known about variation in the presumed envir-
onmental cause. Air sheds, for example, are
better spatial units for testing the effect of
air pollution than are political units (e.g.,
states). Other matches of spatial unit with
hazard may not be so intuitive and may

require more knowledge of environmental
science than either geographers or epidemiolo-
gists typically have.

Cell 10

Work in Cell 10 is very similar to that in Cell 4 in
that both types of work use the individual as the
unit of analysis. They are also similar because
both intend to make a contribution to under-
standing the etiology of disease rather than the
spatial variation in illness. The work in Cell 10,
however, uses treated disorder rather than true
prevalence. This fact raises an issue that we dis-
cuss after describing two articles typical of work
in the cell.

Krieger (1992) studied the records of 14420
members of a large health maintenance organ-
ization to determine if the socioeconomic char-
acteristics of the individual’s census block were
related to likelihood of, among other outcomes,
being diagnosed with hypertension. She was able
to control for individual characteristics includ-
ing age, weight, height, smoking, and occupa-
tion. The results were that subjects in low
socioeconomic census blocks were more likely
to be diagnosed with hypertension than other
subjects. Krieger inferred that the findings sup-
ported her suspicion that living in lower socio-
economic neighborhoods was a hazard for
hypertension.

Morgan and Chinn (1983) used data describ-
ing the hospital and physician contacts among
4900 children (aged 5-11 years) residing in
twenty-two enumeration districts in England
and Scotland to measure the association
between neighborhood characteristics and
help-seeking. The neighborhoods were scored
on a scale of desirability derived from forty
census characteristics. Children in less desirable
neighborhoods were more likely to use medical
services than those in better neighborhoods,
controlling for household socioeconomic status.
Like Krieger, the authors infer that living in
less desirable neighborhoods is a hazard for
illness.

Studies in Cell 10 support the notion that
some places are more hazardous that others,
but the fact that the dependent variable is diag-
nosed illness weakens the etiologic evidence. It is
possible that the presumed hazard, or some cor-
relate of it, affects the decision to seek help
rather than the onset of illness. The findings in
Cell 4, which estimate true prevalence, are there-
fore more compelling evidence of the etiologic
role of the presumed hazard.
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PuysicaL ILLNESS: RESOURCES FOR
CorPING (COLUMN 2)

Cell 2

Cell 2 includes work that attempts to explain
variation in true prevalence of illness (or mortal-
ity) across geographic areas as a function of
similar variation in the coping resources of the
populations. The resources available for coping
with hazards can be either genetically endowed
or acquired from the environment. Places can
therefore vary in illness because they vary in
the genetic or acquired capacity of the popula-
tion to cope with hazards.

An important distinction needs to be made
between two classes of acquired coping
resources. The first are those that were acquired
earlier at a place other than that currently
occupied by the individual or individuals.
Places can, in other words, vary in the capacity
of their resident population to cope because
migration has spatially combined persons with
very different coping resources that were
acquired elsewhere (Marmot 1994). This cir-
cumstance is similar to the spatial distribution
of genetically endowed coping resources in that
the influence of the currently occupied place on
such coping might be small. The current spatial
distribution of genetically endowed coping is
attributed primarily to migration patterns
from places at which natural selection had his-
torically more time to work.

The second type of acquired coping resources
includes those acquired from the place currently
occupied. Examples of these resources include
social support and medical care.

The literature alluded to below rarely makes a
distinction between these two types of acquired
coping resources. Differences in acquired coping
resources are typically attributed to the place
currently occupied.

Work concerned with the spatial distribution
of genetically endowed immunity or vulnerabil-
ity is, with the possible exception of sickle cell
anemia (e.g., Kulozik et al. 1986), rare. The
example we chose for Cell 2 is the recently
reported and provocative work on genetically
endowed resistance to AIDS (O’Brien and
Dean 1997). It appears that there is a type of
HIV resistance that is genetically endowed. The
geographic distribution of the resistance is such
that it is virtually nonexistent in Africa and east-
ern Asia and more common in Europe and wes-
tern Asia. Current speculation is that the
distribution is a product of an HIV-like epi-
demic that swept Europe and western Asia
approximately 4000 years ago. One effect of
such an epidemic would have been to favor,

through natural selection, any genetic character-
istic that increased the chances of successful
coping with the organism. The current geo-
graphic pattern of the endowed resistance is
believed to be a function of migration from the
areas that suffered the original epidemic.

For Cell 2 we chose a similarly provocative
example of work concerned with the spatial dis-
tribution of acquired coping resources. The
research focuses on the effect of relative income
distribution on mortality. The argument,
although not always clear in the literature, is
that the maldistribution of income corrodes the
social unity of a population and this, in turn,
reduces social support and, to invoke
Sampson’s construct alluded to earlier, ‘collec-
tive efficacy.” The loss of these coping resources
supposedly puts the population at increased risk
of illness.

This argument has been repeated in one
form or another by several authors in recent
years (e.g., Kaplan 1996; Waldmann 1992),
but its best known advocate is probably
Wilkinson. In his 1996 book, Wilkinson over-
views his earlier work and that of others and
provides a summary of his argument. The
empirical work he describes tends to be meas-
urements of the association between income
distribution and life expectancy across coun-
tries or subnational units. The work cited typi-
cally controls for other variables that might
account for the association (e.g., per capita
wealth, education levels). The most common
inference from the work is that communities
that distribute wealth more evenly (e.g., the
Scandinavian countries and Japan) exhibit bet-
ter health than similarly wealthy communities
that distribute wealth less equitably (e.g., the
United States and United Kingdom). The
health benefits of greater equality of wealth
supposedly accrue not only to the relatively
poor but also to the relatively rich.

Wilkinson’s and related work has been criti-
cized on several grounds including the vagueness
of his ‘a priori’ arguments (e.g., Catalano 1998;
Fiscella and Franks 1997, Gravelle 1998).
However, the work remains appealing to many
in the mainstream of public health who believe
that social justice is a precursor of population
health.

Cell 5

Cell 5 includes work that uses individual-level
data to determine if the spatial distribution of
coping resources helps explain the spatial dis-
tribution of illness. We have chosen two exam-
ples in which the principal issue is whether
distance from medical care providers can
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explain excess morbidity among persons in
rural areas.

The study of illness among rural families by
Jehlik and McNamara (1952) is a seminal piece
in distance-to-care research. The authors’ most
controversial dependent variable was the preva-
lence of ‘bed illness’ among families in their sam-
ple. The data showed that the further a family
resided from a medical care provider, the more
likely its members were to suffer illness that
required loss of normal functioning. The authors
also reported that more distant families were less
likely to use preventive care. They concluded
that this circumstance accounted, in part, for
the greater amount of bed illness among the
more rural families. Jehlik and McNamara
attempted to control for such other factors as
socioeconomic status, but acknowledged that
this and related factors could have confounded
their work.

The Jehlik and McNamara study has been
replicated many times. The object of this repli-
cation has been to control for confounding
demographic and socioeconomic variables.
Among the best known of the replications is a
large study of the Finnish population (Purola
1968) that allowed for control of an extensive
array of potential confounding variables. The
results were very similar to those of Jehlik and
McNamara.

Our second example is a contemporary repli-
cation of the Jehlik and McNamara study con-
ducted in rural Washington. Nesbitt et al. (1997)
studied the hospital records for approximately
30000 births over a 3-year period (i.e., 1987—
1989) in rural areas to determine if access to
care was associated with adverse outcomes.
Among the dependent measures was whether
the neonate was characterized as ‘nonnormal’
for billing purposes, and whether the length of
stay exceeded 5 days. The principal independent
variable was whether the mother lived in areas in
which local facilities allowed delivery in the com-
munity, or the lack of facilities required delivery
in another community. Controlling for many
characteristics of the mother and the gestation
(e.g., nulliparous, parity >4, gestational age,
cesarean section), the distance-to-care variable
remained a significant predictor of whether a
neonate would be normal. The data also indi-
cated that mothers who were privately insured
and who resided at a greater distance from hos-
pitals were more likely to have stays greater than
5 days.

Nesbitt et al. were not able to control directly
for income or education. Their control for pub-
lic or private insurance, marital status, and race,
however, adds strength to their claim that socio-
economic status was not likely to have induced
their results.

Cell 8

Work in Cell 8§ measures the spatial association
between coping resources and health using pre-
valence or incidence of treated disorder. The
unit of analysis is the place rather than the indi-
vidual, and the health data typically come from
archives of health-care providers rather than
from assessments of representative samples of
the population.

The first study we chose for this cell is Jenkins’
(1983) frequently cited analysis of cancer mor-
tality rates across thirty-nine mental health
catchment areas in Massachusetts. Cancer
deaths in 1972 and 1973 were combined, and
their association with 130 socioeconomic and
demographic characteristics of the catchment
areas was measured. The results suggested that
female cancer mortality was not related beyond
chance with any area characteristics, but that
mortality among males was associated with
many. Jenkins claims that environmental expo-
sures could not explain the associations, and
infers that the predictors were a measure of
‘social connectedness.” He argued that survival
among ill men was a function of social support,
and that neighborhoods low on this coping
resource had high mortality.

Jenkins clearly intended to contribute to our
understanding of the natural history of cancer.
He acknowledged, however, that the ecological
nature of his work made it suggestive at best. It
fact, the work is more a contribution to medical
geography, in that it made arguments for
explaining spatial variation in cancer mortality
as a function of social coping resources, rather
than of environmental hazards.

The second work we chose for Cell 8 is the
well-known volume by Shannon and Dever
(1974) on health-care delivery. The book
includes a chapter in which they not only review
much literature on the spatial distribution of
healthcare resources but also provide original
maps describing the distribution. Among the dif-
ferences in health care that they document is that
between rural and other areas. Citing several
studies they conclude that this lack of adequate
health care is reflected in the health statistics of
rural areas. This is particularly true, they argue,
for the chronic sequelae of trauma.

Work typified by what we cite in Cell 8 is
clearly important to medical geography because
it may help explain why the prevalence or inci-
dence of diagnosed illness varies from place to
place. The work is also important to health ser-
vices and to understanding how place of resi-
dence can affect real and perceived quality of
life. Its contribution to our understanding of
the etiology of illness is, however, less obvious.
This is true because spatial variation in treated
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illness can be influenced by the decision to seek
help as much as, if not more than, the prevalence
or incidence of illness.

Cell 11

The work in Cell 11 differs from that in Cell 8
because it uses individual-level data and is typi-
cally intended to make a contribution to the
etiologic literature. The fact that the dependent
variable is treated disorder makes the caveat
offered immediately above more salient than in
Cell 8. However, we have tried to select work
that does not confuse prevalence of treatment
with prevalence of illness, and which makes a
contribution to our understanding of the course,
if not cause, of disease.

The work of Mayer (1979) describing para-
medic treatment for cardiac arrest is a clear
example of how individual-level research using
spatial data can further our understanding of the
course of an important illness. Using data from
Seattle, WA, he studied the effect of time elapsed
between dispatch of paramedics and arrival at
the scene of a cardiac arrest on several out-
comes. A total of 525 incidents met the strict
inclusion criteria for the study period (i.e., 1
year beginning 1 September 1977). Mayer
found that the longer the time from dispatch
to arrival, the lower the odds that the patient
would survive long enough to get to the hospital
and would eventually be discharged from the
hospital. He concluded that persons at greater
distance from dispatch centers were at greater
risk of death. This was particularly true for
those in rural areas.

Mandelblatt et al. (1995) studied the incidence
of late-stage discovery among 24500 breast
tumors registered in New York City from 1980
through 1985. The authors were able to charac-
terize each tumor by the demographic and socio-
economic characteristics of the patient as well as
by the socioeconomic characteristics of the
patient’s neighborhood. Access to mammogra-
phy screening in the neighborhoods was also
scored. The results were that, after controlling
for patient characteristics, being in a neighbor-
hood with better access to mammography
reduced the odds that a tumor would be discov-
ered late rather than early.

The Mandelblatt et al. study clearly has impli-
cations for services planning and cancer treat-
ment. It also confirms that coping resources,
medical screening in this case, play an important
role in the etiology of breast cancer mortality.
For our purposes, it also demonstrates that spa-
tial variation in coping resources affects spatial
variation in mortality.

PuysicaL ILLNESS: TOLERANCE FOR
CopPING (CoLUMN 3)

The construct of tolerance is made operational
at the simplest level as societal opinion on
whether some characteristic of individuals is suf-
ficiently stigmatizing to label it an illness. Most
of the literature on tolerance for coping is con-
cerned with behavioral and mental illness, but
the concept applies, albeit less intuitively, to
physiological coping as well. Society decides
which physiological reactions to hazards are
‘normal’ (i.e., not appropriately subjected to
treatment) and which are not. An extreme ex-
ample of this is the recent tendency to view
small children as candidates for treatment with
growth hormones (Voss 1995). Is being short an
illness? Are we less tolerant of short persons
than we were historically? If so, why?

Other less obvious examples include the
reduction in tolerance for properly aligned
teeth. The rapid expansion of orthodontics in
the United States in particular cannot be
explained by an increased incidence of badly
aligned teeth (Johnson 1996). It is clearly due
to society’s reduced tolerance for the circum-
stance.

The best example of increased tolerance for
what was once labeled an illness is psychiatry’s
reversal on homosexuality. There are, however,
physiologic examples as well. Among these is the
condition traditionally referred to as being
‘crippled’ or ‘disabled.” The political movement
to provide full access to the ‘disabled’ has led to
the notion that what was once considered a
chronic illness is actually the circumstance of
having to function in environments designed
for persons with different physical characteris-
tics. Legislation such as the Americans with
Disability Act makes being physically and beha-
viorally different from the norm a circumstance
dealt with by politicians and lawyers as much as
by medical personnel (Bonnie and Monahan
1997).

Places can vary in their incidence of illness
because they vary in tolerance. There is, how-
ever, little empirical work dealing with spatial
variance in tolerance for physiological coping.
The only literature in the column deals with
treated disorder measured over units of space.
Cells 3, 6, and 12 in Figure 1 are empty. The
empty cellsimply an opportunity for new research-
ers in the field to make seminal contributions.

Cell 9

Cell 9 includes two related studies. The first is
the classic study of spatial variation in frequency
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of medical procedures by Wennberg and
Gittelsohn (1973). The authors used archival
data to characterize thirteen health service plan-
ning areas in Vermont by socioeconomic and
demographic characteristics as well as by avail-
ability of medical services and utilization of
those services. Wennberg and Gittelsohn found
large differences in the age-adjusted rates of sur-
gery across the planning areas. Tonsillectomy,
for example, varied from a rate of 13 per
10000 persons to 151! The area with a rate of
151, moreover, was surrounded by areas with
rates that did not exceed 40. Other surgical pro-
cedures, such as hysterectomy (age-adjusted
rates from 20 to 60 years), showed similar, albeit
less extreme, distributions. The authors con-
cluded that the variation could not possibly be
entirely due to variation in the true prevalence of
illness. Instead they attribute much of the differ-
ence to the interest of physicians and medical
care providers. Areas with high concentrations
of specialists and populations covered by fee-
for-service medical insurance will, they con-
clude, have more of the procedures for which
the specialists are trained.

The findings of Wennberg and Gittelsohn are
consistent with the theory that tolerance is a
function of interest and power. Physicians are
very powerful in the decision to pursue medical
procedures and it is often in their economic
interest to deliver the procedure. Tolerance for
the illness treated by the procedure will therefore
be low in areas with a high concentration of
specialists and fee-for-service financing.

The second example in Cell 9 is an outgrowth
of the seminal work of Wennberg and
Gittelsohn. The work is referred to as the
Dartmouth Atlas of Health Care (Dartmouth
Medical School 1996) and has appeared in sev-
eral editions in which maps of the spatial distri-
bution of medical procedures are updated. The
maps are based on data such as that from the
Medicare program which allow accurate rates of
treatment to be computed. The program has
nationally consistent definitions of procedures,
and enrolment data allow the population eligible
for the procedures to be accurately estimated.
The maps show variations in all major proce-
dures, and the authors attribute much of this
to availability of services and financing of treat-
ment.

Although both works in Cell 9 are concerned
with the power and interest of medical care
providers, it is increasingly clear that tolerance
for illness is influenced by a larger ecology of
actors. The interest and power of families and
social support networks is clearly important
in that the decision to seek medical care has
to be made before providers can pursue their
interests.

The power of who pays for medical care has
been made dramatically clear in recent years. As
cost containment has become a principal objec-
tive of medical care management, tolerance for
physiological coping may be increasing. This
is true because medical care is increasingly
financed via ‘capitation,’” or a set payment per
year for each person eligible for service.
Providers therefore make more money if the
patient is treated less than if he is treated
more. This circumstance changes the providers
interest in treatment and may increase tolerance
for coping. It appears, for example, that cataract
surgery is much less common among Medicare
recipients in capitated systems than among those
in fee-for-service systems.

MENTAL ILLNESS: HAZARDS (CoLUMN 1)

Cell 13

Works in Cell 13 study the association across
places between environmental hazards and
what is believed to be true prevalence of mental
illness. The prevalence of mental illness is typi-
cally measured via population surveys.

The first example in the cell is the classic work
by Leighton et al. (1963) based on survey and
other data collected in Sterling County, Canada
in the early 1950s. The principal contribution of
the work was its integration of psychiatry,
sociology, and epidemiology. The Leighton
team assumed that the social environment in
which individuals lived affected the odds of exhi-
biting abnormal behavior. More specifically,
they hypothesized that salutary environments
were ones in which families and institutions
met most of the physical and emotional needs
of their members. Meeting the needs of members
empowered institutions to reinforce behavior
which was consistent with rules and to discou-
rage deviance. This made the community more
orderly and, in turn, allowed institutions to
prosper and meet yet more needs.

This pattern of cohesion could be disrupted by
exogenous events such as physical disasters or
rapid economic growth or decline. These events
disrupted the capacity of families and institu-
tions to support their members, or introduced
rapid in or out migration that overwhelmed or
depopulated institutions. In any case, the result
was ‘social disintegration’ that confused and dis-
oriented the young and dispirited others. This
circumstance leads to affective disorders and
related behaviors such as alcohol abuse and vice.

The Leighton team tested their hypothesis
with great care and found the associations they
expected. Areas of Sterling County with a his-
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tory of disintegrating events had higher rates of
mental illness. The Leighton group, of course,
anticipated the issue of reverse causation.
Leighton concluded that:

The historical sequence of the depressed areas
...suggests that they first became impairing places
to live and then, as a result of this impairment to
personality, abetted by later drifting in of other
impaired individuals, became self-perpetuating sys-
tems of both social and psychological pathology.
(Leighton et al. 1963: 369)

The Sterling County studies fit the criteria for
Cell 13 in that they use estimates of true preva-
lence of disorder to gauge the effect of environ-
mental hazards on mental illness. The
contribution is primarily toward answering the
geographic question of why the prevalence of
illness varies across places. There are individ-
ual-level analyses in the study, but these typi-
cally deal with individual risk factors of mental
illness and do not address spatial distribution.

The second article chosen for Cell 13 is a con-
temporary attempt to demonstrate that the
social environment influences mental illness.
Kleinman and Cohen (1997) argue that cross-
cultural differences in the true prevalence of
mental illness are due to more than biological
factors. They cite large differences in the rate
and mix of diagnoses from different countries
as evidence that two common assumptions
made by psychiatric epidemiologists are wrong.
The first assumption is that the rate of mental
illness is relatively constant across places; the
second is that the social environment provides
only the cultural nuances of illnesses that are
basically biological.

Kleinman and Cohen offer no specific formu-
lation as to how the social environment affects
mental health, but they implicate maldistribu-
tion of power and wealth as well as the social
disruption that comes with political struggle and
economic development. The victims of war and
economic collapse are mentioned, as well as the
fact that mainland Chinese women suffer nine
times the rate of neurotic disorder among men.
They note that a biological explanation is not
compelling given that women on Taiwan do
not exhibit such high rates.

Cell 16

Works in Cell 16 use surveys of true prevalence
to study the role of environmental hazards in the
etiology of mental illness among individuals.
Place is important only in that it provides varia-
tion in the hazard.

The first article in the cell is a test of the
hypothesis that not working is a risk factor
for alcohol consumption and abuse. Ettner
(1997) used data from the National Health
Information Survey to empirically pit two rival
hypotheses against each other. The first was the
income theory which argues that persons who
are not employed should drink less because
they have less money to spend on alcohol. The
second is the provocation theory that assumes
that persons who are not working drink more
as a means to cope with the anxiety and stress
of economic uncertainty.

The results suggested that the income effect
described persons who were not working, but
that the provocation effect better described
those who were involuntarily not working.
Ettner analyzed the relationship between state
unemployment rates and the odds of not work-
ing, and concluded that respondents who were
unemployed in states with high unemployment
were probably not unemployed because they
drank alcohol. The implication is that among
the reasons for state-to-state variation in alcohol
abuse is probably a variation in the number of
persons involuntarily without work.

The second article in this cell deals with the
effect of air pollution on mental health. Evans et
al. (1987) hypothesized that ozone is likely to
interact with stressful life events to affect the
onset of psychological symptoms. They used
survey data from Los Angeles County describing
the psychological status and life experiences of
6000 subjects interviewed in the late 1970s. The
likelihood of respondents reporting symptoms of
disorder was modeled as a function of their
socioeconomic and demographic characteristics
as well as of their recently experienced life stres-
sors and ambient ozone levels measured at the
air pollution measuring station (fourteen sta-
tions in all) closest to their home. The surveys
were conducted over 3 years, allowing for time
and space variation in ozone exposure. The test
was conducted with cross-sectional as well as
panel data. The latter allowed the researchers
to control for psychological status before the
experience of stressful events or high levels of
ozone. The results suggested that there was a
main effect for stressful life events and an inter-
action effect of life events and ozone levels on
disorder.

The implication of the Evans et al. finding is
that a variation in symptoms of psychological
disorder across Los Angeles County could be
accounted for, at least in part, by exposure to
ozone. Individuals who had experienced stress-
ful life events and high ozone were at elevated
risk. This was true controlling for socio-
economic and demographic characteristics of
the individuals.
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Cell 19

Research in Cell 19 would measure the associa-
tion across spatial units between treated disorder
and some presumed hazard for mental illness.
There are many classic ecological studies that
could be assigned to this cell. We have chosen
the seminal work of Henry Mayhew (1862) and
the frequently cited studies of Shaw and McKay
(1942).

Mayhew’s classic study of London in the mid-
nineteenth century should be of interest to new
researchers in place and health for many
reasons. Among these is that Mayhew spent
much time interviewing convicted and active
criminals to understand the processes by which
they became deviant. He was aware that many
commentators of his day attributed criminal
behavior to mental defects indicated by cranial
and other physical abnormalities. The reason for
chronically high rates of criminal and other devi-
ant behavior in several neighborhoods of
London was presumed to be social selection
(i.e., drift) of mental defectives into low-rent
areas of the city.

Mayhew combined his mapping of court and
hospital data with the information gained
through the hours of interviewing alluded to
above. His conclusion was that:

Crime, we repeat, is an effect with which the shape
of the head and form of the features appear to have
no connection whatever...the great mass of crime
in this country is committed by those who have been
born and brought up in the business, and who make
regular trade of it, living systematically by robbery
or cheating as others do by commerce or the exercise
of intellectual or manual labour. (Mayhew 1862:
413)

His work set the stage for much of the spatial
analysis of deviant behavior that continues to
this day. While his spatial analysis is often
cited as influential, few commentators appear
to be aware of his seminal notion that place of
residence is important in understanding the pre-
valence of deviant behavior because such beha-
vior is learned. A full century before the learning
theorists devised the conditioning model of
deviance, Mayhew had posited it as an explana-
tion of the spatial distribution of crime in
London.

The second work chosen for the cell is also
frequently cited. In fact, Sampson et al. (1997),
whose work is listed in Cell 1, cite the studies of
Shaw and McKay among the antecedents of
their own. Shaw and McKay are known primar-
ily for their original presentation and frequent
replication of maps showing that delinquency
was distributed ‘ecologically,” in that rates were

greatest near the center of metropolitan areas
and decreased with distance from the center
(Shaw and McKay 1942). This distribution
had been suggested by researchers in the
Chicago School of Human Ecology (e.g., Park
and Burgess 1925), who showed that the poorest
neighborhoods were near the historic centers of
metropolitan areas, and that the socioeconomic
status of neighborhoods generally increased with
distance from the center. Crime, illness, delin-
quency, mental illness, and many other phenom-
ena were shown to be distributed similarly.
Shaw and McKay’s contribution to the
Chicago School literature was the mapping of
delinquency.

Shaw and McKay’s early work was virtually
without theory. They eventually embraced
Sutherland’s (1939) notion of differential as-
sociation to explain their maps. This notion
held that adolescents’ attitudes toward the social
contract were learned from the preponderance
of those with whom they associated. Growing
up in an area with many deviants, therefore,
supposedly put children at risk of developing
attitudes that led to deviant behavior.

Differential association and the theoretical
component of Shaw and McKay’s work went
out of favor when psychologists rejected the
notion that attitudes predicted behavior. The
spatial distribution of delinquency was more
parsimoniously explained as a function of con-
ditioning. The mapping component of Shaw and
McKay’s work, however, is still widely cited as
an example of the Chicago School’s interest in
the spatial distribution of deviance.

Cell 22

As indicated by the empty cell in Figure 1, we
know of no research that uses survey measures
of spatial distribution in treated disorder to test
the general hypothesis that an environmental
stressor causes mental illness. The closest work
to this type that we know of is concerned with
the much-reported association over time be-
tween economic contraction and use of mental
health services (Dooley and Catalano 1984). The
work was designed to determine if the associa-
tion was due to new episodes of disorder (i.e.,
the provocation hypothesis) or to increased
help-seeking by those who were chronically dis-
ordered (i.e., the uncovering hypothesis). Help-
seeking was measured in representative samples
surveyed over several years in Los Angeles
County. The results supported both provocation
and uncovering.

The findings have spatial implications in that
places with relatively poor economies should,
controlling for other factors, consume more
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mental health services than places with stable or
growing economies.

MENTAL ILLNESS: COPING RESOURCES
(CoLumN 2)

Cell 14

Cell 14 includes work that measures the true
prevalence across places to test the possibility
that spatial variation in coping resources
account for spatial variation in mental illness.
We found one study that could fit the cell, and
then only if true incidence could be expanded to
include reported suicide. We accept that it could
because there is no reason to believe that other
methods of counting suicide would produce bet-
ter estimates of incidence.

The one study is Doyle’s (1995) mapping of
suicide rates across US counties for the years
1979-1992. Doyle cites several factors that
could account for the observed pattern. The
one that led to our assigning the work to the
column concerned with coping resources was
‘lack of family and community support.” Doyle
notes (1995: 22), ‘It is not surprising, therefore,
that the proportion of divorced people follows,
in rough fashion, the regional pattern depicted
by the map.’

Doyle’s analyses are squarely in Cell 14
because he does not suggest that the spatial dis-
tribution contributes any new insights into the
etiology of suicide. In fact, he is quite explicit
that he looks to the etiologic literature for expla-
nations of the spatial distribution.

Cell 17

Work in Cell 17 uses measures of true prevalence
to determine if the spatial variation in mental
illness is attributable to available coping
resources. The only piece we found to fit these
criteria was the analysis by Hauenstein and
Boyd (1994) of depression in rural areas. They
report that there are higher rates of depression in
rural than in other areas. This was particularly
true for young persons, the unemployed, and
poorly educated women. Among the explana-
tions offered for the difference was the relative
lack of services available to these persons in
rural areas.

There is no dispute over the relative paucity of
mental health services in rural areas (Rohland
1995). There is, however, disagreement over its
effects on the prevalence of illness (Kessler et al.
1994). The Hauenstein and Boyd findings should
be viewed with this controversy in mind.

Cell 20

Cell 20 is defined by work that explains spatial
variation in treated disorder as a function of
similar variation in coping resources. Among
the pieces that could be assigned to the cell is
one of the truly seminal works in medical geo-
graphy. The piece is the report by Jarvis (1852)
that the prevalence of treated disorder decreases
with distance from mental hospitals. Jarvis care-
fully documented the rates of treatment for sev-
eral American communities and noted that his
‘law’ (i.e., people in the vicinity of ‘lunatic hos-
pitals” send more people to them than do people
at greater distance) applied to all of them. Jarvis
rejected the notion that the phenomenon
reflected a similar distribution of true preva-
lence. Instead, he argued that simple impedance
made it less likely that people at greater distance
would use mental health facilities. The benefit of
treatment was not viewed as being as great as the
cost of getting the patient to the hospital. He
further noted that the perceived benefit of treat-
ment might be distributed so that those closer to
mental health facilities were more optimistic
about the effectiveness of treatment.

Jarvis’ basic empirical finding has been repli-
cated many times. Perhaps the most impressive
of these is the analyses by Sohler and Thompson
(1970) of admissions to mental health facilities
in Connecticut. The state was divided into dis-
tricts and each was scored by its rate of hospi-
talization, distance from facility, socioeconomic
and demographic characteristics, metropolitan
or nonmetropolitan status, and availability of
other traditional and nontraditional mental
health service providers. The results of the ana-
lyses were similar to those of Jarvis. Distance
predicted utilization for all types of diagnoses
controlling for all the above confounds.

The work on Jarvis’ law is the best example of
that which asks geographic as opposed to etio-
logic questions. The work assumes that the spa-
tial distribution of treated disorder is not related
to true prevalence, and looks for theory from
fields entirely separate from those concerned
with the etiology of illness. The work also falls
clearly in the coping resources column in that
the explanation it offers assumes that the distri-
bution of treated disorder is a function of access
to medical care.

Cell 23

Research in Cell 23 uses treated disorder meas-
ured in individuals as a means of understanding
the role of coping resources in the etiology of a
behavioral problem. We found only one study
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that came close to matching these criteria. Cuffel
(1994) studied the determinants of violence and
disruptive behavior among persons admitted to
the state mental hospital in Arkansas. He sur-
veyed the records of those admitted with and
without violence, and discovered that those
from rural areas were, controlling for diagnosis,
more likely to be disruptive. Further study of the
conditions preceding the criterion admission led
Cuffel to conclude that persons from rural areas
were more likely to be violent upon admission
because their communities had fewer formal and
informal services available to stabilize patients
before their transfer to the state hospital.

MENTAL ILLNESS: TOLERANCE FOR COPING
(CoLumN 3)

As has been noted above, much of the theoreti-
cal and empirical work concerned with tolerance
for coping with hazards has focused on beha-
vioral coping (e.g., Gove 1975, 1980, 1982;
Link et al. 1992; Rosenfeld 1997). Unfor-
tunately, this issue of how and why tolerance
for behavioral coping varies over space has not
been much explored. We have found examples
of work that comes close to matching the criteria
for each cell in the tolerance column, but few of
the examples are satisfying. Cell 15, for example,
is empty. This suggests that new researchers
could make a seminal contribution by addres-
sing whether and why tolerance for coping varies
in space.

Cell 18

To fit Cell 18 squarely, research would use sur-
vey measures of true prevalence of mental dis-
order to assess the role of tolerance at the onset
of illness. The closest fit we know of is work that
tests the theory that economic contraction
makes a community less tolerant of behavioral
deviance, and that the punishment this intoler-
ance forebodes reduces the incidence of such
behavior. Catalano et al. (1993) tested the theory
using survey data that measured, among other
disorders, clinically significant alcohol abuse and
dependence in a panel of Americans living in
four different labor markets. The initial and fol-
low-up (i.e., | year later) surveys were conducted
at different times across the communities, giving
the authors temporal and spatial variation in
labor market conditions.

The results were that persons who remained
employed between interviews but worked in con-
tracting labor markets were less likely to move
from having no disorder at first interview to

being clinically dependent or abusive of alcohol
at their second interview than persons who
remained employed in stable or growing labor
markets. The authors inferred support for the
theory that growing intolerance for deviance
reduced the incidence of deviance.

The implication of the work for space and
health is that the incidence of behavioral
deviance in communities may vary as a function
of their economies. Other work has added sup-
port to this possibility (e.g., Catalano et al. 1993,
1997).

Cell 21

Cell 21 includes work concerned with the role of
tolerance in the distribution of treated disorder
across spaces. We know of only one piece that
meets the criteria for inclusion, but it is among
the truly seminal works in the field. The study by
Faris and Dunham (1939) of the spatial distribu-
tion of mental illness in Chicago is frequently
cited as the beginning of the modern inquiry
into the effects of space on mental health.
Essentially they found that most types of treated
disorder exhibited an ‘ecological gradient.” This
means that the prevalence of diagnosis was
greatest in the areas closest to the center of the
city, and decreased with distance from the cen-
ter. The exception to this rule was manic depres-
sion, which appeared to be randomly distributed
throughout the city.

Faris and Dunham offered several explana-
tions for their maps. These are truly seminal
because they were the first to posit the tension
between the social selection and social causation
hypotheses. They noted that the strongest corre-
late of the ecological gradient was socioeco-
nomic status of residents. They invoked the
work of Thomas and Znaniecki (1920) that
had earlier argued that the experiences of the
poor and migrant in American cities was so
aversive that it caused behavioral disorder.
Faris and Dunham also noted, however, that it
was demonstrably true that many disordered
persons who had been seriously ill from child-
hood had ‘drifted’ into the poorest part of the
city. The authors prophetically suggested that
differentiating between these two explanations
was a topic for further research.

Their interpretation of the findings for manic
depression leads to their assignment to this cell.
They report having spoken to psychiatrists in
Chicago who reported that it was common prac-
tice in private hospitals to diagnose behaviorally
disordered persons as manic depressive regard-
less of ‘true’ disorder. This was done because the
families of patients did not want the more stig-
matizing label of schizophrenia to be applied to
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their relatives. Psychiatrists also reported that
poor persons seen in public hospitals were rou-
tinely given the schizophrenia label because it
would entitle the patient to more treatment.
Being sent home was less desirable, the psychia-
trists believed, because poor families had little
understanding of diagnostic differences and
few resources with which to cope with an ill
member. The effect of these diagnostic biases
would be to over-diagnose schizophrenia
among the poor and under-diagnose it among
the better off. The opposite would be true for
manic depression. Faris and Dunham acknowl-
edge that these differences in tolerance by class
may have induced an unknown fraction of the
ecological gradient in their maps.

Another characteristic of Faris and Dunham’s
work that places it squarely in this cell is their
speculation that part of their findings could be
due to the ‘isolation effect’ (Castle and Gittus
1957). They hypothesized that migrants living
in areas in which their cultural group is the
majority are less likely to be diagnosed as beha-
viorally ill than similar persons living in areas in
which their cultural group is in the minority. The
reasoning for the hypothesis is that coping stra-
tegies are more likely to be tolerated by those
who would cope similarly. Migrants in areas in
which they are the minority are, conversely,
more likely to be diagnosed as ill because their
coping strategies are more likely to be viewed as
deviant.

Cell 24

Our last cell is defined by using treated disorder
among samples of individuals to shed light on
how tolerance across places may affect the etio-
logy of mental illness. We found two examples
of such work. Both deal with urban/rural differ-
ences in tolerance for mental illness.

The first study (Rost et al. 1993) was a survey
of attitudes toward mental illness among rural
persons who had themselves used mental health
services. The number of respondents who nega-
tively characterized persons who sought help for
depression was higher than expected by the
authors and higher than among urban samples.
The implications for etiology were that rural
persons with depression were probably deterred
from treatment by the intolerance of their com-
munities for help seeking.

The second study (Rost et al. 1994) reports
that the stigma in rural areas of seeking help
from mental health professionals leads to a
greater use of primary care practitioners for
mental health problems than in urban areas.
Physicians in rural areas, moreover, are less
likely to refer patients with mental health prob-

lems to mental health professionals than are pri-
mary care physicians in urban areas. The
authors imply that the effect of low tolerance
for mental illness in rural areas on the course
of treatment probably affects the nature of the
disease in those areas.

ENDURING AND EMERGING THEMES

The universe of research from which the above
sample was selectively drawn is diverse. So much
so that the reader might wonder if the work has
anything in common other than an interest in
the distribution of illness in space. We believe
that most of the literature shares at least two
other important themes. The first is the largely
implicit but enduring theme that the distribution
of wealth affects the spatial distribution of
health and illness. The second is an emerging
yet more explicit motif. This is that research on
place and health can and should lead to more
humane social and economic policies.

The implicit theme that wealth affects the spa-
tial distribution of illness assumes that the econ-
omy is a generator of hazards as well as a
resource for coping. The connection of the econ-
omy to coping resources is intuitive. Households
with more money can procure more of the
coping resources distributed by the market.
Communities with more money are more able
to provide services for people with health and
behavioral problems than are communities
with less money. The notion that personal and
commonly held wealth are means to enhance
coping is not new, and is developed in the
work of Robert (in this volume) as well as in
many other works (e.g., Black et al. 1982)

The connection of economic policy to the spa-
tial distribution of hazards is perhaps less intui-
tive than the connection of policy to coping
resources. The dynamism of the economy is,
however, experienced by individuals as demands
to cope behaviorally and physiologically with
stressful life events, infectious and noninfectious
toxins, and safety hazards.

The stressful life events research is consider-
able and has been reviewed in depth elsewhere
(Dohrenwend and Dohrenwend 1974). It should
be sufficient to note here that the research sup-
ports the hypothesis that many life experiences
that can be specified ‘a priori’ are risk factors for
subsequent physiological and behavioral dis-
order. Undesirable experiences are apparently
more likely to elicit symptoms than desirable
events (Ross and Mirowsky 1979). The associa-
tion between these undesirable life experiences
and illness is typically weak, and is thought to
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be mediated by coping resources, including
social support (Rook and Dooley 1985).

It has also been argued that physiologic
coping resources, whether genetic or acquired,
can be temporarily depleted with use and perma-
nently depleted with age (Selye 1952; Taylor et
al. 1997). We supposedly regain much, but not
all, of the capacity to cope if we are not required
to cope too soon with other hazards. The capa-
city lost with each adaptation may increase, and
the proportion of the capacity regained, may,
moreover, decrease with age.

As has been noted elsewhere (Catalano et al.
1987), the typical list of undesirable events that
have been found to be risk factors for disorder
can be separated into several groups. Among
these groups are job and financial events. The
incidence of these events has been empirically
linked to the performance of local economies
(Dooley and Catalano 1984). These events
have been found to be risk factors for both
physiological and behavioral disorder. These
findings withstand controlling for other undesir-
able events and for other variables that intuition
and theory imply could confound the relation-
ship (e.g., age, gender, and socioeconomic char-
acteristics) (Catalano and Dooley 1983; Dooley
et al. 1987).

The experience of an undesirable job and
financial events by a principal wage earner has
also been reported to be a risk factor for dis-
order for her spouse (Rook et al. 1991).
Undesirable job and financial experiences, more-
over, are apparently risk factors for subsequent
nonjob, nonfinancial experiences (Catalano et al.
1987). The performance of a local economy can,
in other words, increase the experience of unde-
sirable job and financial events that in turn
increase the risk of experiencing yet other unde-
sirable experiences not intuitively related to the
economy. These undesirable events raise the risk
of disorder not only among those who experi-
ence them, but also among spouses and perhaps
other members of the family.

The experience of undesirable job and finan-
cial events also apparently increases the likeli-
hood that an individual will seek help for
behavioral problems controlling for his or her
symptoms of such problems. In fact, the percep-
tion of job insecurity, controlling for symptoms
and for the experience of undesirable events of
all kinds, is enough to increase the likelihood of
seeking help (Catalano et al. 1986). As one
would expect, the perception of job insecurity
is related to objective economic indicators
(Catalano et al. 1986).

A population exposed to a high frequency of
economic stressors may well be at elevated risk
of succumbing to future stressors whether those
are economic in nature or not (Catalano 1989).

In fact, research done on those who experienced
the great depression of the 1930s suggests that
economically induced stressors can affect beha-
vior into the long-term future (Elder 1974).

In addition to increasing the number of stress-
ful life experiences with which a population must
cope, economic policy can also influence the type
of infectious and toxic substances, as well as the
safety hazards, to which a population is exposed.
As Hippocrates (Jones 1923) noted, the indus-
tries upon which a community is based predict
the epidemic diseases to which the community
is exposed. This is true primarily because the
microorganisms that are necessary, if not suf-
ficient, for infectious illness are frequently
brought to, and circulate within, a community
through economic connections (Pyle 1986).

The type of noninfectious toxins to which a
population is exposed can also be influenced by
the local economy (McMullen 1976; Ozolins
1966; Welson and Stevens 1970). These toxins
are usually classed as ambient (e.g., air or
water pollution) or local (e.g., work site).
Much of both types of these toxins can be attrib-
uted to the industries a community chooses to
permit within its boundaries.

Safety hazards are also ambient (e.g., road
hazards) and local (e.g., work-site risks). The
type of vehicles using the road system of a com-
munity, as well as the time distribution of that
use, is a function of the industries present.
Work-site safety hazards are, moreover, ob-
viously associated with the types of industries a
community harbors. Less intuitive is the possi-
bility that the stressful events induced in a popu-
lation by economic dynamics will cause fatigue
and distraction that interact with safety hazards
to yield spatial variability in the incidence of
accidental injury. Research has demonstrated
that stressful life events are risk factors for acci-
dental injury (Selzer 1969; Selzer and Vinokur
1974). The incidence of auto- and work-related
accidents has been found to be associated with
changes in the economy (Catalano and Serxner
1987; Wagenaar 1984).

The economy may affect the prevalence of
disorder as much through tolerance for coping
as through the actual incidence of symptoms.
The literature in this field has come to accept
illness as the label society applies to adaptations
that reduce a person’s ability to perform day-to-
day functions. How great changes in perfor-
mance, the ‘just noticeable difference,” must be
before a community notices them becomes an
important determinant of how many among
those who are coping will be labeled ill.
Moreover, the difference may not be the same
for everyone. Those who are, or who have been
in the past, deviant may be held to a different
standard of performance. Minorities and those
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with histories of behavioral problems, for exam-
ple, may be scrutinized more carefully and held
to a more difficult standard than others.

The just noticeable difference from perfor-
mance standards has been studied by both
sociologists and psychologists, and has been
found to vary in ways that may connect it to
the economy. The ecological psychologists
have, for example, noted that overstaffed organ-
izations (i.e., those with more participants than
roles) tend to be less tolerant of deviance than
understaffed organizations (Barker and Shoggen
1973). The assumption is that maintaining an
understaffed organization requires its members
to be tolerant of the idiosyncrasies of those
available to perform needed functions.
Members of an overstaffed organization, on
the other hand, must choose among several can-
didates for a role, and can therefore set higher
standards for what is acceptable functioning.
Those in overstaffed organizations who are
adapting to undesirable events, infectious or
noninfectious toxins, or safety hazards are there-
fore at a disadvantage because they are not as
likely to be performing at their best as are those
without such stressors.

The notion that organizations can be under-
staffed or overstaffed and that this can affect
tolerance for deviance has been expanded by
sociologists to apply to communities (Catalano
et al. 1986). The economy of a community
affects staffing in a profound sense. If the econ-
omy is contracting, the community is probably
overstaffed. If, on the other hand, the economy
is expanding, many firms are probably under-
staffed. These dynamics imply the hypothesis
that, controlling for symptoms, workers in com-
munities with contracting economies are more
likely to seek help for illness than workers in
expanding economies. The hypothesis has been
supported for help-seeking for behavioral dis-
order (Catalano et al. 1986).

The emerging, more explicit, theme is that
research into space and health can and should
move economic policy toward a narrower distri-
bution of wealth. Jones and Duncan (1995)
make the connection between the old and new
theme explicit:

In substantive terms, there appears to be good evi-
dence that health outcomes cannot be simply
reduced to individual characteristics. There is an
ecology of chronic illness that remains after a wide
range of demographic, socio-structural and beha-
vioral variables are included in the models. This
ecology is related to measures of deprivation and
income variation. In general, and irrespective of
individual characteristics, places with a low income
or deprivation suffer the worst health on a range of
measures. (Jones and Duncan 1995: 38)

Sampson et al. (1997) listed in Cell 1, move
the argument beyond its empirical base into the
realm of politics. They note:

As shown, what happens within neighborhoods is in
part shaped by socioeconomic and housing factors
linked to the wider political economy. In addition to
encouraging communities to mobilize against vio-
lence through ‘self-help’ strategies of informal social
control. .. strategies to address the social and eco-
logical changes that beset many inner city commu-
nities need to be considered. (Sampson et al. 1997:
923)

Roberts (1997), listed in Cell 4, goes further. He
writes,

Much of the social differentiation of the city that we
see today is the result of powerful individuals and
groups actively working to divert resources and
maintain segregation in the ongoing oppression
that occurred over most of the 20th century.
(Roberts 1997: 598)

Wilkinson (1996), listed in Cell 2, takes the
theme to its logical extension:

As research on the socioeconomic determinants of
health progresses, and public understanding of the
issues increases, the demand for social reform will
become unstoppable. Growing knowledge changes
both the morality and the rationality of the status
quo. It turns excusable official inaction into culpable
negligence. (Wilkinson 1996: 25)

The emerging theme in the research appears to
be based on the following reasoning.

1 The aspect of being poor that elicits the most
sympathy from those who are not poor is
relative bad health.

2 Research shall show that the health problems
of the poor are reinforced, if not caused, by
the unequal spatial distribution of hazards,
coping resources, and tolerance.

3 Those who are not poor would support mak-
ing the environments of the poor less hazar-
dous, richer in coping resources, and more
tolerant if more research on the spatial
distribution of illness were conducted
and disseminated.

We use ‘shall’ rather than ‘will’ in the second
paragraph above because we do not assert that
the new researchers in the field cause their work
to produce the politically useful finding. Rather,
they appear to trust that such a finding will
emerge from their science. Whether this trust
unintentionally affects the research is, of course,
difficult to determine. The possibility that it
might, however, warrants consideration as we
move forward in this important line of research.
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The Globalization of Health and Disease:
The Health Transition and Global
Change

EMILY C. ZIELINSKI GUTIERREZ AND
CARL KENDALL

DEFINING GLOBALIZATION

‘Globalization’ is a diffuse construct used to
denote the growing perceived spread of a capi-
talist world system and its integration with sys-
tems of trade, communication, transportation,
patterns of urbanization, cultural influence,
and migration throughout the world. Kearney
defines globalization as the movement of people,
‘...information, symbols, capital and com-
modities in global and transnational spaces’
(Kearney 1995:  547). Quoting Giddens,
Kearney notes that globalization in his usage is
‘...the intensification of worldwide social rela-
tions which link distant localities in such a way
that local happenings are shaped by events
occurring many miles away and vice versa’
(Giddens 1990).

There is nothing particularly new about these
phenomena. However, authors who use the con-
struct argue that there is something different
about the velocity of these changes that has cre-
ated a qualitatively new set of economic and
social forces. Some authors use the construct
as a portmanteau that encompasses any eco-
nomic, cultural, or social phenomena with
extra-national links, while others argue for
appreciating the synergistic integration of
finance, trade, economics, politics, and culture
that they mean by globalization.

These multiple meanings, and the enormous
range of phenomena glossed, make a review of

the globalization construct difficult if not impos-
sible. Although there is no denying the sense of
‘connectedness’ — both psychological and physi-
cal — that permeates the contemporary world,
the consequences of this for politics, economics,
society, and culture, let alone for health and dis-
ease, are difficult to predict and sometimes even
to trace.

In the case of the globalization of disease, the
reviewer must appreciate both the globalization
of disease in terms of epidemiology, and the
impact of globalization on disease. A complete
account of these two topics is not attempted
here. What is attempted is an exploration of
recent literature on health and globalization,
including the roles of economic linkages, trans-
portation and systems of communication, and
the impacts of environmental change and urba-
nization on health. This chapter will review
exemplary global health problems, several
social processes that are embedded in globaliz-
ation, and finally, medical and public health
responses in a world where health must be
‘globally’ considered. Without committing to
either the argument that the world is qualita-
tively or only incrementally different, the con-
struct of globalization can be worthwhile to
explore as an example of new public health
thinking (Yach and Bettcher, 1998: 735 ff).
Identifying social constructs that help to
explain patterns of disease is an increasingly
important goal for a public health community
that is seeking a broad-based understanding
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of the current health transition and how to
influence it.

The ‘globalization of disease’ functions as a
deliberately provocative term, in both the health
and economic sectors. Jonathan Mann states
that, ‘the world has rapidly become much more
vulnerable to the eruption and, most critically,
to the widespread and even global spread of
both new and old infectious diseases’. (Mann
in Garrett 1994: xv). This vulnerability means
that infectious diseases are no longer isolable
in dangerous tropical locales, and this fact has
been used to regenerate interest — sometimes
approaching panic —in infectious diseases in
economically advantaged countries. However,
what is less well reported is how the economic
and social processes associated with globaliza-
tion (often originating within these ‘more devel-
oped’ countries) visit diseases on the developing
world.

CONVERGENCE AND DIVERGENCE: HEALTH
IN A CONNECTED WORLD

Examining the globalization of disease often
involves appreciating patterns of convergence
made clearer by advances in measurement.
Murray and Lopez (1996) draw on their research
in the Global Burden of Disease (GBD) study,
and the derived composite measure of disability-
adjusted life years (DALYs: ‘the sum of years of
life lost becaue of premature mortality and years
of life lived with disability, adjusted for severity
of disability’) (Murray and Lopez 1996: 740) to
project global mortality and disability burdens
between the years 1990 and 2020. Their baseline
projection anticipates ischemic heart disease,
unipolar major depression, road traffic acci-
dents, and cerebrovascular disease becoming
the top four causes of mortality and disability,
positions currently (1990) occupied by lower
respiratory infections, diarrheal disease, and
perinatal conditions. Demographic shifts and
trends (many attributable to the increased use
of tobacco) are cited as the main causes for
these changes (Murray and Lopez 1996). In
these projections we see the rising proportional
effects of noninfectious disease, with increasing
numbers of persons in both higher income and
‘developing’ nations being affected by noncom-
municable conditions. Murray and Lopez cite
that nearly 9 per cent of the GBD in 2020 may
be due to tobacco-related mortality and disabil-
ity; global marketing, transportation, and com-
munication are all implicated in tobacco’s
spread. Additionally, as strides are made against
infectious diseases, these survivors in lower-

income regions will become candidates for
chronic conditions.

There are also important dynamics of diver-
gence in the impacts stemming from globaliza-
tion. The above projections do not mean that
communicable diseases cease to be a problem.
Murray and Lopez note, ‘there is a dramatic
difference in the distribution of deaths between
established market economies (EMEs) and the
formerly socialist economies of Europe and the
developing regions’ (Murray and Lopez 1996:
741). Communicable diseases, maternal and
perinatal causes, and nutritional deficiencies
accounted for 65 per cent of deaths in sub-
Saharan Africa, and they were implicated in
just over 15 per cent of deaths in EMEs
(Murray and Lopez 1996: 741). It is the relative
burden of disease that is anticipated to shift,
more than a large-scale reduction in the absolute
number of people affected by infectious disease.
In Murray and Lopez’s baseline projection, HIV
would rise from twenty-eighth to tenth in its
share of the GBD, and tuberculosis would retain
its current rank, although increasing its share of
DALYs, from 2.8 to 3.1 per cent. While the
maxim holds true that anyone can be infected,
the reality is that the toll is higher among the
poor in all regions.

Globalization has led, in some respects, to
more awe and fear of the microbial world —
and its human and animal hosts — than during
preceding generations of medicine and public
health. After all, with the advent of modern
technology a sense of security overcame native
caution (Lappé 1995). The complex interweav-
ing of the health effects of globalization and the
responses to it can be demonstrated when exam-
ining malaria as a long-known infectious disease
that still defies control.

Although heading toward control in the
1960s, malaria has reemerged as a first-order
health problem in the tropical regions of the
globe. Approximately 300-500 million people
are infected with malaria each year, making it
the fifth most common cause of ill health world-
wide and the cause of an estimated 1.5-2.7 mil-
lion deaths per year. Nearly one million of these
deaths are among children under 5 years old,
some of whom succumb to malaria in combina-
tion with nutritional deficiencies and respiratory
disease (WHO 1998a).

Several waves of control strategies have been
attempted, none achieving definitive success:
environmental alteration, prophylactic use of
antimalarials, vector control with insecticides,
and, since the early 1980s, vaccine development
(NIAID, 1998). Treatment has, in fact, played a
role in the new threat that malaria poses (Oaks
et al. 1991: 67). In many places, mass chemopro-
phylaxis led to the presumptive treatment of all
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fevers with chloroquine, the biological effect of
which has likely played a great role in the doubly
deleterious effect of promoting resistance to
chloroquine and reducing naturally gained
immunity in populations. Population movement
further enhanced this process. Many villagers
have learned to use chloroquine as a universal
fever remedy. Helitzer-Allen et al. (1994) and
others have demonstrated that a broad range
of illnesses is now popularly associated with
malaria. As the term ‘malaria’ replaces local lan-
guage terms for ‘fever,” this heightens the diffi-
culty of using fever as a signal for mothers to
bring young infants and children to clinics for
other treatment. If fever=malaria, then treat-
ment = chloroquine in the local lexicon. Thus,
not only is chloroquine being used inappropri-
ately for malaria, but also to treat other diseases.
Part of the globalization of disease is the diffu-
sion of biomedical nosology, even if it remains
incomplete.

Financial crisis in malaria-endemic countries
impedes the utility of many scientific advance-
ments against the parasite. Second-line drugs
are beyond the economic reach of most resi-
dents in chloroquine-resistant areas. Although
reliable rapid diagnostic tests for malaria exist
(Makler et al. 1998), at their present cost the
expense of one test outspends many countries’
per person yearly health allocation (Verle et al.
1996). Without means of delivery, medical
breakthroughs cannot reach those in severest
need.

While much credit for historical malaria con-
trol successes has been attributed to the use of
DDT, malaria was also successfully controlled
with environmental interventions and rural
development initiatives in many parts of
Southern Europe, Latin America, and Asia
(Brown 1984; Kere et al. 1996; Litsios 1997).
Recent research in Kenya, the Gambia, Ghana,
and Burkina Faso suggests that bed nets may be
more successful in preventing deaths from
malaria than current candidate vaccines
(Economist 1998a). In combination with new
discoveries about the role of vitamin A and
zinc in promoting the body’s own immune
response, community-based interventions may
be more feasible (Economist 1998b).

Community-based interventions that demon-
strate the need for an integrated approach to
health appear to offer great promise. Such pro-
grams, however, require close collaboration
across health, economic, and social sectors,
and broad population adherence achieved
through significant participation and education.
Such ‘development-focused’ and fine-tuned
interventions are less predictable, more labor-
ious, and do not lend themselves to the develop-
ment of commercial products. As a result, they

become less likely to be promoted in this global
environment.

‘A WEB OF INTERCONNECTEDNESS?’

There can be no denial that the benefits of global
trade are distributed unevenly, while the eco-
nomic and social costs associated with rapid
change fall more heavily on poorer countries.
Developing regions of the world provide raw
materials, cheap labor, and vast new markets,
and there are no social safety nets to protect
vulnerable populations of women, children,
and adolescents. This lack of balance in global
costs and benefits is also true in terms of health
systems and technology. Although some authors
argue that globalization promises a more equi-
table development of the health sector in the
future, one can also speculate that these
economic changes will only further polarize
wealthier and poorer countries.

While this convergence of economic interests
has been well noted, the effects of such inte-
gration on local health have not always been
so clearly in focus. Globalization has fueled the
mobilization of groups — from US and
European factory workers to indigenous groups
in rural Mexico and mass uprisings in Indonesia.
People recognize that they are not sharing equi-
tably in the benefits of a global economy
(Navarro 1998). Economic growth affects
numerous physical exposures to risk factors,
but additionally it determines access to resources
and investment in infrastructure within a coun-
try. These factors have clear implications for
current health conditions, and for the emerging
patterns of disease. As Navarro states, ‘One con-
sequence of public policies that benefit globali-
zation has been an unprecedented growth of
inequalities in today’s world’” (Navarro 1998:
742).

Yach and Bettcher (1998), in a notably posi-
tive review, state that expectations regarding
globalization have been mixed. Optimists have
written of ‘a web of...[interconnectedness]. ..
from which our sense of commitment to the
other half is strengthened’ (Yach and Bettcher
1998). Yet who are the ‘other half” spoken of
here? If it is the poor, there are several points
of error. First, the proportions are not even so
well divided, and second, the response to the
appreciation of poverty is not necessarily to cor-
rect the condition. In fact, awareness without
identification can make the poor seem more,
not less, remote. As a justifying ideology for
globalization, this theory falls short.

Globalization has primarily been the project
of just a few countries in Europe and North
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America during the twentieth century: although
they have been fueled by capitalism and techno-
logical development, they are inextricably linked
to cultural baggage, such as an ethic of ‘acquisi-
tive individualism’ and growth without limit
(Lasch 1991: 15). The popular recognition that
growth and expansion can have negative as well
as positive consequences has come as a relatively
recent revelation to the developed world. Other
countries have felt the impact of incipient globa-
lization and pandemics of imported disease since
the sixteenth century, and have had diverse, but
often negative, reactions to it (Diamond 1997,
Wolf 1982).

Ironically, globalization is a process in which
national boundaries — the construction of which
appears to have been the work of nineteenth
and twentieth century capitalism — recede in
importance (Kalekin-Fishman 1996). While
‘internationalization’ heightens the degree of
cooperation among states, globalization refers
to processes that act in a separate arena, thereby
‘undermining or eroding sovereignty’ (Fidler
1996: 77). This process is repeated at many
other institutional levels, and can result in an
intensification of personal relationships at the
expense of social, political, and economic insti-
tutional ties. As a result, any individual’s life-
course appears more contingent on personal
networks than on any institutional features.
‘Personhood,’ or the valorization of the individ-
ual social and biological personae, is also a
Eurocentric project, and illness, identifying as
it does the individual sufferer, grows in impor-
tance in this scheme.

The most common meaning associated with
globalization is economic, especially the ‘inter-
nationalization of finance’ (Navarro 1998).
Global factors play an increasing role in local
economies, as is manifest in the huge volume
of goods and services that move across national
borders each day. Production facilities in the
developing world take advantage of low local
wages, gender inequity, and other social, politi-
cal, and cultural differences to produce cheap
goods for distant markets. International invest-
ment can move toward the maximization of
profits largely heedless of national borders,
with currency and market speculation at times
blamed for significant trauma to local econ-
omies. This financial globalization takes advan-
tage of the relative absence of social, political,
and cultural globalization.

The Institute of Medicine has characterized
the result of economic globalization as a transfer
of risks due to the ‘movement of people,’
‘exchange of toxic products’ (both intentional
and unintentional), ‘variance in environmental
and occupational safety standards,” and ‘the
indiscriminate spread of medical technology,’

(Institute of Medicine 1997). The United
Nations Development Fund, in its 1998 World
Development Report, frames ‘underconsump-
tion’ as a major constraint to better health and
livelihood conditions in the developing world.
The need to increase the availability, and
equitable distribution, of goods and services
conforms well to a model of global propagation
of consumption and economic expansion.
Solutions under such a paradigm are clearly
placed within the hands of producers rather
than the public sector (United Nations 1998a).

While most attention to economy has focused
on the role of capital, at times as a rather dis-
embodied element acting in financial markets,
the 1998 Nobel Prize for Economics marked a
change when it was awarded to Amartya Sen
(Sachs 1998). Sen’s focus on welfare economics
and redefinition of poverty not by income but
according to one’s welfare and capability moves
toward the realization that measurement must
adjust to the local reality (Sen 1997).

Globalization, of course, has institutional fea-
tures beyond the movement of capital. Giddens
refers to a ‘time—space grid’ that is laid over the
planet as one characterization of globalization
(Giddens 1990). While the accomplishment of
such a linkage is honored, its effect, as men-
tioned above, can be to dismember local in-
stitutions and to devalue local meanings.
Globalization results in the confrontation of
the local and global; global forces, be they eco-
nomic, political, technological, or biological,
penetrate local environments at such a pace
and intensity that ‘local’ ceases to have a clear
referent. Although Redfield was quick to cri-
tique his own notion of the small-scale, isolated
community in the sociology of the 1930s, this
model made sense to many, as both descriptor
and goal (Redfield 1989).

It is precisely this quality of overpowering
the local context that tempers enthusiasm for
globalizing tendencies as a positive force. The
local community — Bhopal, India, for exam-
ple — is not equipped to respond to global forces
that manifest as a ‘local’ health event.
Catastrophes constitute only a small part of the
potentially dangerous situations that are a result
of the spread of technology to new social and cul-
tural environments. Mundane objects out of con-
text can prove dangerous; for example, the
recycling of insecticide and herbicide sacks for
the storing of food and seed grains in rural
Central America has grave consequences for
health. The changes in local economies due to
international market influences, a redefinition of
local medicine according to cosmopolitan medi-
cal standards, and the influx of new risks — social,
behavioral, and biological — appear to have over-
whelmed the local ability to adapt and cope.
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At the same time, at the global level, the con-
ceptual tools used to capture information about
health and changes in health have not kept pace
with the accelerating effects of globalization.
The next section reviews several key con-
cepts — epidemiological transition, epidemi-
ological polarization, and health transition —
and examines their relevance in the light of
globalization’s influence.

GLOBALIZATION AND THE
EPIDEMIOLOGICAL TRANSITION

The transformation of health conditions, includ-
ing the decline of infectious childhood diseases,
first in the developed world at the beginning of
this century and then accelerating throughout
the world in the latter half of this century, has
been termed the epidemiological transition.
Under this paradigm, societies, responding to
improvements in health and agricultural tech-
nologies, pass from conditions of high infectious
disease mortality in children to concern about
chronic diseases of aging, such as coronary
heart disease. This apparent transition led to a
naive and simplistic belief in the power of health
technologies: ‘...as nations moved out of pov-
erty and basic food and housing needs were met,
scientists could use the pharmaceutical and
chemical tools at hand to wipe out parasites,
bacteria and viruses. [Leaving]...the slower
chronic diseases that primarily struck in old
age’ (Garrett 1994: 32). This supports the argu-
ment for the convergence of health problems
discussed earlier.

Although medical and technological advances
have tempted belief in the linear and irreversible
character of health development, no society has
made this transition completely. At the end of
the twentieth century, one-third of all deaths in
the United States are due to infectious disease,
and infectious diseases are still the leading cause
of death in the developing world. Even some of
the so-called chronic diseases of aging or ‘life-
style induced’ health problems are linked to
infectious causes, such as the role found for
the infectious agent Helicobactor pylori in pro-
ducing ulcers.

The concept of epidemiologic polarization
(Mosley et al. 1993) is key to understanding
the divergent effects of globalization. This con-
cept describes a dual dynamic of increasing
chronic disease and entrenchment of infectious
disease among lower-income populations in
both developed and developing countries. Some
mechanisms of globalization, such as the diffu-
sion of new technologies, allow rapid ‘develop-
ment’ within subsectors of a population and

subsequent improvements in health indicators.
However, the dilemma is not only that a
restricted enclave is benefiting from this technol-
ogy, but rather that other economic dislocations
accompany these processes, creating a margin-
alization and impoverishment that contributes
to disease, either through new exposures to
pathogens, the creation of new disease-enhan-
cing environments, dislocations of land tenure
and traditional food supplies, or several other
effects.

While the epidemiological transition focuses
solely on changing patterns of morbidity and
mortality, the health transition embeds the
demographic and epidemiological transition in
a construct that refers simultaneously to the
social and economic factors that produce them
(Caldwell 1990). The health transition, as elab-
orated in the work of Caldwell, Frenk,
Bobadilla, and others (q.v. Jamison et al.
1993), is deliberately self-conscious of the com-
plex interaction between health and interacting
forces that propel social change. Conflating the
epidemiological and the health transition pro-
duces a difficulty — while the epidemiological
transition can be understood through explo-
ration of fairly proximate disease variables
(Mosley and Chen 1984), the health transition
recognizes that its effects are produced through
changes in social, economic, and political factors
such as globalization. The construct of the
health transition to date, however, provides
few clues in understanding the multiple path-
ways that interconnect these sectors, predicting
the impact of changes in one sector on another,
or directly influencing health in the future.

A SHRINKING WORLD: OUR PHYSICAL AND
ELECcTRONIC CONNECTIONS

The mechanical connection between the global-
ization of certain diseases and advances in travel
and the transportation of people and goods is
clear. During 1994, more than 97 million passen-
gers traveled by air between the United States
and other countries (United States Department
of Transportation 1998). A commentator noted,
‘The protective effect of clipper ship travel is
long gone’ (Ginzburg 1996), although certainly
the slow speed of transport did not prevent the
devastation of the New World either. The
volume and accessibility of air travel literally
means that, at least as far as the microbes are
concerned, the global village is here. Policy
makers, as well as the public, have seized on
transportation as an explanation of a world at
risk. This is evidenced by stories about a
‘patient-zero,” a widely traveled, ‘promiscuous’
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airline steward who is cited as the origin of the
worldwide AIDS epidemic. It is hard to imagine
a more perfectly crafted social parable to sup-
port discrimination and the erection of commu-
nity barriers. There is an easily imagined fear of
an undiagnosed hemorrhagic fever patient arriv-
ing from Africa to a major North American or
European transportation hub, the vividness of
which is as likely to be responsible for prompt-
ing attention and funding for disease surveil-
lance and reporting as countless carefully
considered scientific reports (Hamilton 1995;
Institute of Medicine 1992).

Despite the important role of increased air
travel, other trajectories of movement are even
more vital in determining disease. Massive
migration takes place in response to political,
military, and social unrest. The factors sur-
rounding large-scale migration are often as-
sociated with the inability of local authorities
or communities to control violence or provide
adequate means for subsistence. Such massive
migration sets the stage for epidemic infectious
disease. The exodus of millions from Rwanda in
1994 gave witness to one of the most devastating
and deadly cholera epidemics in recent history
(Kristof 1997). A quick review of the rising num-
bers of refugees and internally displaced per-
sons, especially on the African continent,
reveals the gravity of the situation. In 1997, fig-
ures for Africa note 4.3 million refugees, 1.7
million ‘returnees,” and 16 million internally dis-
placed persons (United Nations 1998b). If
change and instability are the footholds for dis-
ease, these numbers speak volumes about the
entrenchment of disease on the globe’s largest
continent. Worldwide, the number of refugees,
returnees, and internally displaced persons has
increased more than four-fold, from 5.4 million
in 1980 to 22.7 million in 1997 (United Nations
1998b).

Migration is important in less dramatic cir-
cumstances as well, contributing, for example,
to the introduction of multiple dengue serotypes
in new regions, a factor implicated in the devel-
opment of dengue hemorrhagic fever. Migrant
workers can suffer from their lack of immunity
to diseases such as malaria when they travel
looking for work. Economic migration has
played a key role in the spread of HIV (Lurie
et al. 1995). While the decision to migrate and
resultant disease are local manifestations, they
are often in response to distant factors.

Threats to health can also move directly in
trade. Adopting the use of hazardous products
such as tobacco and alcohol is discussed in depth
below, but concern also centers on the uninten-
tional export of health-threatening materials.
Numerous incidents, such as the discovery BSE
(bovine spongiform encephalopathy)-infected

beef and cyclospora-infected raspberries, verify
the urgency of cooperation between govern-
ments to adapt to the global trade in food pro-
duced by consumer-driven markets fed by
multinational agroindustry.

Communication

Although global transportation has been trans-
formed, the sweep of communication technology
and content has even broader implications for
health. Our capabilities in communication epito-
mize the ever-shrinking world evoked by the
term ‘globalization.” Global cash and culture
transfer ride on the ‘time—space grid’ of commun-
ication technologies. Communication does not
carry the same readily apparent threat of disease
that is present in travel and transportation; digi-
tal information is (organic) virus free. Yet, for
many in the developing world, communication
technology brings disembodied contact with pat-
terns of living that must stand in surreal contrast
to local realities. A vivid anecdote from one of
the authors is a late afternoon visit to a rural
pulperia (store) in Honduras in 1985. Rather
than lounging outdoors after a long day’s
work, men crowded inside a dark house. The
rubber-booted and straw-hatted farmers,
machetes dangling from their hands, stared at
a 12-inch black and white TV powered by an
automobile battery. In a country with a GNP
per capita of less than $500, these grindingly
poor farmers were watching the Mexican teleno-
vela, Los ricos tambien lloran (The Rich Cry
Too). In response to the question ‘what’s going
on here?” the author got a plot synopsis.

Global mass media and other forms of com-
munication lead to a transnationalization of cul-
ture. Certainly there is greater recognition, and
celebration, of the rich cultural legacy of many
parts of the world and an internationalization of
many major metropolitan areas. The effects on
health, though, come from less benign messages
and stem more from growing effects of sedentar-
ism and consumerism. Murray predicts that 8.4
million deaths in the year 2020 will be attributed
to tobacco (Murray and Lopez 1996). The
effects of dietary change, increased access to
alcohol, tobacco, and other drugs, and violence
will take a high toll even in countries with the
infrastructure to treat them. The effects can be
devastating in areas still struggling under high
burdens of infectious disease, low disposable
income, and high levels of malnutrition.

A few countries may deflect the satellite-borne
images that waft the globe and discourage view-
ing in a thoroughly futile attempt to restrict
access, but the effect of communication is not
necessarily negative. The presence of electronic
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devices and materials in even the most inaccess-
ible locales demonstrates the power available
through communication for improved health
and education, and, of course, disease surveil-
lance. Failure to invest in information technol-
ogy and the supporting infrastructure can only
widen the disparity between industrialized and
nonindustrialized countries. Communication
creates new agendas for health, and produces
social and cultural construction of health, as evi-
denced by the worldwide prioritization of child
health. Although there are clear ethical reasons
for reducing disparities in the use of technology
for surveillance and health, it is also in the best
interests of the developed world to truly ‘global-
ize’ communication. The most sophisticated
technical surveillance abilities in industrialized
countries can be rendered useless by the weakest
communications links in developing countries.

One example of the promising use of technol-
ogy is provided by Pro-MED, an Internet-based
newsgroup begun by the Federation of
American Scientists, which gathers worldwide
reports of human, plant, and animal disease
outbreaks (http://www.healthnet.org/programs/
promed.html). Moderated to maintain the
quality of submissions, this system bypasses
traditional academic journals, opening a com-
munication channel through which more voices
can be heard and can communicate with one
another with unprecedented rapidity. Clinicians
and public health professionals are able to poll
their global peers for insight and instruction
through this technology, demonstrating how
knowledge is truly able to serve a global public.
Although limited to those lucky enough to have
access to a computer and an Internet connec-
tion, it is step in the right direction.

Although an untapped potential exists to har-
ness technology and incorporate it into health
programs, global communication continues to
deliver less benign messages. Widely dissemi-
nated messages have enormous ramifications
for health. Advertising for tobacco and alcohol
products in developing countries, as well as in
low-income US neighborhoods (Hackbarth et al.
1995; Moore et al. 1996), aids in the penetration
and promotion of these goods in vulnerable
areas. At the same time, new, biomedically
defined diseases and lifestyles relatively free
from infectious diseases have become better
known through the media, challenging local
constructs. Coupled to this is the spread of com-
mercial pharmaceuticals, which are both more
expensive than their local counterpart and
often inappropriately used. This phenomena
affects conceptions of health throughout the
world.

At the same time, the evolution of the concept
of emerging diseases provides an example of

how alliances can be formed between science
and the public through communication.
However, the reader should bear in mind that
visions of the ‘other’ are easily distorted through
the media. Messages are not transmitted as pure
‘information,” but rather act as packets of cul-
tural knowledge that are squirted around the
world. Recognizing the cultural content of mess-
ages is as important for understanding commu-
nication (or the lack of it) as the scientific
content.

GLoBAL ENVIRONMENT IMPACT

A major area of current and potential conver-
gence of risk is connected to environmental
change. These processes are clearly independent
of national boundaries, yet attempts to control
the factors influencing environmental change
and degradation remain bound to national pol-
itics and policies despite numerous attempts to
bridge such differences through multinational
negotiation. John Last, in his text Public
Health and Human Ecology, notes numerous
phenomena encompassed by the term ‘global
change,’ including global warming, stratospheric
ozone depletion, environmental pollution, spe-
cies extinction, reductions in biodiversity, and
desertification; all of which represent a ‘new
scale of human impact on the world...’ (Last
1998: 395).

The unfolding of globalization has changed
the basic relationship of communities to the
environment, with an impact that is impossible
to fully quantify or predict. Forces such as
migration and expanding production can carry
negative consequences, especially when produc-
tion is not restricted to the service of local needs
and may not be managed according to local
wishes. Expanding economies and populations
also have an impact on the earth that is impos-
sible to fully quantify or to predict. Much of the
ongoing debate regarding global climate change
acknowledges that our human history of record
keeping, and even the predictions interpreted
from other natural sources, can mean little in
the light of long-term trends. In the long term,
environmental degradation may come to play
the largest role in determining global health.

Several current examples can be provided.
The introduction of vector and rodent species
into new areas is linked to habitat destruction
and weakened regional biodiversity. Accounts
that relate disease to shifts in local land use are
legion. Lyme disease in the northeastern United
States was a reaction to changed housing pat-
terns and forest incursion that enhanced
human exposure to deer-borne ticks (Institute
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of Medicine 1992). Outbreaks of Lassa fever in
Africa, hantavirus in the southwestern United
States, and Bolivian hemorrhagic fever were
linked to increased rodent-human interaction
(Garrett 1994; Ryan 1997). These ‘emerging’
threats are, at least in part, responses to
human activity.

As global climate change occurs, the spread of
vectors beyond current tropical areas is likely.
The presence of a vector alone, of course, does
not predict the spread of disease. Epidemiologic
modeling involves the reproductive rate of a vec-
tor-borne disease (‘number of new cases of the
disease that will arise from one current case
given an entirely susceptible population’) which
is produced by a number of factors including
rainfall and temperature. A high reproductive
rate among a disease-naive population could
bring epidemic spread of disease (Rogers and
Packer 1993).

Border Economics, Environment, and
Health

Economic policies that are at odds with local
control of resources interact with environmental
issues to heighten health problems. An example
lies in the privatization of government-held land
previously used by ‘ejidos’ (organized groups of
farmers and peasants) and individual farmers in
Mexico. Partly, this was a response to the need
for investment in irrigation and new agricultural
technology in a desiccating environment. The
sale of land reinforced rural-to-urban migration.
This trend provided abundant low-wage
employees to the thriving magquiladora industry
(foreign-owned factories at the heart of Mexico’s
1965 ‘Border Industrialization Program’). On
one hand, the dynamics of migration and plant
employment undermine family, community, and
economic structures in both urban and rural
areas and bring their own consequences. On
the other hand, urban land resources are taxed
with vast colonias (shantytowns) that spring up
to accommodate urban migrants with no local
identification, opening up new ecologies for dis-
ease. The sheer scale of industrial development
and agricultural runoff from both sides of the
border have, at times, turned the Rio Grande
into one of the most polluted waterways in
North America, and ineffective environmental
protection has raised deep concern over the
dumping of toxic waste.

While such change may be inevitable and
necessary under the operating economic para-
digm, the rapidity of change outpaces local abil-
ity to adapt, threatening the environment and
traditional lifestyles as well as health. There is

great reluctance among national politicos and
legislatures to confront issues that may present
boundaries to economic development. While
decisions to migrate are made locally, they are
responses to global forces that converge to deter-
mine the choices of action available on the local
level (see DeWalt et al. 1994; Interhemispheric
Research Center 1998a, 1998b).

URBANIZATION: A CONFLUENCE OF
MIGRATION AND EcoNoMic CHANGE

Urbanization as a social process exemplifies the
simultaneously physical and cultural phenom-
enon that is globalization. This discussion posits
urbanization as a major by-product of globaliza-
tion. Economic development and investment
fuels the growth of cities, which draw increas-
ingly larger populations. Population growth,
however, outpaces investment in infrastructure
and overwhelms the local capacity to accommo-
date new urban dwellers. These large popula-
tions become proletarianized, threatening both
the state and the economy if their needs are
not met, as events in Jakarta during 1998
demonstrated.

This century has seen an explosion of ‘mega-
cities: urban centers with populations greater
than 10 million, the vast majority of which are
in developing countries. Such cities include
Bangkok, Beijing, Bombay, Buenos Aires,
Cairo, Calcutta, Delhi, Jakarta, Karachi,
Lagos, London, Los Angeles, Manila, Mexico
City, Moscow, Paris, Rio de Janeiro, Sao
Paulo, and Tokyo. Never before in history
have people gathered with such density; as a
species prone to ‘herd’ diseases, the implicit dan-
ger is clear, yet the effects of urbanization on
health are complex.

The history of health in cities provides a
mixed picture. In England in the nineteenth cen-
tury the infant and child mortality rates of the
rural poor were lower than those rates among
the urban poor and even the middle class. Data
from England as recently as 1910-1912 indicate
that mortality from several of the most common
diseases of the time was lower among farm
laborers than among better-paid urban profes-
sional and salaried workers (Collins 1926). Yet
the twentieth century, especially post-World
War II, did demonstrate improved health in
urban centers. Poor access to health and educa-
tional services and the lack in variety and quan-
tity of foods available in rural areas enhanced
infant and child health.

Despite their modern conveniences, urban
centers are once again creating greater risk:
air, water and environmental pollution, high
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population densities with consequent opportu-
nities for infectious disease spread, and lifestyle
changes in sexuality, diet, and exercise that are
conducive to disease (United Nations 1996a).
Cities have been called ‘the dynamo driving
infection’ (Horton 1996). Today, in both devel-
oped and developing countries, the urban poor
have the highest health risks (WHO 1995).
Urbanization appears to be driven by two highly
interrelated factors: inadequate distribution of
infrastructure, resources, and opportunities in
rural areas, and the concentration of industrial
activity within megacities, factors certainly not
divorced from other patterns considered in this
chapter and intimately related to the project of
globalization.

Urban dwellers may have remarkably dif-
ferent patterns of risk. While the wealthy and
middle classes have better access to tertiary
care, the poorest groups have little or no access
to such services. Rapidly growing squatter and
shanty settlements usually have no services of
any kind, and residents may be barred or dis-
couraged from using those in nearby neighbor-
hoods. Even emergency services, which are
generally in town centers, may not be readily
available to the many who live in settlements
on the outskirts.

Urban settings serve as laboratories for
examining how poverty differentials determine
health. In Porto Allegre, Brazil, the infant mor-
tality rate (IMR) in squatter settlements is three
times that of nonsquatter areas, more than 75
deaths per thousand live births (Fischmann and
Guimaraes 1986), with further evidence of the
association of low income and childhood mor-
tality provided by Victora et al. (1992). In
Quito, Ecuador, in the early 1980s, the IMR
in upper-class districts was 5 per 1000 live
births, comparable to the most developed coun-
tries today. At that same time, manual workers
in Quito’s squatter settlements saw their chil-
dren die at a rate of 129 per 1000 live births,
a rate slightly below the global average at
that time for the least developed countries.
Similarly, large differentials have been observed
in the Philippines, Sri Lanka, England, Wales,
and elsewhere.

Although official poverty levels used in
national studies are suspect, even these studies
estimate that half of urban inhabitants in devel-
oping countries are living in poverty (Hamid and
Fouad 1993). In 1990 ‘at least 600 million urban
dwellers in Africa, Asia, and Latin America live
in “life and health-threatening” homes and
neighborhoods because of the very poor housing
and living conditions and the inadequate provi-
sion for safe and sufficient water supplies and for
sanitation, drainage, the removal of garbage,
and health care’ (Satterthwaite 1995).

The impact of crowding, poor access to care,
and high population densities can be seen in a
number of diseases. Tuberculosis is responsible
for approximately 3 million deaths per year, and
‘is the single largest cause of adult death in the
world” (WHO, 1998b). Acute respiratory infec-
tions take the lives of 4-5 million infants and
children annually. These diseases tend to be
more prevalent in urban areas, with the highest
incidence seen in the poorest, most-crowded
areas. Air quality deteriorates as well. Mexico
City and Sdo Paulo, for example, are afflicted
with excessive levels of carbon monoxide,
ozone, and particulates that lead to increases
in respiratory and cardiovascular diseases (UN
1996b).

Urban environments provide epicenters for
the transmission of multiple-drug-resistant
tuberculosis, allowing for interactions between
various risk populations. Predictably, high
rates of tuberculosis often correlate with high
AIDS prevalence in an area, with the additional
twist that TB is the one AIDS-related oppor-
tunistic infection that can impact the general
population (WHO 1998c).

Cholera, long absent from Latin America, has
reestablished itself due to poor sanitation and
hygiene, failure to protect water sources and
food supplies, and global trade and travel
(WHO 1998d). Urban environments, particu-
larly sections without adequate water, sanita-
tion, and solid waste services, and where many
people handle food before it reaches the con-
sumer, provide ideal circumstances for transmis-
sion. A host of other diseases abound, such as
dengue fever, which can thrive in trash-strewn
urban landscapes (Gubler and Clark 1996).
Parasitic diseases such as Chagas fever is trans-
mitted to humans by the 7. cruzi-infected triato-
mine bug, which has now adapted to life in the
housing that typifies the sprawling periurban
shanty towns of Latin America (Coura et al.
1995; Walsh et al. 1993). This disease is control-
lable when discovered early, but is difficult to
diagnose and has seriously debilitated many suf-
ferers, particularly in Brazil. In general, malaria
is less common in urban areas, but in South Asia
the vector mosquitoes have adapted to urban life
(Hati 1997). The future may see further emer-
gence of malaria proximate to urban areas and
the rapid spread of drug-resistant strains of the
parasite, helped by increased contact between
urban and rural populations and travel between
countries (Moore et al. 1994).

The intense social dynamics created by urban-
ization contribute to rising disease rates, as
demonstrated by HIV. HIV/AIDS thrives in
urban settings, which initially demonstrated the
highest levels of HIV incidence in both devel-
oped and developing countries. Urban areas cre-
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ate new opportunities for mixing populations
and spreading the risk of sexually transmitted
disease (STD) and HIV infection. The groups
at highest risk, particularly in the earliest stages
of the epidemic, are present in disproportionate
numbers in urban populations. Even small
groups of people who engage in high-risk sexual
behaviors in urban centers — such as intravenous
drug use, commercial sex work, and transport
workers, and their sexual contacts — may suffice
to fuel successive waves of the infection into the
population at large (Way and Stanecki 1995).
STDs, including HIV, account for more than
10 per cent of the disease burden for both men
and women worldwide (United Nations 1996).
The World Health Organization (WHO) recog-
nizes that STDs are most frequent in sexually
active young people aged 15-24 years, with the
peak age of infection lower in girls than in boys.
Young women are among those most at risk for
HIV and STDs, often being taken as desirable
sexual partners by older male members of high-
risk groups. It is estimated that half of all HIV
infections in developing countries have been
contracted by people younger than 25 years of
age. Up to 65 per cent of infections in females
are believed to occur by age 20 (WHO 1995).
The reasons for this are many. Traditional bar-
riers to early sexual activity and limiting sexual
partners are more likely to have broken down in
urban settings. At the same time, wide dispari-
ties in income are created, prompting resort to
desperate income-generating activities such as
prostitution. In sub-Saharan African samples,
estimates suggest that as many as half of all
female migrants are involved in prostitution at
one time or another. In Thailand, there is a large
proportion of urban migrants who are young
women participating in prostitution, either
voluntary or coerced. While this activity has
been historically tolerated, attitudes appear
to be changing rapidly (Hanenberg and
Rojanapithayakorn 1998).

The social, political, and economic links tied
to HIV stretch across the globe. Migratory pat-
terns connected to global trade, urbanization,
and the movement of labor and goods help
explain the trajectory of this epidemic.
Structural adjustment policies in Africa intended
to encourage free-market economic development
and the consequent decline of government-pro-
vided health services (Lurie et al. 1995) created
an ideal environment for the transmission of
STDs (Felman 1990). The basic circumstances
are not improving, ‘thus deepening the social
crisis in which HIV breeds’ (Epstein 1992).

In addition to ‘conventional’ disease threats,
huge urban populations are vulnerable to
natural disasters that are, to all intents and
purposes, inevitable. It is, in fact, unknown

whether large megacity populations can be sus-
tained within finite areas. Events that killed hun-
dreds in centuries past may kill thousands in the
future due to the economic and social forces that
create these megacities. Paradoxically, globaliza-
tion spreads linkages widely over the globe but
contributes to the dynamics of local urban con-
centration. The continuing demands of eco-
nomic growth, and the desires of people to
access education and the limited infrastructure,
will doubtless sustain patterns of urbanization.

THE FUTURE OF GLOBAL RESPONSE TO
HEALTH AND DISEASE

The growth and hegemony of biomedicine have
characterized health policy and intervention dur-
ing the twentieth century. Lappé states, ‘the
superficial success of modern medicine has cre-
ated an illusion of human supremacy over the
natural world’ (Lappé 1995: ix). Advances in
biochemistry imply a knowledge and manipula-
tion of cellular mechanisms, with a promise to
change the basis of prevention and therapy and
to improve the clinical control of disease in the
twenty-first century. Vast areas of the world,
particularly Africa, were once off-limit to global-
izing processes due to disease. Vaccines, anti-
malarials, and other treatments have opened
many of these regions to an influx of expatriates
and tourists (while the benefits from these
advances have not been available to local residents
to the same extent). Yet many successful disease
control interventions were not the products of
laboratory research, but of epidemiological
investigation, and the interventions were revolu-
tions in the organization and management of
health programs more than new technical ‘fixes.’

What is billed as the single greatest public
health achievement of this century, the eradica-
tion of smallpox, is often misinterpreted. Disease
eradication is usually regarded as the epitome of
technological intervention. Smallpox eradica-
tion, however, was not the product of new tech-
nology (although a new, more heat-stable
vaccine was made available, a vaccine for small-
pox has been available for 200 years), but rather
the combination of the disease’s special epi-
demiological characteristics, a new, vertical strat-
egy that focused on enhanced surveillance and
disease outbreaks (rather than overall immu-
nization coverage) and skillful international
management (Baxby 1995; Hopkins 1983: 305).
Enhanced surveillance and communication
recognized outbreaks while there was still time
to do something about them. Taking advantage
of improved transportation, the program could
arrive with enough vaccine to surround and
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arrest the outbreak. Fear of smallpox and the
prestige, political support, and promise of the
program drove even skeptical communities and
individuals to be immunized. The eradication
effort demonstrated the accomplishments poss-
ible with the new global tools.

While certain other diseases such as polio and
measles may be susceptible to eradication, the
vast majority of diseases are not (CDC 1993;
Olive et al. 1997). The model of focus on disease,
epidemiological prioritization, and enhanced
delivery strategies has been the model for other
selective primary health-care interventions as
well. How relevant is this model today?
Smallpox eradication occurred at a particular
historical moment: fueled by Cold War dollars,
the program operated through the World Health
Organization and national ministries of health.
It led to the epidemiological mapping of the
world. We currently retain a fairly detailed pic-
ture of global disease control priorities that per-
mits the recognition of the role of major
childhood diseases such as diarrheal disease,
acute respiratory infection (ARI), and malaria
in the quest for global health.

However, the response to the identification of
this global burden of disease has not been
straightforward. The primary health care
(PHC) declaration ‘health for all by the year
2000’ was to be a response to the health infra-
structure and disease control needs for the devel-
oping world. These health programs were
intended to function with very limited resources,
promote prevention and the use of appropriate
technology, and rely on health education and
community participation. Health was seen as
inextricable from development, and was recog-
nized as being tied to the ability of the popula-
tion to sustain itself and as a reflection of the
total ‘health’ of a community. However, these
communities were identified as distant and
foreign — not part of the developed world’s
community — and even this program was
soon deemed too ambitious.

A more targeted, ‘selective’ primary health
care (SPHC) approach was devised that bio-
medicalized ‘prescriptions’ for the most severe
diseases affecting large numbers of people. The
focus was on diseases that were more amenable
to discreet interventions and were the most
attractive to international donors. Medical and
technological treatments — immunizations, oral
rehydration therapy, pesticide application, and
access to antimalarials — are measurable and
often highly effective means to intervene rapidly
in disease. They lend themselves to vertical, tar-
geted, and limited programs that may or may
not ultimately enhance the capacity of that vil-
lage or community to deal with continuing
threats to its overall health.

These types of programs have only been sus-
tainable with large external inputs. At the same
time, they provide interventions that are at odds
with tertiary solutions available in the private
sector and in hospitals, but rather illustrate the
fact that these medical interventions demon-
strate the contradictions inherent in considering
globalization as a unified and beneficial phe-
nomenon. Tools from the same global surveil-
lance kit demonstrate both the health needs
and the economic shortfall in realizing health
for all, transforming the question ‘How much
health is enough?’ (not an economic question,
but a global one) into ‘How much health care
can be bought for x dollars? misses the point,
puts economics before health, and produces very
different answers in different parts of the world.

What Does it Mean if Health Is a
Commodity?

Under an economic paradigm, decisions are
made to maximize economic benefit. As the
world is brought into a more coordinated eco-
nomic system, it is valuable to examine how the
decisions that affect health are made, and who is
affected. To the extent that the global economic
system mirrors processes in advanced capitalist
countries, the American experience may be
instructive. The commodification of health influ-
ences the debate over health costs, and leads to a
confusion between ‘health’ and ‘health care.” If
‘health’ is a good that can be purchased by an
individual consumer, then the model for decision
making is the marketplace. Yet, this perspective
is clearly inadequate. Children must be vacci-
nated regardless of their wishes and the wishes,
or ability, of their parents’ to pay. The public is
forced to pay, both financially and in terms of
disease, when others choose less healthy life-
styles, or are forced to go without adequate
health care. Even if consumers could purchase
health, the cost of new technology puts it out of
the reach of all but a handful of individuals.
Standing astride this debate, medicine finds
that professional autonomy and high-quality
health care is difficult to achieve within the insti-
tutions that have been developed to awkwardly
bridge consumer needs and population health
needs.

To translate this template to the global market
is certainly a recipe for disaster (see Navarro
1993). Decisions have already been made about
the levels of health that may be achieved in dif-
ferent countries. Often without the benefit of
formal economic analysis, policy makers in
both the health and other sectors often presump-
tively exclude programs and investments in
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health. Contamination of drinking water in Peru
due to the failure to expand and maintain water
systems in Lima, Callao, and Trujillo, for exam-
ple, factored into the reintroduction of cholera
in the Americas (Swerdlow et al. 1992).
Declining environmental surveillance and the
failure to control trade in tires containing mos-
quito eggs led to the introduction of Aedes albo-
pictus in the United States and contributed to
concerns about the transmission of encephalitis
and imported dengue fever (Francy et al. 1990).
Trade in used tires from the United States
played a major role in the reintroduction of
Aedes aegypti to Latin America in the 1960s.

How should governments and international
organizations consider the trade-off among
investments in health and investment in other
sectors? At both national and international
levels, health is distilled into quantifiable indica-
tors of success or failure, but these figures are
difficult to interpret and often fail to influence
policy. Current health may be attributable to
investments made long ago or to temporary eco-
nomic success. At the same time, short-term
political influences may demand investment for
disasters or emergencies that far outpace devel-
opment assistance. The pattern of continuing
crises creates an unending series of demands
for programs that leave little behind for the
next crisis.

The commodification of health has contribu-
ted to the widespread availability of antibiotics,
which are often seen as an inexpensive and easily
dispensed remedy, and they are substantially
misused. Although the widespread use of anti-
biotics has contributed to better health in the
past 40 years, these drugs have been increasingly
abused. Patterns of adherence are poor, and
patients stop taking the expensive drugs when
symptoms disappear or when side effects, such
as gastric disturbance, begin. In addition, these
drugs are often self-prescribed and one or two
may be taken at a time. Parents, accustomed to
some ‘tangible’ health treatment, may insist on
antibiotics for a child’s treatment, and over-
worked, harried physicians may concede to the
demands, despite the knowledge that the infec-
tion could be viral or not require medication.
The culture of medicine in which antibiotics
represent ‘purchasable health’ has contributed
to the rapid evolution of drug-resistant strains
of infections (Demissie et al. 1997; Rapkin 1997).

Finally, in considering commodification, it
must be recognized that biomedicine is a huge
industry. Potential profits and eager markets
drive drug development. While developing coun-
tries represent huge markets, the relative returns
are low due to the use of generic drugs and poor
populations that are unable to pay high prices
regardless of the utility offered by a drug

(Trouiller 1996). Research for malaria treat-
ment — one of the most important causes of
infectious mortality in the world — must be
covered under ‘orphan drug’ protection, with
little commercial support for development. The
global diffusion of biomedicine is displacing
local knowledge of remedies that could have
enormously enhanced the pharmaceutical arma-
mentarium. While some local remedies may be
nonefficacious, their use constitutes a coping
strategy for dealing with misfortune. Now,
deaths from pneumonia, diarrhea, malaria, and
even AIDS are reduced to ‘outside’ social, eco-
nomic, and political explanations. Although
locally meaningful remedies have existed, they
are simply no longer being provided.

There are, however, far-sighted companies,
such as Merck and Smith Kline, which have
found ways to support drugs for orphan
diseases. The free distribution of Merck’s
Ivermectin for onchocerciasis control in Africa
and Latin America is subsidized by its sale for
veterinary use in the United States. The part-
nership between WHO’s Tropical Diseases
Research Program, these companies, and the
country disease programs is a model of enlight-
ened corporate multinationalism (TDR 1998).

CONCLUSION

This examination of globalization reminds us
that, whether or not one believes in an inevitable
drive toward a more unified economic, social,
and technological world, there are terrific costs
being paid, both in human and environmental
terms, in the current world system. Inter-
national health and medicine must play an active
role in considering these issues and structuring
responses as we lurch towards the millennium.
While both human population growth and the
development of medical technology in the twen-
tieth century have been staggering, ill health still
plagues much of mankind. The very young, chil-
dren and adolescents, women, the elderly, and
the poor of all ages are still vulnerable. The abil-
ity of pathogens to adapt and new pathogens to
develop must challenge our faith in uniquely
technological solutions. To fully accept the con-
cept of the globalization of disease demands that
we view our expansion as a social, cultural, and
ecological project as well as an economic one.
The Institute of Medicine’s 1992 report on
emerging infections acknowledges that the ‘fac-
tors in emergence’ of emerging infectious disease
are inherently social in nature. Members of the
panel identified six sets of factors, specifically
focusing on human demographics and behavior,
technology and industry, economic development
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and land use, international travel and com-
merce, the breakdown of public health measures,
and microbial adaptation and change. These
social factors also work in describing the pat-
terns that are tied to globalization dynamics
and the spread of disease, both infectious and
chronic.

Popular questions concerning the globaliza-
tion of disease ask whether a new, lethal, world-
wide epidemic is likely. The argument of this
chapter is that such considerations are only a
small part of the globalization and health pic-
ture. Without large-scale change beyond the
health sector, infectious and chronic disease bur-
dens will continue to grow among those who are
most vulnerable. Under a system where the
numbers of people in poverty and poor health
greatly outweigh the number of people with high
incomes, the challenges seem clearly laid out.
There is no indication of a reversal in these
trends.

This chapter would be incomplete without an
effort to address potential solutions to the issues
outlined above. The patterns of the global econ-
omy, mobility, communication, and urbaniza-
tion provide opportunities as well as problems.
Although these comments will seem utopian, the
reader must realize that they are perceived as
goals, a utopian realism, as Giddens (1991)
would put it.

e Health must remain, and become more of, a
public/private partnership. Funding of public
investments in health must recognize the role
that the global economy, including consu-
merism, trade, and transport, plays in dis-
ease. Although a variety of medical services
will be increasingly available throughout the
world, and rising economic circumstances
will continue to improve health in many
parts of the world, the cost for this expansion
should not be borne solely by public invest-
ments in health infrastructure. Part of the
cost of this must be shouldered by the institu-
tions of global economic expansion.

e Differences in the cost of labor and goods
fuel global expansion; however, the ethics of
this expansion demand more equitable levels
of investment in health. Initial global eco-
nomic penetration fuels rapid urbanization
and taxes existing infrastructure. The argu-
ment that certain areas of the world need to
‘accept’ certain levels of disease on the road
to development when these risks are well
known is unethical and simply acquiesces to
current practice. At the very least, these deci-
sions need to be debated in the open and
involve the populations concerned. The
enhanced expectations explicit in global
growth, communication, and urbanization

are as real as the economic facts. These
expectations and priorities in development
need to be negotiated in a multisector
forum where health as well as economic
development is considered an outcome.
Globalization offers opportunities to build
systems of disease surveillance. An effective
system of surveillance for disease can and
should be constructed, linking sentinel
national institutions where available, and
providing direct assistance for the construc-
tion and support of sentinel sites in areas that
do not yet, or no longer, have the infrastruc-
ture for effective surveillance of disease.
Remote sensing technology is able to provide
enormous detail about large areas of the
world. We have the technology to develop a
significant global network, and we have insti-
tutions, such as the WHO, available to imple-
ment and coordinate these functions. This
surveillance should include not only tradi-
tional disease categories, but also substance
abuse and violence, human rights violations,
and violation of environmental laws.
Multilateral institutions have not prospered
in the global expansion. The mandate of
these institutions, such as the United
Nations, the World Health Organization,
and the lending institutions needs to be chan-
ged to meet new priorities or, if unable to
adapt, new institutions should be designed
in their place. A new reorganization of the
WHO demonstrates the recognition of these
needs and promises new innovative
approaches. However, to fully address these
needs will require implementation, as well as
coordination, which will require expanded
budgets and authority.

International, ‘global’ institutions should not
be created at the expense of national institu-
tions, many of which have suffered as a result
of economic restructuring. A mechanism is
required not only to sustain but also to
encourage local training and research.
Developed country institutions should be
encouraged to build real partnerships with
their counterpart institutions, and provide
the long-term support and mutual benefit
that are essential for careers in research
programs.

The Global Burden of Disease study and
Sen’s approaches to defining poverty pro-
vide models for improving the science of
health, disease, and welfare measurement.
Challenges to conventional notions of deter-
mining risk must continue in order to provide
data that are useful in weighing intervention
options.

A tremendous global communication indus-
try exists. This infrastructure should be put to
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use for educational as well as commercial
purposes. The newly created urban environ-
ments create great need for education about
health risks and appropriate treatment. The
learning deficits on both sides of the equation
are large.

e Global authority is required to control travel
during epidemics. This requires the active
participation of the transportation sector
and a truly global authority with the ability
to take forceful action when necessary. Such
global authorities might also be mandated
to participate in the control of biological
weapons and weapons of mass destruction
and to assist in complex emergencies.

What the ‘globalization of disease’ best offers
is an enhanced paradigm for understanding
health. The health transition consists of social
processes such as globalization that directly
affect health and investment in the health sector.
Globalization demands attention to changing
vulnerabilities and recognition of the multi-
faceted outcomes of ‘development’ and techno-
logical advances. Surveillance and intervention,
both preventive and curative, require a rethink-
ing of institutions and strategies. The patterns of
economic and social change outlined here are
only going to intensify. Automation, global
communication, and a focus on production
have allowed many societies to reach the future
that they have been defining, but the by-
products of these same mechanisms can further
entrench the health problems that we once
thought were surmountable through technology.
Certainly technical solutions, health communi-
cation, and policy dialogue are needed.
However, the new challenge is to use the pro-
mises and realties of globalization, not just to
respond to crises, but to take responsibility for
and shape our future.
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The Social Causation of Health and
lllness

JOHANNES SIEGRIST

INTRODUCTION

Sociology as a science is concerned with the
description and explanation of societal phenom-
ena and processes as they affect human popula-
tions and individuals. To a large extent, scientific
progress in this field is dependent on input from
specialized subdisciplines that deal with particu-
lar areas of societal life in a systematic way.
Health and illness and the societal reactions
towards them define the scope of one such sub-
discipline, termed sociology of health, or medi-
cal sociology (Cockerham 1992; Mechanic 1978;
Suchman 1963). The focus of this chapter is
restricted to the first one of the two mainstream
lines of health-related sociology, the study of
social factors that determine well-being and
health, and precipitate ill health, illness, and dis-
ease. Traditionally, this field was termed sociol-
ogy in medicine (Straus 1957), but obviously this
definition is too narrow given the fact that
health and disease are not simply biological enti-
ties, but are often intertwined with social and
psychological processes. As suggested by the
title, sociology is expected to contribute to our
understanding of the causation of health and ill-
ness. Most scientists today agree that this is basi-
cally an interdisciplinary task calling for an
integration of biomedical and social science
information. Therefore, it is crucial to discuss
the different notions of ‘social causation’ of
human health and disease to some extent (first
section). On this background, an attempt is
made to highlight crucial developments in the
history of health-related sociology, a history
that dates back to the late nineteenth century

(second section). In the main part of this chapter
(third section), selected current theoretical con-
cepts are described and illustrated, and the final
section discusses policy implications and poss-
ible future developments in this field of scientific
inquiry. It goes unsaid that this is a selective
review whose focus is put on in-depth analysis
and exemplification rather than on comprehen-
sive breadth.

NoTIONS OF SocIAL CAUSATION

Although an epistemiologic debate on the scien-
tific nature of sociology and the problems of
developing and testing theories in this field is
ongoing (Mayntz 1985), it is commonly believed
that the notions of ‘regularity’ and ‘causality’ of
phenomena under study, the crucial assumptions
of any type of scientific inquiry, can be success-
fully applied to the discipline of sociology as well
(Nagel 1961; Popper 1959). For instance, some
basic principles of organizing societal exchange,
of developing and maintaining social order and
social systems, and of socializing individual per-
sons into society were identified by social scien-
tists (e.g., Berger and Luckmann 1966; Blau
1977, Luhmann 1984; Parsons 1951). Thus,
there is strong evidence of the existence of
some regularity operating at different levels of
societal life. Whereas several patterns of regular-
ity governing the social dimension of human life
were identified by sociological theories, addi-
tional ones remain to be detected. It may well
be that the study of phenomena at the intersec-
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tion of the social, the psychological, and the
biological dimension of human life, such as
health and illness, offers new insights in this
regard.

It is probably less easy to agree on an ap-
propriate use of the term ‘causality’ in socio-
logical thinking. ‘Causality’ implies two notions:
temporal antecedence and determination. De-
pending on the time scale underlying social
processes, there is good reason to believe that
longitudinal, observational studies provide an
appropriate frame of reference for analyzing
the temporal sequence of many of the social
phenomena of interest, but how can we prove
that one social phenomenon under study deter-
mines another phenomenon? In particular, if this
second phenomenon is of a social nature too it
may be difficult to escape tautological explana-
tions. In the case of health and illness, the phe-
nomenon under study is a characteristic of an
individual person to be analyzed in biological
or psychological terms, although it is admitted
that the study of disease patterns at the aggre-
gate level (‘population health’) offers important
insights as well. (Some authors still talk about
‘healthy societies,” but in this case, the term
refers to an analogy rather than to a testable
concept (e.g., Wilkinson 1996).)

The question then, is: What do we mean by
social causation of health and illness? Three dif-
ferent types of answer were given to this ques-
tion. The first, most provocative type of answer
was proposed by labeling theorists, referring to
some forms of mental illness. According to this
theory, mental illness is produced by societal
reactions to a person exhibiting strange, unex-
pected, or inappropriate behavior. Medical deci-
sion making, by assigning a diagnosis of mental
illness to such a person, is interpreted as an act
of social control, confirming the validity of a
socially constructed normality (Scheff 1966).
This approach has the merit of having sensitized
a broader public against the dangers inherent in
certain processes of social control by which devi-
ant individuals are stigmatized. Moreover, label-
ing theorists critically emphasize the power and
responsibility of psychiatrists, who have the
exclusive right of defining mental illness (Szasz
1974). Up to now, however, empirical support in
favor of the labeling approach is poor, leaving
little room for a social production hypothesis of
health and illness (Cockerham 1992).

A second type of answer refers to intergenera-
tional processes of social ‘heritage’ acting as
enabling, as well as selective, forces of health
and illness. For instance, it is well known from
genetic epidemiology that short height is more
prevalent among people in lower socioeconomic
groups (Marmot et al. 1984). Short height, in
turn, is associated with excess risk of certain

types of chronic disease, such as cardiovascular
disease, and thus, might ‘confound’ to some
extent the association of low socioeconomic
status with elevated morbidity and mortality
(Barker 1994; Marmot et al. 1984). Another
example concerns the ‘programming’ of a per-
son’s health risk in adult life by unfavorable cir-
cumstances of his mother’s health during
pregnancy. One study even reported unfavorable
effects on adult health produced by severe social
deprivation of the grandmother’s generation
(Lumey 1992). Although the parents’ reduced
health may be associated with adverse social cir-
cumstances, these circumstances ‘cause’ poor
health mainly by means of biological processes
that are transmitted from one generation to the
next one during pregnancy or early infancy.

Some scholars maintain that the paradigm of
social heritage needs to be expanded to include
transgenerational transmission of health-related
lifestyles where early socialization and mechan-
isms of model learning operate within the family
(e.g., Baumrind 1991). Yet we should keep in
mind that significant attitudes and behaviors
that shape a person’s health-related lifestyle are
acquired in extrafamilial social contexts later in
childhood and in adolescence (Jessor and Jessor
1977).

While the explanatory power of the two para-
digms of ‘social production’ and of ‘social heri-
tage’ is limited, a third paradigm of social
causation of health and illness must be consid-
ered most important: the paradigm of ‘exposure
and resource.” This approach maintains that
society determines the health of individuals
mainly by exposing them to specific health-detri-
mental risks in their social environment.
Moreover, individuals may have acquired differ-
ent resources to cope with these health risks, and
processes of resource acquisition are assumed to
be socially patterned as well.

Today, two versions of the ‘exposure and
resource’ paradigm are distinguished, the ‘ma-
terial’ and the ‘psychosocial’ versions, although
there exists substantial interaction between
them. Evidence on the first version of the expo-
sure paradigm is widespread: in this perspective,
a health-damaging social environment includes
poor housing, air pollution, heavy traffic and
associated risk of accident, inappropriate sanita-
tion, and noxious work places, among others.
Poverty not only increases the risk of being
exposed to these health-adverse conditions, but
also reduces the opportunity of having adequate
coping resources at one’s disposal. Important
coping resources such as healthy diet or access
to health care are unequally distributed across
society (Blane et al. 1996; see also Chapter 1.8).
Explanations of a social causation of illness in
this material version of the ‘exposure and
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resource’ paradigm usually refer to known phy-
sical, chemical, or biological risk factors. In
related explanatory models, social factors are
important to the extent that they determine
exposure prevalence, duration, and intensity.
This is quite different in explanations that are
based on the psychosocial version of this para-
digm. Here, stressful experience in terms of cog-
nitive and emotional input to the brain is
considered the crucial process. Exposure to spe-
cific social environments in the long run impairs
a person’s health by eliciting recurrent stressful
experience in terms of negative emotions (e.g.,
threat, anxiety, anger, and helplessness) and of
autonomic nervous system activation (Lazarus
1991). Again, successful coping with stressful
experience is contingent on available resources,
and psychosocial resources include the availabil-
ity of social support as well as distinct psycho-
logical skills (e.g., self-efficacy; Bandura 1992).

After a long period of scientific stagnation,
modern stress research more recently provided
us with powerful evidence on a causal chain of
events linking exposure to stressful social cir-
cumstances with subsequent illness susceptibil-
ity, as moderated by poor coping resources
(Weiner 1992). Thus, a majority of theories of
social causation of health and illness today
refer to modern stress theory, at least in con-
junction with the more conventional ‘material’
paradigm.

At this stage of the argument, some caution is
needed. First, when talking about causal path-
ways we need to keep in mind that respective
evidence, to a large extent, relies on probabilistic
statistical associations derived from observa-
tional population studies. Experimental evidence
of health-detrimental effects of stressful experi-
ence in humans is limited, due to ethical
constraints, and results derived from more rig-
orous social stress experimentation in animals
cannot easily be extrapolated to the human
situation (Kaplan and Manuck 1997). Second,
the complexities of human health and illness
are overwhelming (Weiner 1992). While analyti-
cal distinctions and strategic reductions of com-
plexity are inherent in any scientific approach,
the multiple interactions of genetic and environ-
mental conditions, of material, behavioral, and
psychosocial influences, nevertheless need to be
taken into account. This situation provides
ongoing challenges to theory development and
testing in sociomedical research. Nevertheless, a
number of criteria were developed by epidemi-
ologists to test whether a statistical association
can be interpreted in terms of a causal link.
These criteria are listed below.

1 Temporality of events (exposure to a risk
factor precedes disease outcome).

2 Strength of association (as measured, for
instance, by the magnitude of relative risks
or odds ratios).

3 Consistency of associations (independent
replication of findings).

4 Biological gradient and biological plausibil-
ity (higher exposure to risk is followed by
higher risk of disease; pathogenic processes
linking exposure to disease are evident).

5 Coherence of findings (evidence derived from
different types of observational and experi-
mental studies points in the same direction).

6 Specificity of outcome (if the effects of risk
factor exposure are specific for a particular
disease, the likelihood of causality is
increased).

7 Interventional evidence (reduction of expo-
sure to risk is followed by reduction of dis-
ease vulnerability).

It is probably appropriate to state that little, if
any, definite evidence exists to date on specific
social circumstances causing a specific physical
disease or mental illness. Nevertheless, rapid
progress is being made in this area of research,
as will be discussed later. Before doing so, a brief
look at the history of sociological studies dealing
with the social causation of health and illness is
needed.

HisTorICAL DEVELOPMENTS

Interestingly, the scientific study of social causes
of health and illness originated from one of the
most profound revolutions in the history of
mankind, the double revolution of industrializa-
tion and democratic developments in the late
eighteenth and early nineteenth centuries, espe-
cially in the United Kingdom, France, and
somewhat later, Germany and the United
States (Rosen 1979). Official statistics were
established collecting administrative data on
epidemics and their geographical and socio-
economic distribution; occupational health
provided evidence on the pathogenic role of spe-
cific working conditions. For the first time, men-
tal illness was studied in a socioenvironmental
perspective, and most researchers were directly
involved in the health policy implications of
their findings. Yet the scientific quality of this
research was rather modest, as it was restricted
to descriptive and correlational information, and
as the underlying pathogenic models (e.g., the
miasma theory of infectious diseases) were mis-
conceived, as demonstrated by scientific break-
throughs in cellular pathology, virology, and
related disciplines (Loomis and Wing 1990).
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While the scientific discipline of sociology also
originated from the industrial revolution, the
two activities converged only a couple of dec-
ades later. In 1897, French sociologist Emile
Durkheim published his landmark study on sui-
cide (Durkheim 1951). This was the first investi-
gation to test a set of sociological propositions
dealing with an important cause of death that
was observed to be unequally distributed across
the French society. According to Durkheim, the
risk of suicide is elevated among social groups
that are characterized by a weakening or loss of
social norms and values guiding interpersonal
life. As a consequence, egoistic or anomic
tendencies manifest themselves, precipitating
socioemotional crisis, distress and, ultimately,
despair. Thus, suicide is interpreted as a socially
triggered event, not as an action based on indi-
vidual motives. It is important to mention that,
in methodologic terms, Durkheim describes sui-
cidal episodes as social facts that are generated
at a societal rather than at an individual level.
Therefore, the social patterning of health and
disease is studied using aggregate data as a dis-
tinct source of information.

Both seminal insights provided by Durkheim,
the critical role of social anomie in explaining
health and illness, and the methodologic empha-
sis on social facts as a distinct category of ana-
lysis, were developed further by American
sociologists earlier this century. For instance,
Faris and Dunham (1939), among others,
demonstrated the use of ecological analysis in
studies dealing with adverse effects of urban
development,  including  mental illness.
Hollingshead and Redlich (1958) were the first
to detect a clear-cut association between the pre-
valence of certain types of treated psychiatric
illness and social class membership, as defined
by an index of relevant socioeconomic charac-
teristics. Perhaps even more important in theo-
retical terms, the concept of social anomia was
specified in two landmark studies of mental ill-
ness, the Midtown Manhattan and the Stirling
County Studies (Leighton et al. 1963; Srole et al.
1962).

Srole et al. analyzed social anomia — a per-
son’s sense of normlessness, powerlessness, and
helplessness — as a consequence of Midtown’s
‘partial breakdown in the person-to-person pri-
vate lines of communication’ (Srole et al. 1962:
119). Its adverse effects on mental health become
evident in the presence of critical life events and
lack of group support that are more prevalent in
lower socioeconomic groups (these core notions,
not necessarily the appropriate terms, are
already present in this interesting study!).

Carrying further these ideas, Langner and
Michael (1963) demonstrated the cumulative
effects of deprived childhood and of stressful

working and living conditions in adulthood on
mental illness, thus pioneering in an area that is
currently of growing interest, the life course per-
spective of social epidemiology. In a similar
approach, Leighton et al. (1963) advanced the
idea of a pathogenic role of sociocultural disin-
tegration in explaining the prevalence of psy-
chiatric disturbances.

While these studies still owe a lot to the
Durkheimian paradigm of illness as a social
rather than an individual fact, they increasingly
refer to a concurrent sociological approach, the
paradigm of ‘social action’ developed most con-
vincingly by Max Weber (Weber 1978). Social
action theory claims that the ultimate unit of
sociological analysis — the pattern of social
interaction among persons — combines socio-
structural (e.g., economic, historical) and indivi-
dual (motivations, cognitions, emotions)
information. In particular, different types of
mismatch may arise between a society’s struc-
ture of opportunities or constraints, and socially
patterned individual aspirations and needs
(Merton 1938). In this sociological perspective,
conflicts and pressures resulting from this mis-
match are considered major causes of impaired
health and well-being. Concepts such as social
integration/disintegration, social support, social
anomia, or social stress implicitly or explicitly
refer to this paradigm.

During the early 1960s a number of socioepi-
demiologic studies were undertaken with cardio-
vascular risk factors and coronary heart disease
morbidity or mortality as outcome criteria. The
two most important consequences of this shift
from mental to physical disease were (1) the
advancement of stress-theoretical approaches
integrating sociological and biological informa-
tion, and (2) the development of a cross-cultural,
comparative research tradition within social epi-
demiology and medical sociology. This latter
tradition provided us with a number of seminal
insights into pathogenic effects on the cardiovas-
cular system produced by rapid sociocultural
change (Henry 1997, Henry and Cassel 1969;
Scotch 1968; Tyroler and Cassel 1964), lack of
stable sociocultural assets (Bruhn et al. 1966;
Marmot and Syme 1976; Syme et al. 1964),
poor social network and support (Berkman
and Syme 1979), social status incongruence
(Shekelle et al. 1969) and job loss (Kasl and
Cobb 1970). Although at this stage of develop-
ment the field suffered, to some extent, from
conceptual inconsistency, the two decades ran-
ging from the late 1950s to the late 1970s must
be considered the founding period of a sociolo-
gically driven epidemiology of chronic diseases.

In 1977, Henry and Stephens published their
book on Stress, Health, and the Social
Environment. With this publication, for the first
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time, the crude links that existed between socio-
logical constructs and disease endpoints were
substantiated by physiological and pathophysio-
logical evidence derived from social stress
research in animals. Meanwhile, a growing num-
ber of investigations were performed that use
psychophysiologic, neuroendocrinologic, and
psychoneuroimmunologic techniques as part of
experimental or observational studies of psycho-
social risk groups (Weiner 1992). This type of
transdisciplinary research conducted in a bio-
psychosocial perspective holds great promise
for an advancement of our understanding of
how societal life contributes to the causation
of bodily disease.

This development was paralleled by the for-
mation of a highly consistent body of evidence
on an inverse social gradient of mortality.
Information was obtained from official adminis-
trative data and from socioepidemiologic field
studies. The basic finding was as follows: the
lower a group’s socioeconomic status, the higher
its overall mortality. It is important to stress that
this result challenges the traditional notion of an
underprivileged, disadvantaged social group at
the bottom of society, as there exists a linear
relationship of socioeconomic indicators (level
of education, occupational position, household
income) with mortality. In other words, relative
rather than absolute social deprivation is the
critical condition.

Following early studies conducted by Hinkle
et al. (1968), Antonovsky (1967) and Kitagawa
and Hauser (1973) provided powerful results on
the social patterning of mortality, based on
national administrative data from the United
States. In the United Kingdom, Marmot et al.
(1978) demonstrated a social gradient of mor-
bidity and mortality due to cardiovascular dis-
ease and some other conditions of chronic
disease according to occupational standing in
the now famous Whitehall I and II Studies
(Marmot et al. 1991). This latter study is still
ongoing, and more recently has offered promis-
ing explanations of the social gradient of health
and disease in middle adulthood (see below).
The publication of the so-called Black Report
on social inequalities in health in the United
Kingdom (Department of Health and Social
Services 1980) must be considered a major
event in the more recent history of medical
sociology and social epidemiology in Europe
and beyond. For the first time, sociological
explanations of a pressing public health problem
became part of the official health policy. This
fact had, and still has, far-reaching implications
for research policy and the formation of a cumu-
lative sociological research paradigm (Evans et
al. 1994; Fox 1989; Kunst 1997; Lahelma and
Rahkonen 1997; see also Chapter 1.8).

In summary, the history of research on social
causes of health and illness documents an intel-
lectually appealing and empirically well-
grounded body of sociological knowledge
where two major analytical approaches, the
Durkheimian and the Weberian paradigms,
were successfully applied to human health and
well-being. In the following section, a few more
recent theoretical contributions are discussed
that carry further some of the core notions
developed in this field.

SELECTED THEORETICAL CONCEPTS

Theory development in the social sciences is a
difficult task. This is due to the variabilities,
dynamics, and complexities of its object, the
human societies. For instance, it is widely
accepted that there are three levels of sociologi-
cal analysis: the macro, the meso, and the micro-
sociological level. Research findings generated at
each level are significant, but we hardly know
how to link them within a comprehensive theo-
retical framework. Moreover, in epistemiologic
terms, societal life at the same time is experi-
enced as an objective (intersubjective) reality
and as a subjectively defined, symbolically
meaningful reality.

Therefore, it was proposed that the develop-
ment of sociological theories may be restricted
to so-called middle-range theories whose level of
generalization is limited in time and space
(Merton 1957). When using the term ‘theory,’
we expect an analytical scheme or model to be
able to produce new explanatory or predicting
information and, by doing so, to exclude other,
concurrent explanations. We also expect a theo-
retical model to be successfully applied to a
wider range of phenomena under study. In
fact, the wider its explanatory range and the
more economic its formulations, the more
advanced and powerful a theory is.

The concepts of social causation of health and
illness to be discussed here are all examples of
such middle-range theories. Moreover, the selec-
tion of concepts favors the mesosociological
level of analysis that links socioenvironmental
conditions of everyday life to the actions, cogni-
tions, and emotions of individuals (the Weberian
paradigm). This emphasis on the mesosociologi-
cal level of analysis and its focus on core social
roles by which the individual person meets the
demands and takes the opportunities of societal
life does not preclude a similarly important
macrostructural analysis of social determinants
of illness, such as social class (Amick et al. 1995),
income distribution (Wilkinson 1996), or the
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structure of the labor market (Brenner 1997)
(the Durkheimian paradigm). Yet, ultimately,
these determinants need to be linked to the ill-
ness susceptibility of individuals, and this is
exactly why an analytical approach is given pre-
ference that combines sociostructural (sociologi-
cal) and personal (psychological, biological)
information.

Social Stressors and Resources: The Model
of Life Events, Vulnerability Factors, and
Cognitive Coping Responses

Most theoretical frames developed in studies on
social causes of health and illness deal with
associations between stressful socioenvironmen-
tal contexts and the resources mobilized by
exposed individuals to mitigate the threats of
stressful experience. Concepts differ according
to the types and time structure of stressors
under study (e.g., focus on a particular period
in life vs. focus on life course, focus on stressful
circumstances in family/nonwork vs. working
life, focus on chronic vs. acute stressors, such
as life events) and according to the delineation
of coping resources. In most currently discussed
theories, resources are classified into two
broader categories: external (material or inter-
personal) and internal (personal traits, skills,
etc.) resources. In both cases, resources are
assumed to moderate the stressor—strain rela-
tionship. Yet the causal models that specify
this relationship differ, as does the emphasis
put on pathogenic vs. salutogenic components
of the stress process.

Examples of theories that put their main em-
phasis on the role of resources in the stressor—
strain association are Antonovsky’s concept of
‘sense of coherence’ (Antonovsky 1987),
Hobfall’s theory of resource conservation
(Hobfall 1998), and the ‘buffer’ model of social
support (House 1981). Moreover, several
socialpsychological theories of self-regulation
(e.g., Bandura’s theory of self-efficacy (1992),
and theories of attributional style and internal
control (Weiner 1985)) are examples of this line
of analysis. Other theories stress the cumulative
effects on health produced by the presence of
social stressors and the absence of strong exter-
nal or internal resources (or the presence of dis-
tinct vulnerability factors (see below)), pointing
to ‘cycles of disadvantage’ that precipitate a per-
son’s illness susceptibility and adaptive break-
down (Mirowsky and Ross 1989; Rutter and
Madge 1976).

A discussion of single concepts is beyond the
scope of this chapter. Rather, a few specific

theoretical models are selected to review the cur-
rent evidence of sociological explanations of
mental and physical illness.

One of the most elaborate theoretical formu-
lations of the relation between stressors,
resources, or vulnerability factors and illness
susceptibility was developed and tested by
sociologist George W. Brown and colleagues in
their studies on social causes of affective disor-
ders (Brown and Harris 1978; Brown et al.
1990a). Starting from the paradigm of life
event research, they specified a model in which
stressful life events or chronic difficulties
adversely influence a person’s affective health
and well-being if at least one of the following
two ‘vulnerability factors’ is present: (1) lack of
a confidant or lack of crisis support, and (2)
negative evaluation of self (poor self-esteem).
This latter vulnerability factor is more often pre-
sent in persons who experienced loss of a parent
in childhood. Moreover, a person’s cognitive
coping response to crises is of relevance (e.g.,
self-blame or helplessness vs. optimism).

The model was tested by Brown et al. in a
more recent follow-up study of 353 mothers
with a child under the age of 18 years living at
home (Brown et al. 1985). Onset of depression
was best predicted by a combination of three
variables: (1) negative cognitive coping (denial,
self-blame, pessimism), (2) personal vulnerabil-
ity, and (3) lack of crisis support in the face of
experienced life events or chronic difficulties.

In this psychosocial high-risk group, 69 per
cent of the women (20 out of 29) developed
depression compared with 9 per cent in the psy-
chosocially less stressful or even protective con-
stellations. Multivariate analysis using logistic
regression techniques indicated that each vari-
able produced a separate effect on the likelihood
of experiencing the onset of depression (Bifulco
and Brown 1996). Yet, interestingly, further
detailed data analysis revealed that these factors
interact in a dynamic way. For instance, women
who reported self-blame and pessimism more
often experienced discontinued support as a
direct result of their own failure to confide.
Thus, the presence of a distinct attributional
style in a person may increase the likelihood of
experiencing additional amounts of chronic dis-
tress, which in turn triggers generalized feelings
of hopelessness and related symptomatology of
affective disorders.

Brown’s work on the social origins of affective
disorders must be considered as definite progress
in this area of sociological research, not only
because of its elaborate theoretical formulations,
but also because the data collection is based on
newly designed, carefully elaborated assessment
methods, such as the life events and difficulties
schedule (LEDS (Brown and Harris 1978)), and
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the self-esteem and social support schedule
(SESS (Brown et al. 1990b)).

Control and Reward in Core Social Roles
in Mid-life: Models of the Psychosocial
Work Environment

There are at least four reasons that account for
the centrality of work and occupation in adult
life in all economically advanced societies. First,
having a job is a principal prerequisite for con-
tinuous income opportunities. Level of income
determines a wide range of life chances. Second,
training for a job and achievement of occupa-
tional status are the most important goals of
primary and secondary socialization. It is
through education, job training, and status
acquisition that personal growth and develop-
ment are realized, that a core social identity out-
side the family is acquired, and that intentional,
goal-directed activity in human life is shaped.
Third, occupation defines the most important
criterion of social stratification in advanced
societies. Furthermore, type and quality of occu-
pation, and especially the degree of self-direction
at work, strongly influence personal attitudes
and behavioral patterns (Kohn and Schooler
1983). Finally, occupational settings produce
the most pervasive continuous demands during
one’s lifetime, and they absorb the largest
amount of time in adult life. Exposure to stress-
ful job conditions carries the risk of ill health by
virtue of the amount of time spent and the qual-
ity of demands faced at work. At the same time,
occupational settings provide unique opportu-
nities to experience reward, success, or satisfac-
tion, and thus to promote health and well-being
by eliciting strong positive emotions.

The paradigm of psychosocial exposure and
resource has guided — and continues to guide
— most of the sociological studies on salutogenic
and pathogenic effects of the work role. Where-
as in the 1960s and early 1970s the Michigan
school provided most significant contributions
to this development, in particular by proposing
and testing the ‘person—environment-fit-model’
(French et al. 1982) as an analytical perspective,
more recent research focuses on two conceptions
that, due to dynamic research developments in
this particular field, are discussed in some detail.
These two conceptions are: the demand-sup-
port—control model, and the model of effort—
reward imbalance at work. Both have the poten-
tial of being extended beyond the context of paid
work to identify additional areas of socially
patterned stressful experience in mid-life.

Originally, the first concept was designed as a
two-dimensional model of job characteristics by
sociologist Robert A. Karasek (1979). Based
on evidence derived from psychophysiology
(Frankenhaeuser 1983) and occupational
sociology (Kohn and Schooler 1983), the
demand—control-support model claims that
the combined effects of low control over one’s
job tasks (low decision latitude or low level of
skill discretion) and of high demands (e.g.,
mental load due to work pressure) produce a
state of ‘strain’ that inhibits learning and trig-
gers emotional tension. Exposure to ‘strain
jobs,” that is, jobs defined by high demands
and low task control, increases the risk of ill-
health and bodily disease in the long run via
two mechanisms: (a) continued autonomic ner-
vous system activation and stress-related patho-
physiologic developments; (b) enhanced health-
adverse behaviors such as cigarette smoking or
unhealthy diet. ‘Active jobs,” on the contrary,
stimulate psychological growth and emotional
well-being (for an extensive discussion see
Karasek and Theorell 1990).

Adverse effects on health are intensified if a
third dimension is introduced into the model: the
presence or absence of social support at work.
Workers exposed to high demands, low control,
and a high degree of social isolation on their job
(so-called ‘iso-strain groups’) experience rela-
tively high health risks, whereas strong support
at work moderates these effects (Johnson and
Hall 1988).

Figure 1 gives an example of socioepidemio-
logical research based on this three-dimensional
model of ‘job strain.” Findings are derived from
a follow-up study of a large sample of randomly
selected Swedish working men where the as-
sociation between age and cardiovascular mor-
bidity is analyzed according to the degree of
‘iso-strain’ demands x lack of support x lack
of control). The 20 per cent with the highest
scores, the 20 per cent with the lowest scores,
and the middle 60 per cent are compared
(Johnson et al. 1989). As can be seen from this
figure, an elevated probability of cardiovascular
disease manifestation is observed among workers
who are exposed to ‘iso-strain’ jobs compared
with the remaining two groups, at all age levels,
but particularly beyond age 45.

Up to now, a number of prospective, cross-
sectional, and experimental studies had been
performed to test the hypothesis of adverse
health effects produced by exposure to strain
jobs (for a recent review see Theorell and
Karasek 1996). Few sociological models of
social causation of health and illness in recent
past were analyzed to a comparable extent.
Taken together, the currently available empirical
support can be summarized as follows.
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The combined effects of job strain and social isolation on cardiovascular

disease (randomly selected Swedish working males, N=7219). Source: Johnson,

J.V., Hall, E.M., and Theorell, T. (1989).

1. A majority of studies report independent
effects of either single components or of some
combination of components of the model on
health outcomes, mostly on cardiovascular
health. However, relatively the highest consis-
tency of findings is observed with respect to
the component ‘low job task control.” Few stu-
dies document a multiple interaction term, as
postulated by the original model, and even
fewer studies have so far explored the three-
dimensional as compared with the two-dimen-
sional model.

2. Relative risks (or odds ratios) of ‘job strain’
or ‘low job control,” although varying according
to study population, country, gender, and age,
as well as according to the measurement
approach, usually range between 1.5 and 3.0.
Again, most evidence relates to cardiovascular
disease. In view of the rather high prevalence
of ‘strain jobs’ in advanced economies, this
result is significant both in terms of interdisci-
plinary chronic disease epidemiology and of pol-
icy implications. For instance, it was pointed out
that, based on these findings, up to 10 per cent of
all coronary events occurring in the workforce

could be prevented if ‘strain jobs’ were absent.
Moreover, the economic costs of work-related
stress are of a critical magnitude (Levi and
Lunde-Jensen 1996).

3. Additional adverse effects on health caused
by ‘job strain’ are documented for behaviorally
induced risk factors such as cigarette smoking,
and for risk factors whose levels are influenced,
among others, by stress-physiological mechan-
isms, as is the case for high blood pressure,
atherogenic lipids, and elevated fibrinogen.
Moreover, experimental studies indicate ele-
vated blood pressure levels and elevated levels
of stress hormones secreted into blood or urine
as well as reduced immune function, in indi-
viduals exposed to ‘job strain.” More recently,
other health risks were also studied, including
musculoskeletal disease, mental illness, subjec-
tive health, and absenteeism from work.

While this summary of current evidence is
impressive, several conceptual and methodologi-
cal criticisms were raised. The following two the-
oretical arguments are particularly challenging.
First, as the model concentrates on exposure, it
neglects the resources of the individual person,
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and thus bypasses a substantial body of research
highlighting the role of coping processes and of
individual differences in the stress response
(Cooper and Payne 1991; Lazarus 1991).
Second, it is not clear whether ‘job strain,” and
in particular ‘job task control,” is an explanatory
construct in itself or whether it is a powerful
indicator of stressful conditions associated
with, but not identified by, the model.
Examples of stressful conditions in this context
are low job security, lack of promotion pros-
pects, or economic hardship. In view of current
challenges to the labor market caused by eco-
nomic globalization, these latter conditions are
of growing concern for health.

An alternative model of stressful experience at
work, the model of effort-reward imbalance
(Siegrist 1996; Siegrist et al. 1986), addresses
these latter criticisms to some extent while
focussing on the reward structure of working
life. The model maintains that the work role
defines a crucial link between the self-regulatory
needs of a person (e.g., self-esteem, self-efficacy)
and the social opportunity structure. In particu-
lar, availability of an occupational status is as-
sociated with recurrent options of contributing
and performing, of being rewarded or esteemed,
and of belonging to some significant group (e.g.,
work colleagues). Yet these potentially beneficial
effects are contingent on a basic prerequisite of
exchange in social life, that is, reciprocity. Effort
at work is spent as part of a socially organized
exchange process to which society at large con-
tributes in terms of rewards. Rewards are dis-
tributed by three transmitter systems as scarce
resources: money, esteem, and career opportu-
nities. The model of effort-reward imbalance
claims that lack of reciprocity between costs
and gains (i.e., high-cost/low-gain conditions)
defines a state of emotional distress with special
propensity to autonomic arousal and neuroen-
docrine stress responses. For instance, having a
demanding but unstable job, achieving at a high
level without being offered any promotion pros-
pects, are examples of a particularly stressful
working context.

Contrary to the expectancy value theory of
motivation (Schonpflug and Badmann 1989),
this model predicts continued high effort under
the conditions listed below.

e Lack of alternative choice in the labor market
may prevent people from giving up even
unfavorable jobs as the anticipated costs of
disengagement (e.g., the risk of being laid off
or of facing downward mobility) outweigh
the costs of accepting inadequate benefits.

e Unfair job arrangements may be accepted for
a certain period of one’s occupational trajec-
tory for strategic reasons; by doing so

employees tend to improve their chances for
career promotion and related rewards at a
later stage.

e A specific personal pattern of coping with
demands and of eliciting rewards, character-
ized by excessive work-related overcommit-
ment, may prevent people from accurately
assessing cost—gain relations. Owing to the
cognitive—motivational dynamics underlying
this pattern of coping, individuals who
score high on a scale measuring work-related
overcommitment tend to misjudge demand-
ing stimuli (i.e., underestimate demands,
overestimate ~ own  coping  resources
(Matschinger et al. 1986)).

A graphic representation of the effort-reward
imbalance model is given in Figure 2. This figure
highlights the main differences from the
demand-support—control model. First, the
model assumes that threats to the reciprocity
of exchange in core social role relations, and in
particular in the work role, elicit recurrent and
sustained stressful experience, and thus impair
health and well-being in the long run. Second,
three dimensions of reward experience or expec-
tancy are distinguished where money and career
opportunities link the individual job situation
with macrostructural labor market conditions
that are of growing concern for health (in parti-
cular job instability, forced mobility, and low-
salary jobs). Third, the model explicitly distin-
guishes between extrinsic (situational) and
intrinsic (personal) components of effort-reward
imbalance. It is assumed that a combination of
both sources of information provides a more
accurate estimate of experienced stress at work
than a restriction to one of these two sources
(either situational or personal).

Compared with the ‘job strain’ model, fewer
studies have been performed using measures of
effort-reward imbalance. However, current evi-
dence indicates that high effort/low reward con-
ditions at work predict cardiovascular morbidity
with odds ratios that are comparable in size to
the ones reported for ‘job strain’ or ‘job control’
(Siegrist 1996). In addition, the model explains
the prevalence of important cardiovascular risk
factors such as hypertension, atherogenic lipids,
or a high level of fibrinogen, after adjusting for
biobehavioral confounders (Siegrist et al. 1997).
Most recent research documents consistent
effects of effort-reward imbalance at work on
subjective health, symptom experience, and the
risk of imminent psychiatric illness. Interest-
ingly, one study found differential prediction
of health outcomes according to whether the
full model or only part of it was included in
the analysis. Whereas the full model explained
the prevalence of cardiovascular risk factors



Social Causation of Health and Illness 109

Intrinsic Work-related overcommitment
(person) (need for control and approval)
High Effort <«——— Low Reward
Extrinsic Demands Money
(situation) obligations esteem
security/career

opportunities

Figure 2 The model of effort—reward imbalance at work

such as hypertension, the presence of low reward
only (absence of high extrinsic or intrinsic effort)
explained conditions of passive coping and with-
drawal, such as the prevalence of short-term
sickness absence (Peter and Siegrist 1997). In a
recent analysis based on data from the Whitehall
IT study, independent effects on coronary heart
disease of the two alternative job stress models,
the effort-reward imbalance model and the job
strain model (job control only), were reported
(Bosma et al. 1998). It may well be that the
combined study of these models and their exten-
sion beyond occupational life offers new insights
into the social patterning of health. For instance,
conditions of low control and of high cost/low
gain may characterize stressful experience in
groups that are excluded from paid work (e.g.,
homemakers). Another application concerns the
further elucidation of reported associations of
income inequality with mortality (see also
Chapter 1.8).

In conclusion, current psychosocial exposure—
resource models of social causation of health
and illness offer some promise in advancing
our understanding of how the social, psycholo-
gical, and biological dimension of human health
are interrelated. Nevertheless, we should keep in
mind that most evidence reported so far con-
cerns modern Western societies, and that the
role of ethnicity and culture needs to be explored
more vigorously. Moreover, the models dis-
cussed so far are biased towards the productive
life span in adulthood, leaving little room for
understanding the social causes of illness in the
elderly. In view of major sociodemographic
changes, this bias is critical, and despite the
fact that biological influences may override the
psychosocial impact on morbidity in older age,
this topic deserves substantial attention in future
research. A similar argument can be made with

respect to young age, strengthening a life course
approach towards studying the social causes of
illness. This approach is briefly discussed in the
following section.

Social Causes of Illness in a Life Course
Perspective: The ‘Pathways’ Model

At least since the Midtown Manhattan Study
(Langner and Michael 1963), socioepidemiologic
researchers have been interested in understand-
ing the links between adverse social conditions
in childhood, relative social deprivation in adult
life, and subsequent illness susceptibility.
Answers to this question require data that are
obtained from longitudinal birth cohort studies.
By now, several prospective studies of birth
cohorts have been established, and results cover-
ing at least the first thirty years of a life span are
currently available from some of these studies
(Kuh and Ben-Shlomo 1997; Power et al.
1996). In theoretical terms they challenge tradi-
tional sociological thinking as they call for a
dynamic rather than a static conceptualization
of the relations between sociostructural condi-
tions and individual behavior, well-being, and
health. Answers to the question mentioned
above that result from these birth cohort studies
usually refer to one of two explanatory frame-
works: the so-called ‘latency’ model and the so-
called ‘pathways’ model.

The latency model postulates early program-
ming of impaired health, either by genetic,
intrauterine, or perinatal conditions. These con-
ditions are assumed to exert a strong indepen-
dent effect on health that manifests itself after a
long period of latency some decades later in life
(see above, ‘social heritage’).



110 Handbook of Social Studies in Health and Medicine

The pathways model emphasizes the cumula-
tive effect on adult health produced by social
stressors that occur along developmental trajec-
tories from childhood through adolescence into
adulthood. In this model, the transmission of
parent’s deprived socioeconomic and sociocul-
tural conditions to offspring’s well-being, or in
other words the transmission of continued social
disadvantage, receives special attention.

The latency model is well established as a
paradigm of genetic epidemiology. Further-
more, it was confirmed by a series of studies
demonstrating that adult cardiovascular disease
was strongly influenced by biological program-
ming occurring in utero or early infancy
(Barker 1994). More specifically, inappropriate
placental size and metabolic dysfunction in the
pregnant mother ‘set’ the regulation of the
infant’s key biological parameters such as
blood pressure or lipid metabolism during the
fetal period. Early manifestations of this dysre-
gulation include low birth weight and inap-
propriate growth in the first year, but later,
after decades of latency, hypertension, hyper-
lipidemia, overweight, or diabetes manifest
themselves and contribute to an acceleration
of cardiovascular pathology.

In this approach, socially deprived parental
life circumstances exert an indirect effect on chil-
dren’s health only, an effect that is largely
mediated by maternal biological health during
pregnancy. Yet more recent research indicates
that associations between parent’s socioeco-
nomic status, offspring’s birth weight, and
their subsequent health status are more complex,
calling for an application of the ‘pathways’
framework. For instance, low birth weight
babies were found to be at higher risk of later
social disadvantage, in terms of education and
employment, even after controlling for parent’s
socioeconomic status (Paneth 1994). Conversely,
children at developmental risk arising from com-
plications during delivery enjoyed normal men-
tal developmental after 24 months if they were
born into middle-class or upper-class families,
but suffered from substantial developmental def-
icits if born into lower-class families (Werner
and Smith 1992). Thus, biological risks estab-
lished in early life may be exacerbated or atten-
uated by the consequences of subsequent
socioeconomic conditions.

In summary, as a recent review suggests,
‘work on the effect of early life environment
on health in adulthood promises fresh insights
into the shaping of adult health and disease,
because it may be that later life events do not
tell the whole aetiological story. However, it is
necessary to take account of intervening factors,
since the early life-adult disease relationship
could be partly attributable to the later socio-

economic circumstances with which birth weight
is associated. Longitudinal data...provide evi-
dence that a link between birth weight and socio-
economic circumstances exists in childhood and
through to age 33. In other words, low birth
weight may be acting as a marker of a particu-
larly disadvantaged life trajectory’ (Power et al.
1996: 201).

First results from one of these birth cohort
studies indicate that subjective health at age 33
is best predicted by a combination of social
‘heritage’ factors (parent’s socioeconomic status,
low birth weight, height), offspring’s own socio-
economic position, the amount of her chroni-
cally stressful experience at work, and off-
spring’s health-adverse behavior, in particular
cigarette smoking (Power 1997, personal com-
munication). As postulated by the pathways
model, the emergent trend is one of differential
accumulation of risk factors occurring at differ-
ent stages according to social position at birth.
These preliminary results illustrate the potential
explanatory power of a life course (‘pathways’)
approach towards studying social causes of
health and illness.

PoLricy IMPLICATIONS AND FUTURE
DEVELOPMENTS

The demonstration of an inverse social gradient
of morbidity and mortality within and between
populations in a large number of advanced
societies must be considered one of the most
consistent and most important findings of mod-
ern social epidemiology and medical sociology.
The policy implications of these results are far-
reaching, especially so since the contribution of
health-care factors to an explanation of the
social gradient is rather modest (Marmot 1994).
Other explanations pointing to social selection or
genetic risk were also shown to be of minor rele-
vance. However, health-damaging behaviors and
unfavorable exposure-resource conditions play a
crucial role in explaining the social gradient of
chronic disease, at least in middle adulthood
(Bobak and Marmot 1996; Marmot 1994). This
also holds true for the psychosocial exposure—
resource approach in general, and the models of
chronically stressful experience at work in parti-
cular (Lynch et al. 1997; Marmot et al. 1997).
Based on the most recent findings from the
Whitehall II study, Michael Marmot and col-
leagues conclude that much of the inverse social
gradient in coronary heart disease reports can be
attributed to unfavourable psychosocial working
conditions (Marmot et al. 1997).
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Provided this line of explanation is further
substantiated, its policy implications point to
the relevance of structural primary prevention
in three distinct social environments: the
family, the school, and the work place.
Whereas the first two social environments
need to be addressed by structural measures
in order to improve health-promoting beha-
viors and underlying psychosocial skills and
competences in children and adolescents, the
work place environment offers options to
reduce the pathogenic effects of chronically
stressful experience at work and to enhance
its salutogenic potentials in adults.

First, results from psychosocial intervention
studies in family and school settings are prom-
ising, as they underline some favorable long-
term effects of these measures (for an instruc-
tive review, see Hertzman and Wiens 1996).
This also holds true for work-site intervention
studies in adult populations based on the mod-
els discussed. For instance, favorable effects of
enlarged decision latitude and improved sup-
port on sickness absence, subjective health,
and reduction in atherogenic lipids were
found (Karasek 1992; Orth-Gomer et al. 1994;
Theorell and Karasek 1996). Furthermore, rein-
forced social skills and improved esteem con-
tributed to well-being by reducing a critical
level of work-related overcommitment (Aust et
al. 1997).

In conclusion, policy implications of ad-
vanced, theory-based sociological knowledge
on social causes of illness are considerable, and
it is hoped that these findings receive more atten-
tion in future political debates, especially so as
the direct and indirect health costs of chronic
stress at work were recently shown to be sub-
stantial (Levi and Lunde-Jensen 1996).

Despite these preliminary successes, much
remains to be done to further improve the scien-
tific quality of sociological research in this area.
Future developments most probably include the
development of more sophisticated measures of
existing concepts in the field of psychosocial
exposure-resource models, the exploration of
biological pathways mediating chronically
stressful experience to bodily dysfunction and
disease, and the exploration of beneficial effects
obtained from theory-based interventions.
Moreover, existing concepts need to be inte-
grated into a life course perspective that is better
suited to deal with dynamic processes of social
heritage, cumulative exposure to stressful social
circumstances, and lack of, or weakening of,
available coping resources in triggering illness
susceptibility.

Finally, the question arises whether this
research has the potential of advancing our
knowledge beyond the boundaries of middle-

range theories on social life, and thus to contri-
bute to the development of general sociological
theory. It became clear from the content of this
chapter that emotions play a powerful role in
maintaining health and in triggering disease,
and that the intensity of individual emotional
experience, both positive and negative, is criti-
cally enhanced by exposure to, and coping with,
particular social contexts. Knowledge on the
intrinsic effects of socio-emotional experience
on human health and well-being to some extent
may challenge, or at least enrich, cognitively
biased sociological theories.

One possible line of further theory develop-
ment in this perspective concerns a broader
conceptualization of the health effects gener-
ated by control and reward experiences in
core social roles. As argued elsewhere
(Siegrist 1998), a balance between the demands
and rewards of the social opportunity structure
on the one hand, and an individual’s need for
successful self-regulation in terms of social role
functioning on the other, is needed to promote
well-being and health. Socially approved
experience of successful self-regulation includes
self-esteem, self-efficacy, and self-integration
(i.e., a sense of belonging to a significant inter-
personal or spiritual community). Threats to
this fragile balance of sociostructural contexts
of demands and rewards, of everyday social
role functioning, and of emotional benefits
obtained from successful self-regulation are
particularly stressful if core expectations of
reciprocity in social exchange are violated.
This may be due to the fact that our evolu-
tionary brain structures are ‘imprinted’ by a
basic grammar of social exchange, the gram-
mar of reciprocity and fairness (Cosmides and
Tooby 1992). Under these conditions, resource
management becomes difficult, and profound
experiences of injustice, unfairness, and relative
social deprivation are expected to trigger ill-
ness susceptibility. Such an analytical perspec-
tive might to some extent bridge the gap
between macrosociological information, for
example, on the adverse health effects of
income inequality, or of disruption and loss
of intimate social ties, and social-psychological
information on the adverse health effects of an
individual’s impaired self-regulation.
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Socioeconomic Inequalities in Health:
Integrating Individual-, Community-, and
Societal-Level Theory and Research

STEPHANIE A. ROBERT AND JAMES S. HOUSE

INTRODUCTION

Socioeconomic inequalities in health have been
observed persistently over the course of human
history. These differences are manifest across
individuals, communities, and societies, and
recent analyses suggest that for the most part
they have increased over the past century, and
even in the past few decades (Marmot et al.
1987; Pappas et al. 1993; Preston and Haines
1991). The nature and size of these inequalities
make them arguably the major problem of popu-
lation and public health in America and many
other societies for reasons that will become
clearer below. Hence, socioeconomic inequalities
in health have increasingly become a focus of
health policy (Department of Health and
Human Services 1990) as well as health research.

We still do not well and consensually under-
stand, however, why socioeconomic inequalities
in health exist and persist, nor what policies are
most likely and necessary to reduce these
inequalities. In seeking such understanding,
research has increasingly focused on socioeco-
nomic differentials in health at the level of com-
munities and societies as well as at the level of
individuals. Yet, there has been little integration
of our substantial knowledge of the relationship
between individual-level socioeconomic position
and health with our growing understanding of
the relationship between community-level socio-

economic position and health. Thus, this chapter
seeks to focus on: (1) what we have learned from
studies of socioeconomic inequalities in health at
the levels of individuals, communities, and socie-
ties, (2) whether and how the information from
such multiple levels of analysis helps us to
understand better the nature and explanations
for socioeconomic inequalities in health at all
levels, and (3) how social and health policy
might address socioeconomic inequalities in
health.

A comprehensive review of the literature on
individual- and family-level socioeconomic
inequalities in health is beyond the scope of
this or any single chapter or paper of moderate
length. There are, however, sources that have
reviewed much of the literature, and we will
refer readers to these while highlighting only
the major theories, findings, and issues relevant
to our discussion. We will first summarize major
findings of individual- and family-level research
on socioeconomic differentials in health, so that
our later discussion of community-level research
will indicate: (1) how findings from research on
individual- and family-level socioeconomic posi-
tion might inform research and theory at the
level of communities or societies on socioeco-
nomic differentials in health, and (2) how multi-
level research on socioeconomic differentials in
health may answer some of the questions that
have previously been left unanswered in indi-
vidual- and family-level research.
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THE RELATION OF INDIVIDUAL- AND
FaMILY-LEVEL SocloecoNoMIC PosITiON
TO HEALTH: MAJOR FINDINGS AND ISSUES

A large body of research, well-reviewed else-
where (Adler et al. 1994; Antonovsky 1967;
Feinstein 1993; Kaplan and Keil 1993; Krieger
and Fee 1994; Marmot et al. 1987; Townsend
and Davidson 1982; Williams 1990; Williams
and Collins 1995), has documented the higher
rates and risk of mortality and morbidity from
most causes, as well as of functional limitations,
among persons who have lower socioeconomic
position — people with lower levels of education,
income, occupation, material possessions and/or
wealth, or people who are part of marriages or
households with such characteristics. There
remains a number of issues and factors that
may qualify this generalization and which
deserve to receive increasing attention in
research.

Variations Across Measures of
Socioeconomic Position

A good deal has been written on how to measure
socioeconomic position, which are the best indi-
cators of socioeconomic position, and whether
some indicators are more predictive of health
in different populations (e.g., Berkman and
Macintyre 1997; Krieger et al. 1997; Liberatos
et al. 1988). To a considerable degree these ques-
tions remain unanswered, and perhaps un-
answerable in a generic sense. There is often
considerable variation in the extent to which dif-
ferent indicators of socioeconomic position can
be measured in different populations and in the
precision and reliability of such measures.
European research makes heavy use of occupa-
tional indicators, while research in the United
States relies more heavily on income and educa-
tion, the last being the most widely used indica-
tor in underdeveloped nations. Wealth or
permanent income is now being used more in
health research in the United States and
Canada (e.g., Kington and Smith 1997; Robert
and House 1996; Schoenbaum and Waidmann
1997; Wolfson et al. 1993). Material circum-
stances (such as car ownership or housing
tenure) have been additional indicators used pri-
marily in British research (e.g., Arber and Ginn
1993; Marmot et al. 1987).

We support the position of Krieger et al.
(1997) that composite indices of socioeconomic
position are generally to be avoided in favor of
using a variety of separate indicators. Education
and income, if measured reasonably well, have

the virtues of being applicable to all individuals
and being relatively continuous in nature, and
the same is true of wealth and material pos-
sessions, although these are more difficult to
measure well. Occupation, in contrast, works
well for employed populations, but becomes
increasingly difficult or even inappropriate to
apply to those not or never in the labor force.
Researchers should try to use multiple measures
of socioeconomic position, as there is evidence
that:

1 Different measures have both common and
independent pathways linking them to health
(e.g., education affects health both through
and independent of its impact on income
(Reynolds and Ross 1998));

2 Some measures of socioeconomic position
may be particularly salient for specific popu-
lations or subgroups (e.g., wealth may
increasingly rival or surpass income as a
measure of the socioeconomic position of
the elderly (Robert and House 1996));

3 Different socioeconomic factors may affect
different health outcomes in different degrees
and ways (e.g., education may be more
important for health outcomes and risk fac-
tors such as cardiovascular disease or smok-
ing that have their origins earlier in life
(Blane et al. 1997, Davey Smith et al.
19984a)).

Temporality and Causality

In addition, care needs to be given in several
ways to conceptualizing and measuring what
role time plays in measuring socioeconomic posi-
tion and its relationship to health. First, rather
than measuring socioeconomic position at one
point in time and assessing its relationship to
health and mortality, we need to understand
how stability and change in socioeconomic posi-
tion relate to health and mortality (Lynch et al.
1997b). For example, McDonough et al. (1997),
using a longitudinal panel study of adults ages
45 and older in the United States, found that
persistent low income was a particularly strong
determinant of mortality, but that income
instability was also an important predictor of
mortality among middle-income adults.

Second, research needs to clarify the complex
relationships among childhood socioeconomic
position, childhood health, adult socioeconomic
position, and adult health. Do socioeconomic
conditions of childhood have a profound effect
on health in adulthood, or are socioeconomic
conditions in adulthood the primary determi-
nants of health in adulthood? Measuring the
association between adult socioeconomic posi-
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tion and health ignores the potential role of
childhood socioeconomic position on both
adult socioeconomic position and health, and
may thereby overstate the role of adult socio-
economic position and/or understate the role
of childhood socioeconomic position. Recent
research from Power and colleagues (Power
and Matthews 1997; Power et al. 1996, 1998)
suggests that occupational class differences in
health at age 33 in Great Britain result from
the accumulation of conditions and experiences
throughout both childhood and early adult-
hood. Other studies generally conclude that
childhood socioeconomic conditions are related
to adult health and mortality both through and
independent of adult socioeconomic conditions.
However, childhood socioeconomic conditions
are not fully, or even primarily, responsible for
the robust association between adult socioeco-
nomic position and health (Blane et al. 1996;
Brunner et al. 1996; Elo and Preston 1992;
Kaplan and Salonen 1990; Kuh and Ben-
Shlomo 1997; Lynch et al. 1994, 1997a; Peck
1994; Reynolds and Ross 1998). Again, child-
hood socioeconomic position appears to be
more consequential for health outcomes and
risk factors with long-term etiologies, whereas
adult socioeconomic position may be more con-
sequential for other health outcomes and risk
factors (Davey Smith et al. 1997, 1998b).
Further research measuring socioeconomic
inequalities in health at different points in the
life course can help us understand the pathways
linking socioeconomic position to health. It can
also help us better understand at what point in
the life course different types of interventions
might be most beneficial (Bartley et al. 1997;
Kuh and Ben-Shlomo 1997).

Third, and related to the prior discussion, we
need to better understand the causal relationship
between socioeconomic position and health.
Some suggest that it is the effects of poor health
on restricting or reducing socioeconomic posi-
tion that drives the overall socioeconomic
inequalities in health. Such claims rely primarily
on research in economics showing that extreme
levels of ill health constrain the ability of indivi-
duals or whole populations to engage in produc-
tive work roles (Fogel 1991; Fuchs 1983; Shaar
et al. 1994; Smith and Kington 1997). In con-
trast, most sociologists and social epidemiolo-
gists, though recognizing that health must play
some role in affecting socioeconomic position,
view the causal direction as running primarily
from socioeconomic position to health. Such
conclusions are usually based on research that
(a) shows a prospective effect of socioeconomic
position on health and mortality while adjusting
for health at baseline (e.g., House et al. 1994;
Marmot et al. 1997; Mirowsky and Hu 1996),

(b) probes in various ways the ability of selection
effects to explain the association between socio-
economic position and health and finds that
selection effects of health on socioeconomic
position cannot be the major explanation
(Blane et al. 1993; Fox et al. 1985; Lichtenstein
et al. 1993; Lynch et al. 1997b; Power et al. 1996;
Wolfson et al. 1993), and (c) indicates that
actual patterns of downward and upward mo-
bility work to constrain rather than cause overall
patterns of socioeconomic inequalities in health
(Bartley and Plewis 1997). Research is still
needed to estimate more precisely the relative
effects of socioeconomic position on health and
vice versa.

Gradient Effects?

An intriguing finding of some research on socio-
economic inequalities in health is that it is not
just those who are in the lowest socioeconomic
groups that have poorer health than those in the
higher socioeconomic groups. Rather, a rela-
tionship between socioeconomic position and
health has been observed across the socioeco-
nomic hierarchy, with even those in relatively
high socioeconomic groups having better health
than those just below them in the socioeconomic
hierarchy (Adler et al. 1994; Marmot et al.
1991). Perhaps the most important implication
of this finding is that it is not just the material,
psychological, and social conditions associated
with severe deprivation or poverty (such as
lack of access to safe housing, healthy food,
and adequate medical care) that explain socio-
economic inequalities in health among those
already at relatively high levels of socioeconomic
position.

Despite evidence for gradient effects of socio-
economic position on health, it is also important
to note that many studies indicate that the rela-
tionship of socioeconomic position to health is
monotonic but not a linear gradient, particularly
when socioeconomic position is indexed by a
measure of income. Although increasingly
higher levels of socioeconomic position may be
associated with increasingly higher levels of
health, there are also substantially diminishing
returns of higher socioeconomic position on
health. For example, studies have found dimin-
ishing and even nonexistent relationships
between income and mortality (Backlund et al.
1996; Chapman and Hariharan 1996;
McDonough et al. 1997, Wolfson et al. 1993)
and morbidity (House et al. 1990, 1994,
Mirowsky and Hu 1996) at higher levels of
income (e.g., above the median). This trend par-
tially reflects a health ‘ceiling effect’ caused by
the fact that people in the upper socioeconomic
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strata maintain overall good health until quite
late in life, leaving little opportunity for
improvements in health among these groups
throughout much of adulthood (House et al.
1994). Thus, it is most important to understand
what accounts for socioeconomic inequalities in
health across the broad lower range (e.g., the
lower 40-60 per cent) of socioeconomic position,
rather than focusing mainly or only on factors
that might explain this relationship across the
gradient or at higher levels.

Race Differences

In the United States, race and socioeconomic
position are intertwined in complex ways, mak-
ing it crucial that research on race differentials in
health consider the role of socioeconomic posi-
tion, and that research on socioeconomic
inequalities in health consider the role of race.
Regarding the former, a sizable and growing
number of studies find that much, but not all,
of race differences in health in the United States
are explained by socioeconomic factors (Clark
and Maddox 1992; Kington and Smith 1997,
Krieger and Fee 1994; Krieger et al. 1993;
Lillie-Blanton and LaVeist 1996; Mendes de
Leon et al. 1997; Mutchler and Burr 1991;
Rogers et al. 1996; Schoenbaum and
Waidmann 1997; Williams and Collins 1995).
However, these studies on race differences in
health have not included a full range of socio-
economic measures — most notably excluding
community-level  socioeconomic  measures.
Many have argued that simply controlling for
individual- and family-level socioeconomic posi-
tion when looking at race differences in health
overlooks the significant race differences in the
types of neighborhoods that whites and non-
whites live in, even at similar levels of individual-
and family-level socioeconomic  position
(Anderson and Armstead 1995; Lillie-Blanton
and LaVeist 1996). For example, in metropoli-
tan areas in 1990, only 6.3 per cent of poor white
people lived in high poverty areas, compared
with 33.5 per cent and 22.1 per cent of poor
black and poor Hispanic people, respectively
(Jargowsky 1997). Thus, the socioeconomic
characteristics of the community may further
explain observed race differences in health, a
point we return to in discussing community-
level socioeconomic effects on health.

Often research focusing on socioeconomic
inequalities in health does not investigate
whether this relationship differs by race, and
what little research there is has found inconsis-
tent results. Krieger et al. (1993) summarize
work showing that education does not have the
same economic return (e.g., actual salary, non-

wage benefits, or occupational status) for blacks
as it does for whites, raising the question of
whether there might also be differential socio-
economic returns to health by race. Some
research does find that education has less of an
effect on measures of self-rated health (Mutchler
and Burr 1991; Reynolds and Ross 1998), cor-
onary heart disease (Diez-Roux et al. 1995), and
infant mortality (Din-Dzietham and Hertz-
Picciotto 1998; Schoendorf et al. 1992) among
blacks compared with whites, whereas other
research finds virtually no race differences in
the effects of income (Diez-Roux et al. 1995;
Hahn et al. 1996; McDonough et al. 1997,
Mutchler and Burr 1991) and occupation
(Gregorio et al. 1997) on health and mortality.
Gillum et al. (1998) found that both education
and income predict coronary heart disease inci-
dence in white men, white women, and black
men, but neither predict coronary heart disease
incidence in black women.

In sum, race and socioeconomic position are
inextricably related to each other and to health,
and hence one cannot be considered without the
other. Socioeconomic position is a major expla-
nation of race differences, but not the full one.
Other experiences associated with race in our
society, such as discrimination (Hummer 1996;
Krieger and Sidney 1996; Krieger et al. 1993;
Williams 1997; Williams and Collins 1995) and
residential segregation (Jargowsky 1997; Massey
and Denton 1993), may also account for some
race effects on health. Finally, the relation of
different indicators of socioeconomic position
to health may vary across racial/ethnic popula-
tions due to the differential importance or sen-
sitivity of different socioeconomic measures
across these populations.

Gender Differences

Despite the fact that women are more likely than
men to have lower socioeconomic position and
higher morbidity, socioeconomic inequalities in
health have often been found to be stronger in
men than in women. This finding has resulted in
much debate about whether standard measures
of socioeconomic position are equally appropri-
ate for men and women, particularly whether
married women should be classified according
to their own socioeconomic position, that of
their husbands, or both. Although some
research finds that measuring socioeconomic
position at the individual or at the family level
makes little difference in patterns of socioeco-
nomic inequalities in health for women (Arber
and Ginn 1993), other research suggests that
measuring socioeconomic position at both the
individual and family level may be important
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to understanding the full association between
socioeconomic position and health — for both
women and men (Krieger et al. 1993; Pugh and
Moser 1990). For example, Krieger et al. (1993)
suggest that individual-level socioeconomic posi-
tion may be most directly related to working
conditions, whereas family-level socioeconomic
position may be most directly related to one’s
overall standard of living. Community-level
socioeconomic conditions might be considered
additional measures of a family’s overall stan-
dard of living, and one that may be particularly
salient for women who do not work and who
spend a substantial amount of time in their com-
munity environment.

Other research suggests that the issue of gen-
der differences in the relationship between
socioeconomic position and health goes beyond
determining how to classify the socioeconomic
position of married women and homemakers.
Gender differences in labor force participation
and in the structure and quality of occupations
themselves may play a role in explaining gender
differences in the relationship between socio-
economic position and health (Arber 1991;
Arber and Lahelma 1993; Stronks et al.
1995). For example, Arber and Lahelma
(1993) compared Finland and Britain and
found that socioeconomic inequalities in health
are strong for both women and men in Finland,
but only for men in Britain. However, house-
wives in Britain were found to have particularly
poor health. The researchers suggest that in
countries with a high degree of female labor
force participation, socioeconomic position
may be strongly related to health for both
men and women, whereas in countries with
less female labor force participation, women’s
family roles and housing characteristics may
play more of a role than socioeconomic posi-
tion in affecting women’s health. Other
research in The Netherlands suggests that the
more pronounced relationship between socio-
economic position and health in men compared
with women may partially reflect the poor
working conditions of men with low socioeco-
nomic position (Stronks et al. 1995).

In sum, research generally demonstrates a
stronger relationship between socioeconomic
position and health for men compared with
women, which challenges us to consider: (1)
whether community-level socioeconomic condi-
tions may play an additional role in affecting
health, particularly for women who do not
work; (2) how gender differences in labor
force participation and in family roles both
directly affect and interact with socioeconomic
position to ultimately affect health; (3) what
role gender differences in working conditions
may play in explaining gender differences in

the relationship between socioeconomic posi-
tion and health.

Age Differences

Despite the strong overall relationship between
socioeconomic position and health, this relation-
ship varies by age. Socioeconomic differences in
prenatal, neonatal, and infant health and mor-
tality are large (Aber et al. 1997; Singh and Yu
1996), but there are strikingly diminished socio-
economic differences by adolescence (Ford et al.
1994; West 1997; West et al. 1990). With few
exceptions (Ross and Wu 1996), research sug-
gests that socioeconomic inequalities in adult
health and mortality are generally small in
early adulthood, increasingly larger through
middle and early old age, and then smaller
again in later old age (Elo and Preston 1996;
Haan et al. 1987, House et al. 1990, 1994,
Kaplan et al. 1987, Kitagawa and Hauser
1973; McDonough et al. 1997; Sorlie et al.
1995; Wilkins et al. 1989). This age variation in
the relationship between socioeconomic position
and health challenges researchers to discover
why such age variation exists. Robert and
House (1994) have described some of the poten-
tial explanations for this diminished relationship
between socioeconomic position and health at
older ages. (1) Health and social policies tar-
geted to older people (such as Medicare and
social security benefits) might help equalize
access to care and resources at older ages. (2)
Only the hardiest and healthiest people with
low socioeconomic position may survive infancy
and into older ages, making their health increas-
ingly similar with age to that of people with
higher socioeconomic position. (3) There may
be age variation in how socioeconomic position
affects exposure to and impact on mediating
psychosocial, behavioral, and environmental
factors that are known to help explain socioeco-
nomic inequalities in health. (4) Standard mea-
sures of socioeconomic position may be less
applicable to older adults, thereby showing a
diminished relationship between socioeconomic
position and health at older ages that reflects
poor measurement rather than a true relation-
ship. (5) The biological robustness of late ado-
lescence/early adulthood and the frailty of later
old age may somewhat limit the ability of socio-
economic position to affect health at these ages.
To date, there is some evidence for each of these
explanations, although we are still far from
understanding the relative importance of these
and other explanations. Yet, if we can better
understand why age variations in the relation-
ship between socioeconomic position and health
exist, we will certainly be much closer to having
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a more comprehensive understanding of the
overall relationship between socioeconomic
position and health.

EXPLANATIONS FOR SOCIOECONOMIC
INEQUALITIES IN HEALTH

The Central Mediating Role of
Psychosocial Risk Factors

As other reviews have pointed out (Feinstein
1993; Krieger et al. 1993), the literature has
been more successful at documenting the exis-
tence and patterns of socioeconomic inequalities
in health than in explaining why these inequal-
ities persist. Recent work, however, suggests an
emerging consensus. Research indicates that
people in lower socioeconomic strata tend to
be disadvantaged in a broad array of biomedi-
cal, environmental, behavioral, and psychosocial
risk factors for health, which mediates the rela-
tionship between socioeconomic position and
health (see Chapter 1.9 in this volume for more
extensive discussion of mechanisms by which
this occurs). Central among these are health
behaviors (Berkman and Breslow 1983), chronic
and acute stress in life and work (Karasek and
Theorell 1990; Theorell 1982), hostility and
depression (Scheier and Bridges 1995), lack of
social relationships and supports (House et al.
1988), and lack of control, efficacy, or mastery
(Rodin 1986). While any single or small subset
of these risk factors (e.g., medical care, health
behaviors such as smoking, drinking, eating,
and exercise, or biomedical risk factors such as
blood pressure and cholesterol) can account for
only a small fraction (10-20 per cent) of the
association between socioeconomic position
and health (e.g., Feldman et al. 1989; Lantz et
al. 1998; Marmot et al. 1984), a broad array (12—
25 or so) of such risk factors can explain 50-100
per cent of the relationship between socioeco-
nomic position and various measures of health,
functional status, and mortality (House et al.
1992, 1994; Lundberg 1991; Lynch et al. 1996;
Marmot et al. 1991, 1997; Power et al. 1998;
Ross and Wu 1995). For example, Lynch et al.
(1996) found that an array of 23 biological,
behavioral, psychological, and social risk factors
accounted for much of the income differentials
in mortality. For men in the lowest income
quantile, adjusting for the set of risk factors
reduced the excess relative risk of all-cause mor-
tality by 85 per cent, the risk of cardiovascular
mortality by 118 per cent, and the risk of acute
myocardial infarction by 45 per cent. Although
no study has been able to include a full range of

environmental, psychosocial, and behavioral
factors, it is likely that including a full range of
these factors might consistently account for the
relationship between socioeconomic position
and health at one point in time. However, deter-
mining which factors mediate the relationship
between socioeconomic position and health at
one point in time is just that —a snapshot of
current relationships. Since the mechanisms
linking socioeconomic position to health may
evolve and change over time (House et al.
1990; Link and Phelan 1995; Williams 1990),
research must continue examining which factors
become more or less crucial in perpetuating the
relationship between socioeconomic position
and health.

In addition, some studies suggest that it is not
only differential exposure to these mediating fac-
tors that lead to poorer health among people
with lower socioeconomic position, but that dif-
ferential vulnerability to those exposures may
also help explain social inequalities in health
(Krieger et al. 1993). The strongest evidence
for this comes from studies of racial, gender,
and socioeconomic differences in mental health,
with more suggestive evidence for physical
health (House et al. 1992; McLeod and Kessler
1990).

Research on the gradient relationship between
socioeconomic position and health suggests that
we pay less attention to mediating factors as-
sociated with extreme material deprivation,
such as unsanitary or inadequate material living
conditions, and focus primarily on the psycho-
social factors that may be more directly related
to relative deprivation across the entire socio-
economic scale (Adler et al. 1994). However, a
recent analysis by Cohen et al. (forthcoming)
found that psychosocial factors were of equal
or even greater importance in explaining socio-
economic inequalities in self-rated health among
people in the lowest socioeconomic categories,
rather than being more important among people
in the higher socioeconomic categories. There is
also speculation that gradient effects of socio-
economic position on health are seen because
there may be something about simply being
lower in any hierarchy that may be detrimental
to health (Adler et al. 1994). Despite a number
of suggestive findings from animal studies about
physical reactions to social ordering or hierarch-
ical status (Sapolsky 1992), studies on the poten-
tial direct effects of socioeconomic inequality or
relative deprivation on health among humans
are essentially nonexistent at this time.

Moreover, excessive focus on the mediating
environmental, psychosocial, and behavioral
pathways that help to ‘explain’ socioeconomic
inequalities in health can lead to ignoring or
downplaying the role of socioeconomic position
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as a fundamental cause of health (House et al.
1990, 1994; Link and Phelan 1995; Williams
1990). Focusing on the mediating factors may
lead policy makers to conclude that these factors
are the more important causes of ill health that
should be targeted in efforts to improve health.
In contrast, by recognizing the primary impor-
tance of socioeconomic position in affecting a
broad range of health outcomes through mul-
tiple pathways, attention may be focused on
more broad-based interventions, such as altering
social and economic policies, which may more
effectively improve health. This argument is par-
ticularly compelling in view of the fact that
although the factors mediating the relationship
between socioeconomic position and health have
changed over time, the association between them
has persisted (House et al. 1990; Link and
Phelan 1995; Williams 1990).

Importance of Medical Care

Most research suggests that access to medical
care plays a relatively minor role in explaining
socioeconomic inequalities in health. Such con-
clusions have been made for three primary rea-
sons. First, cross-national research indicates that
socioeconomic inequalities in health have per-
sisted or increased even in countries that have
initiated national health programs that some-
what equalize access to health care (Adler et al.
1993; Roos and Mustard 1997; Townsend and
Davidson 1982; Wilkins et al. 1989). Second,
socioeconomic differences are seen both in dis-
eases that are amenable to medical treatment
and in diseases that are not amenable to medical
treatment (Adler et al. 1993), with deaths from
diseases amenable to treatment representing
only a fraction of all deaths in any case
(Marmot et al. 1987; Poikolainen and Eskola
1986). Third, some studies have controlled for
factors related to health care (such as health
insurance, number of visits to doctors) and
found that these factors do not account for
much of the association between socioeconomic
position and health (Marmot et al. 1987; Ross
and Wu 1995; Williams 1990).

However, we should not be too quick to dis-
miss the role of access to and quality of medical
care. First, even countries that are supposed to
have more equal access to health care have
found that differential access to and quality of
care still exist (Katz and Hofer 1994). Also, large
socioeconomic position and race differences in
health, mortality, and health care exist even
among participants in the Medicare program
in the United States (Gornick et al. 1996).
Second, studies that investigate the role of med-
iating factors in explaining the association

between socioeconomic position and health
have had inadequate controls for the many
aspects of access to medical care (e.g., adequate
transportation, prescription coverage) and qual-
ity of medical care (e.g., continuity of care,
access to preventive care) that may be dis-
tributed unevenly by socioeconomic position
(Feinstein 1993). The downplaying of the role
of medical care is consistent with findings that
medical care plays only a minor role in the over-
all health of populations in more developed
countries (Bunker et al. 1994; McKeown 1976),
but a more careful look needs to be taken at
whether particular aspects of medical care may
still explain some of the impact of socioeco-
nomic position on health.

Summary

In sum, although it was once hoped and believed
that socioeconomic differentials in health would
wither away with increasing economic develop-
ment and improvements in the technology, prac-
tice, and availability of medical care, several
decades of research in the most developed coun-
tries (and increasingly in the developing coun-
tries as well) indicate that this has not come to
pass in the United States and most other devel-
oping countries. This has led to a veritable
explosion of research (Kaplan and Lynch
1997), largely at the level of individuals and
families, which has not only documented the
persistence, pervasiveness, and even perhaps
increase of socioeconomic inequalities in health,
but has also substantially advanced our under-
standing of the processes producing them.

We now know that these inequalities exist
across a wide range of dimensions of socioeco-
nomic position, though we still need to under-
stand better how these interrelate in affecting
health. We have substantial evidence that tem-
poral and causal priority flows from socioeco-
nomic position to health in a process that may
cumulate over the life course, but which is driven
most strongly by the current and recent socio-
economic positions of individuals in families,
though again more research is needed in this
area. We know that the relationship between
income, and probably many or most other socio-
economic dimensions, and health is monotonic
but nonlinear (following a path of diminishing
impact, especially at levels above the mean or
median), though again further research is needed
to refine our understanding, and we know that
the effects of socioeconomic position on health
may vary by race, age, and gender in ways not
yet well understood. There is a great need
for more research on how socioeconomic
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inequalities combine with inequalities by race,
gender, and age in affecting health.

We have evidence that the impact of socio-
economic position on health is mediated by
our exposure to a very broad range of psycho-
social and behavioral, as well as physical-chemi-
cal-biological risk factors to health. However,
we also increasingly understand that these fac-
tors can never fully explain or eliminate socio-
economic differences in health because, as new
risk factors emerge, exposure to them ultimately
comes to be differentiated by socioeconomic
position. In this regard, the role of medical
care, especially in the forms of both prevention
and advanced treatment, needs to be reexam-
ined, even as we know that medical care is at
best a minor part of the explanation of existing
socioeconomic inequalities in health. Finally, the
role of socioeconomic position as a fundamental
cause of health suggests a need to look not only
at how these socioeconomic effects may be
understood or explained on the individual and
family levels or more microscopic ones (e.g., psy-
chophysiology), but also how broader commu-
nity, state, and national contexts may affect and
interact with individual- and family-level socio-
economic position in affecting individual and
population health.

THE HEALTH IMPACT OF COMMUNITY- AND
SOCIETAL-LEVEL SOCIOECONOMIC
CONDITIONS

An emerging focus of the study of socioeco-
nomic inequalities in health is the potential
health impact of the socioeconomic characteris-
tics of communities and other large social aggre-
gates (e.g., states, regions, and countries). Two
types of studies involving community socioeco-
nomic conditions offer new perspectives and
information about socioeconomic inequalities
in health. One investigates the health impact of
the socioeconomic /eve/ of communities, whereas
the other investigates the health impact of socio-
economic inequality within and between commu-
nities, counties, states, and countries. These new
lines of research, however, must both inform
and be informed by research on individual-
and family-level socioeconomic position.

Socioeconomic Level of Communities

Research consistently shows that communities
with lower average levels of income, education,
etc., have higher rates of morbidity and mortal-
ity than communities with higher socioeconomic
levels (Crombie et al. 1989; Guest et al. 1998).

However, because these findings derive from
ecological data, it is unclear to what extent com-
munities with worse socioeconomic conditions
have worse overall health. This is because (1)
people with lower socioeconomic position in
those communities have poor health, or (2) liv-
ing in communities with worse socioeconomic
conditions is detrimental to the health of all resi-
dents, in addition to (or interacting with) their
individual- or family-level socioeconomic posi-
tion. That is, is the aggregate relation at the
community level simply reflecting the relation-
ship at the individual or family level discussed
above, or is there an effect of community socio-
economic level on individual health that is over
and above the effect of individual- or family-
level socioeconomic position? Few studies have
actually tested this question, primarily because
most existing data sets do not contain adequate
information about the socioeconomic character-
istics of respondents, their families, and their
communities, as well individual health informa-
tion.

With few exceptions (Ecob 1996; Reijneveld
1998; Sloggett and Joshi 1994), extant studies
do find that community socioeconomic condi-
tions are associated with various measures of
health status (Diez-Roux et al. 1997; Hochstim
et al. 1968; Jones and Duncan 1995; Kaplan et
al. forthcoming; Krieger 1992; Morgan and
Chinn 1983; O’Campo et al. 1997; Reijneveld
1998; Robert 1998; Sloggett and Joshi 1998)
and mortality (Anderson et al. 1997; Davey
Smith et al. 1998c, 1997, Haan et al. 1987,
LeClere et al. 1997, 1998; Waitzman and Smith
1998a), over and above the impact of individual-
and family-level socioeconomic position.

For example, early work by Haan et al. (1987)
showed that, in a population of adults age 35
and older living in Oakland, California, in
1965, the effects of residence in a poverty area
on 9-year mortality persisted after controlling
separately for individual-level measures of socio-
economic position, age, sex, and race, and even
after adjusting for mediating behavioral factors.
A more recent study by Waitzman and Smith
(1998) found that residence in a poverty area
predicted mortality among individuals aged
25-54 years across thirty-three metropolitan
areas, after adjusting for age, race, sex, marital
status, household income, formal education,
poverty status, baseline health, and multiple
behavioral and biological risk factors.
Similarly, focusing on health status rather than
mortality in a national sample of adults in the
United States in 1986, Robert (1998) found that
the percentage of families earning $30000 or
more and the percentage of adult unemployment
in respondents’ census tracts each had an inde-
pendent association with the number of chronic
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conditions, over and above the effects of respon-
dents’ individual- and family-level education,
income, and assets, and their age, race, and sex.
Similarly, the percentage of households receiving
public assistance had independent associations
with self-rated health, after controlling for the
same individual- and family-level variables.

Although such multilevel studies indicate an
independent role of community socioeconomic
conditions in predicting health and mortality,
most of the community-level effects have been
relatively small in size, tempering any grand con-
clusions that can be made about the importance
of community-level socioeconomic effects. For
example, Robert (1998) found that not all mea-
sures of community socioeconomic conditions
were associated with all measures of health,
after controlling for individual- and family-
level socioeconomic position and demographic
variables. In addition, all the observed commu-
nity socioeconomic effects were substantially
smaller in size than individual- and family-level
socioeconomic effects. Contextual or multilevel
analyses in other areas of research have similarly
found relatively weak independent community-
level effects (Brooks-Gunn et al. 1997; Elliott et
al. 1996; Jencks and Mayer 1990).

Many of the multilevel studies have also had
limitations that further temper conclusions
about the existence or strength of community-
level socioeconomic effects on health. For ex-
ample, some studies (Anderson et al. 1997; Haan
etal. 1987; Hochstim et al. 1968; O’Campo et al.
1997) have had few or inadequate individual-
and family-level socioeconomic controls, making
it difficult to conclude that observed community-
level socioeconomic effects were not just picking
up unmeasured individual- or family-level socio-
economic effects. Alternatively, community
socioeconomic characteristics might just be
proxies for a person’s ‘usual’ or ‘permanent’
socioeconomic position — balancing out the
short-term variability of reported income, assets,
or occupation that is inherent in a one-time
cross-sectional survey (Davey Smith et al. 1996;
Krieger et al. 1997). Some other methodological
and substantive criticisms of multilevel analyses
include (Blalock 1984; Diez-Roux 1998; Duncan
et al. 1997; Hauser 1970, 1974; Krieger et al.
1997): not considering the existence and impact
of stability and change in community character-
istics; not considering length of time respondents
lived in their communities; not fully accounting
for factors affecting selection into and out of
certain types of communities; not having mea-
sured ‘community’ in any meaningful way since
the focus is primarily on census areas rather than
more subjective community boundaries. Other
criticisms include not using appropriate statisti-
cal methods that account for the multilevel

nature of the data, and not taking into account
potential differences in measurement error at the
individual vs. aggregate level. Every existing
multilevel analysis of the effects of socioeco-
nomic position on health has been characterized
by a number of these and other problems that
could bias the effects of community variables
either upward or downward, both absolutely
and relative to individual- or household-level
effects. As a result, making generalizations
about findings in this area is still tentative.

Comparisons with and Contributions to
Studies on Individual- and Family-Level
Socioeconomic Position

Nevertheless, multilevel research on socioeco-
nomic inequalities in health has the potential
to amplify and clarify the complex pathways
through which socioeconomic position affects
health, if this multilevel research simultaneously
informs and is informed by individual- and
family-level socioeconomic research. Just as stu-
dies on individual- and family-level socioeco-
nomic position have noted gradient effects on
health, some of the community-level studies sug-
gest that not only does living in a poverty area
have an independent impact on health and mor-
tality, but there also seem to be gradient effects
of community socioeconomic conditions on
health as well, such that those living in the high-
est socioeconomic communities have better
health even than those living in communities
just below them on the socioeconomic scale
(e.g., Jones and Duncan 1995; LeClere et al.
1997; Robert 1998). It may be that the impact
of community socioeconomic conditions on
health helps to explain the moderate gradient
effects seen at higher levels of socioeconomic
position in some studies at the individual and
family level. That is, these individual-level gra-
dient effects may reflect the fact that those with
similar high income levels may nevertheless
reside in different types of communities that
vary by socioeconomic profile. If so, the gradient
association between individual- or family-level
socioeconomic position and health may weaken
or disappear once community socioeconomic
conditions are controlled for.

Research on community-level socioeconomic
effects on health may also help us better under-
stand how socioeconomic inequalities in health
vary by race, gender, and age. Regarding race, as
discussed earlier, research on race differences in
health often controls for individual- or family-
level socioeconomic position to see how much of
the race effects are explained by individual- or
family-level socioeconomic position. However,
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community socioeconomic conditions may
further explain the relationship between race
and health, since nonwhites are more likely to
live in lower socioeconomic communities than
whites of the same individual socioeconomic
position (Jargowsky 1997). In a national sample
of adults in the United States in 1986, race dif-
ferences (black vs. nonblack) in number of
chronic conditions persisted after controlling
for age, sex, income, education, and assets, but
disappeared after controlling further for com-
munity socioeconomic characteristics (Robert
1998). Similarly, Haan et al. (1987) found that
the association between race and mortality (con-
trolling for individual-level socioeconomic posi-
tion) was virtually eliminated after controlling
for residence in a poverty area in Alameda
County, California. In contrast, LeClere et al.
(1997) found that in a sample of adults in the
United States, the effect of race on mortality
(controlling for individual-level socioeconomic
position) was not entirely eliminated by adding
community median income, but was eliminated
after including community-level measure of
racial minority concentration. Although gener-
ally consistent with theories about the role of
residence in explaining racial disadvantage
(Jargowsky 1997; Massey and Denton 1993;
Wilson 1987), such ideas have gone relatively
untested, particularly as they relate to health
outcomes.

Further, the relationship between community
socioeconomic conditions and health may vary
by race. Diez-Roux et al. (1997) found that for
African—American men living in poor neighbor-
hoods in Jackson, Mississippi, in the late 1980s,
the prevalence of coronary heart disease actually
decreased as neighborhood characteristics wor-
sened. However, Collins et al. (1997) found that
both African—-American and white infants born
in Chicago were less likely to be very-low-birth-
weight infants if their parents had lived in com-
munities with a higher income level than their
own. Anderson et al. (1997), similarly found
no race differences in the association between
community-level median income and all-cause
mortality after controlling for family income in
a national sample of adults. Kaplan et al. (forth-
coming) found no race differences in the impact
of living in a poverty area on 9-year incidence of
disability in a sample of adults in Oakland,
California.

With respect to age, research has found smal-
ler or nonexistent associations between commu-
nity socioeconomic conditions and health for
people 65 years and older (Anderson et al.
1997; Haan et al. 1987, Waitzman and Smith
1998a). In contrast, Robert (1996) found that
community socioeconomic characteristics were
better predictors of adult health at middle and

older ages compared with younger ages, and that
community socioeconomic characteristics were
sometimes better predictors of health than indi-
vidual- or family-level socioeconomic measures
at these middle and older ages.

As discussed earlier, community socioeco-
nomic characteristics might be particularly sali-
ent to the lives and health of women compared
with men, particularly for women who do not
work outside the home. Diez-Roux et al
(1997) found increased odds for coronary heart
disease among white women living in more dis-
advantaged communities, even after controlling
for individual-level socioeconomic measures,
with much weaker effects for white men. In con-
trast, LeClere et al. (1997) found that commu-
nity socioeconomic indicators were better
predictors of mortality for men than for
women (after controlling for measures of indivi-
dual-level socioeconomic position). Anderson et
al. (1997) found no gender differences in the
association between community-level median
income and all-cause mortality (after controlling
for family income).

At this point, evidence for race, age, and gen-
der differences in the relation of community
socioeconomic characteristics to health is contra-
dictory, but the potentially complex interactions
between race, age, gender, individual-level socio-
economic position, community-level socioeco-
nomic characteristics, and residential
segregation need to be explored in more detail
to help us understand how they work to affect
health.

Studies on the multilevel effects of socioeco-
nomic position on health also allow us to test
for possible health effects of interactions
between individual- and community-level socio-
economic position, and thus to test theories
about double jeopardy and relative deprivation.
The double-jeopardy hypothesis suggests that
living in a lower socioeconomic community
would be particularly detrimental to individuals
with low socioeconomic position themselves.
Alternately, living in a higher socioeconomic
community could be worse for the health of
people with lower socioeconomic position
than living in a lower socioeconomic commu-
nity because people with lower socioeconomic
position would experience greater relative
deprivation in higher socioeconomic commu-
nities. Diez-Roux et al. (1997) found no inter-
actions between community-level and
individual-level socioeconomic position when
predicting coronary heart disease among white
adults. However, other results from Britain
(Jones and Duncan 1995) and the United
States (Kaplan et al. forthcoming; O’Campo
et al. 1997) also suggest that interactions
between individual- and community-level
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socioeconomic position do exist, although they
are complex and difficult to interpret.

Problems in determining explanations for the
independent association between community
socioeconomic characteristics and health are
similar to problems determining explanations
for the association between individual- and
family-level socioeconomic position and health.
Explanations for the association that are caused
by methodological limitations (such as reverse
causality or selection problems) need to be
excluded before substantive or theoretical expla-
nations for the association can be verified.
Further, the mechanisms proposed to mediate
this relationship are so varied (Macintyre et al.
1993; Robert 1998) that one study is unlikely to
be able to explore the mediating effects of all
explanations at once, necessitating a cumulative
approach to building our knowledge base in this
area, and we are only beginning to assemble and
analyze the complex, multilevel data sets needed
for such studies. Finally, even if we could fully
understand which characteristics of the physical,
social, and service environments of communities
account for the relationship between community
socioeconomic conditions and health, this would
not preclude debate about how to use this infor-
mation to improve health. As with individual-
and family-level research, the question arises as
to whether one can improve health best by
addressing the characteristics of the physical,
social, and service environments of commu-
nities, or by more directly improving the socio-
economic profiles of communities.

Socioeconomic Inequality Within and
Between Societies and Communities

Another line of research suggests that it is not
just the absolute level of income or deprivation
of communities that is associated with the health
and mortality of residents. Income inequality
within communities or societies is also assoc-
iated with health and mortality, and may even
be more important than level of income for
developed countries. Cross-national compari-
sons indicate that country-level measures of
average socioeconomic levels (e.g., per capita
income) are associated with population health
(e.g., life expectancy), although this relationship
is nonlinear (Preston 1975; Wilkinson 1996). Per
capita income is strongly and linearly associated
with health among less developed countries, but
as per capita income rises, the relationship weak-
ens and becomes almost nonexistent among
more developed countries. For example, among
OECD countries in 1990, there was virtually no

association between gross domestic product per
capita and life expectancy (Wilkinson 1996).

However, although some remain to be con-
vinced (e.g., Judge 1995), a growing body of
research over two decades indicates that
among developed countries, and to a lesser
degree developing countries as well, the degree
of income inequality within a country is strongly
and linearly associated with differences in life
expectancy between countries. This is the case
even after controlling for average level of income
within each country (Rodgers 1979; van
Doorslaer et al. 1997; Wilkinson 1992, 1996).
Simply put, among developed countries, the big-
ger the gap in income between the rich and poor,
the poorer the health of the population. In addi-
tion, comparing areas within single countries
rather than between countries, studies in
England (Ben-Shlomo et al. 1996) and the
United States (Kaplan et al. 1996; Kennedy et
al. 1996; Lynch et al. 1998) suggest that differ-
ences in income inequality across local auth-
orities in England and across states and
metropolitan areas in the United States are
strongly related to mortality rates (see Lynch
and Kaplan 1997 for an excellent review and
appraisal of this body of research and critiques
of it).

Reactions to this new line of research range
from extreme excitement to extreme caution.
The idea that income inequality in itself may
be bad for health is congruent with other argu-
ments that the large and growing income
inequality in the United States and other coun-
tries should be reversed. For those who argue
that socioeconomic position be considered a
‘fundamental cause’ of health (Link and
Phelan 1995), the idea that income inequality
at the country and community levels may be
important to health helps draw attention to
socioeconomic position as an important force
in itself at the macrolevel. Discussions about
the importance of macrolevel income inequality
also resonate with those who have been grap-
pling with the idea that there are gradient effects
on health at the more microlevel. Perhaps there
is something similar between the processes that
create gradient effects of socioeconomic position
on health at the microlevel and processes linking
income inequality to health at the macrolevel.
Finally, this research suggests some new ways
of thinking about inequality and how it might
work to affect health. In particular, Wilkinson
(1996) and others (Kawachi et al. 1997) sug-
gested that income inequality may work to affect
health through mechanisms of social cohesion
and social trust. Wilkinson (1996) points out
that those countries with the least income
inequality are the most socially cohesive coun-
tries, and suggests that it is this social cohesion
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that may affect health. The melding of two
resurgent research traditions — that on socioeco-
nomic inequalities in health with that on social
cohesion and social capital — promises intellec-
tual challenges as well as potentially useful and
novel policy implications.

Yet caution must also be used in interpreting
these new findings on the aggregate relation of
income inequality to health between countries
and between subunits (i.e., states, counties, and
wards) within countries. There are many poten-
tial explanations for this empirical finding, with
both competing and complementary implica-
tions for how to improve health. Some recent
research has explored the potential role of aggre-
gate measures of social capital, such as social
cohesion and trust, as mediators in the relation-
ship between socioeconomic inequality and
health between countries and between subunits
(i.e., states, counties, and wards) within coun-
tries (Kawachi and Kennedy 1997; Kawachi et
al. 1997, Wilkinson 1996). We will argue that
this type of argument is neither logically neces-
sary to make sense of the relationship between
socioeconomic inequality and health at the
aggregate level, nor logically or empirically con-
sistent with and related to known empirical rela-
tionships at the individual level. We will first
briefly describe some of the potentials and pit-
falls (both theoretical and methodological) of
current research investigating the role of social
cohesion or capital in explaining the relationship
between aggregate measures of socioeconomic
inequality and health. Then we will suggest an
alternative theoretical argument that might also
explain the relationship between aggregate mea-
sures of socioeconomic inequality and health by
integrating what we know at both the individual
and aggregate levels about the relationship
between income (and perhaps other dimensions
of socioeconomic position) and health.

Socioeconomic Inequality, Social Capital,
and Health

The basic argument of Wilkinson (1996) and
others (Kawachi and Kennedy 1997; Kawachi
et al., 1997) is that income inequality somehow
affects population health via a variable at the
societal or aggregate level —social cohesion
and trust. Wilkinson, however, has never
directly measured this variable or assessed its
empirical relationship to health. Kawachi et al.
(1997) measured trust at the level of the United
States via the mean levels of trust reported by
residents of those states represented in the
General Social Survey. They show that adjusting
for this variable weakens or eliminates the rela-
tionship across these same states between

income inequality and population life expec-
tancy, consistent with both their theories and
those of Wilkinson.

There are ambiguities, however, about the
interpretation of Kawachi et al. (1997) and
others that growing income inequality leads to
a lack of trust in people, which then affects
population mortality. Lacking longitudinal
data, they concede that lack of trust in people
may also lead to income inequalities that then
affect population mortality, or even that unmea-
sured societal attitudes or characteristics affect
both lack of trust in people and tolerance of
income inequality (Kawachi et al. 1997).
However, even beyond these problems in testing
causation, these interpretations suffer from more
important problems of failing to theoretically or
empirically link aggregate properties of commu-
nities to the experiences of individuals. How
does inequality at the aggregate level actually
affect attitudes of trust at the individual and
aggregate levels, and how do these attitudes
actually impact the health of individuals? The
complex multilevel approach necessary to
answer these questions has been missing from
both the theoretical and methodological ana-
lyses.

In fact, without controlling for individual-
level socioeconomic position in a multilevel ana-
lysis, it is not clear that socioeconomic inequality
at the country or community levels actually has
an independent effect on the health of indivi-
duals. Fiscella and Franks (1997) found that
although community income inequality (at
approximately the county level) relates to indi-
vidual-level mortality in the United States (just
as it does to aggregate life expectancy), once
family income is controlled, the relation between
community income inequality and individual
mortality becomes minimal and nonsignificant.
Because Fiscella and Franks derive their aggre-
gate inequality measures from the data on their
survey respondents, rather than an independent
(e.g., census) source, their results have been cri-
ticized as overly conservative (e.g., Soobader
and LeClere, forthcoming; Waitzman and
Smith 1998b). These critics and others (e.g.,
Daley et al. 1998) are increasingly demonstrating
effects of socioeconomic inequality at the level
of counties or metropolitan areas on morbidity
and mortality in multilevel analyses with appro-
priate adjustment for individual or household
income. However, even these studies indicate
that the substantial majority of the impact of
aggregate income equality on individual morbid-
ity and mortality, and hence population life
expectancy, operates through individual income,
not via some independent effect of aggregate-
level inequality or derivatives/correlates of it
such as social cohesion or trust.
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Integrating Individual- and Community-Level
Research on Income Inequality

Arguments linking country or community socio-
economic inequality to health through mechan-
isms of social cohesion or trust virtually ignore
how country or community socioeconomic
inequality may relate to individual- or family-
level socioeconomic position to produce health
outcomes. Yet, it is the very link between socio-
economic inequality at these aggregate and indi-
vidual levels that helps to explain how and why
socioeconomic position relates to health at both
levels.

A number of authors, beginning with Preston
(1975) and especially Rodgers (1979) and most
recently Gravelle (1998), demonstrate that the
relationship between country or community
income inequality and health is necessarily
implied by the curvilinear relationship between
income and health seen at the individual level.
Countries or communities with higher aggregate
income inequality will always have worse aggre-
gate health than communities or countries with
lower aggregate income inequality, even if they
have the same average aggregate levels of
income. This effect occurs because an increase
in community income inequality will always dis-
proportionately hurt the health of the poor more
than it will benefit the health of the rich, which is
because there is a greater impact of income on
health at lower levels of individual- or family-
level income. Gravelle (1998) and others
(Fiscella and Franks, 1997) argue that it is the
relationship between individual- or family-level
income and health that determines the relation-
ship between country or community income
inequality and health. In essence, the relation-
ship between country or community income
inequality and health is simply an artifact of
individual-level processes.

We find this statistical argument compelling,
and believe that it and available data suggest
that the relationship between country or com-
munity income inequality and health is primarily
due to the curvilinear relationship between
socioeconomic position and health at the indivi-
dual level, rather than to effects of aggregate
measures of social capital, which do not operate
through individual socioeconomic position.
However, we do not agree with Gravelle that
this means the impact of country or community
income inequality should be seen as simply a
statistical artifact. Nor do we conclude that the
relationship between country or community
income inequality and health is necessarily
totally explained by relationships at the indivi-
dual level.

First, rather than seeing the relationship
between country (or community) income
inequality and health simply as an artifact of
relationships at the individual level, as Gravelle
implies, aggregate income inequality may
instead be seen as the major macroeconomic
force driving the levels and distribution of indi-
vidual income, which then more directly affect
health. Given the curvilinear relationship
between income and health, any reduction in
community-level income inequality that raises
income levels of the poor will improve the health
of both the poor and the total population.

Second, existing theory and data both suggest
that characteristics of communities or societies,
including both their average income and level of
income inequality, have an effect on individual
and population health net of individual or
household socioeconomic position, although
the bulk of the effects of these community or
societal income levels or inequalities must and
do operate via individual and household socio-
economic positions. However, the other
mechanisms through which community- or soci-
etal-level socioeconomic characteristics affect
health remain to be elucidated, both theoreti-
cally and empirically.

We agree with Lynch and Kaplan (1997) that
there are, in fact, two rather different variants of
the ‘social capital’ hypothesis linking income
inequality to health. Wilkinson (1996) and
Kawachi and Kennedy (1997) espouse one
based on the psychological perceptions and feel-
ings of individuals in response to collective levels
of ‘social cohesion’ or ‘trust.” Alternatively,
Kaplan and Lynch and their colleagues
(Kaplan et al. 1996, Lynch et al. 1998) and
others (Davey Smith 1996) suggest that income
inequality is associated with and shapes levels of
public investment in education, health care,
housing, transportation, public safety, environ-
mental quality, and other human and social
capital. These more tangible forms of social
capital then impact the health of individuals,
independent of their socioeconomic position,
although probably most importantly among per-
sons of lower socioeconomic position. Kaplan et
al. (1996) show that income inequality correlates
across states with many such indicators of tan-
gible social capital. Such tangible social capital
seems to us a more plausible and likely explana-
tion of the effects of income inequality (not
mediated via individual or household socioeco-
nomic position) than the somewhat ‘miasma-
like’ constructs of social cohesion and trust.
Such cohesion and trust may be necessary con-
ditions for public actions to moderate or reduce
income inequality and to invest in tangible social
capital.



128 Handbook of Social Studies in Health and Medicine

Comparisons with and Contributions to
Studies on Individual- and Family-Level
Socioeconomic Position

Research on country and community income
inequality and health can increasingly be inte-
grated with research at the individual level, but
it also shares many of the same problems. Issues
of causal direction arise just as they do with
individual-level research. Rather than looking
at how aggregate socioeconomic characteristics
impact health, economists have emphasized the
effects of health as a form of human capital on
macroeconomic growth and performance (Fogel
1991; Fuchs 1983). Issues of causation among
community-level measures of socioeconomic
position, income inequality, and health need to
be explored, as well as causal pathways linking
community- and individual-level processes. In
addition, research on community socioeconomic
inequality has focused to date on income
inequality with little attention to whether aggre-
gate inequality in education, assets, etc., impact
health beyond their average levels within and
between countries and communities.

As already indicated, the curvilinear (vs. lin-
ear gradient) nature of the relationship between
income and health is important in making sense
of socioeconomic inequalities in health at the
aggregate as well as individual levels, and rela-
tions among them. In addition, much more ana-
lysis is needed on the impact of age, race, and
gender on socioeconomic inequalities in health
at aggregate as well as individual levels, and on
the relations between them (see discussion of
sex, race, and gender variation in the effects of
community characteristics on health). In parti-
cular, we need to consider how racial inequality,
in general, and racial residential segregation, in
particular, affects and is affected by the relation-
ship between community income inequality and
health. In cross-national studies, those countries
with a greater proportion of racial minorities are
the same countries with more income inequality.
In the United States, those states with a higher
proportion of racial minorities are the same
states with more income inequality (Kaplan et
al. 1996). Conceptualizing and testing the com-
plex relationships between race, racial residential
segregation, community-levels and distribution
of socioeconomic position, individual-level
socioeconomic position, and health will certainly
be important, particularly in the United States
where it is clear that race and socioeconomic
position are related in complex ways (Williams
and Collins 1995).

SUMMARY AND IMPLICATIONS FOR
RESEARCH AND PoLicy

The last two decades have seen a virtual explo-
sion of research on socioeconomic differences in
health (Kaplan and Lynch 1997), with all results
demonstrating that socioeconomic inequalities
in health are large, pervasive, and persisting
even in the face of major improvements in over-
all levels of population health and attendant
improvements in the quality and availability of
modern medical care. At this point, socioeco-
nomic and related racial and gender differences
in health are arguably the major public health
problem of many developed societies (and devel-
oping ones as well). The upper socioeconomic
strata of these societies are increasingly experi-
encing levels of life expectancy and health over
the life course that approximate Fries’ (1980,
1984) utopian scenario of the compression of
morbidity, and approach the biological limits
of human longevity and health. Such limits
may be gradually extendable, but the greatest
opportunity for improving population health in
these societies lies in bringing the life expectancy
and life course trajectory of health of the lower
socioeconomic strata closer to that of the upper
socioeconomic strata, trends that seem to be
occurring in those societies with the highest
levels of population health (e.g., Sweden and
Japan).

If we are to reduce socioeconomic inequalities
in health and hence improve overall population
health, we need to better understand the forces
that generate and explain the existence and per-
sistence of these inequalities. Many suggest that
this implies better understanding of the mechan-
isms or pathways through which the socioeco-
nomic position of individuals comes to affect
their health. This is an important scientific
objective, but one on which we believe substan-
tial progress has been made, although more
remains to be done.

This chapter suggests that research also needs
to move in another more upstream direction: a
direction of understanding how health is
affected not only by a person’s own socioeco-
nomic position, but also by the level and distri-
bution of socioeconomic variables in the
communities, states/provinces, and nations
within which individuals and families live and
work. The research must also address how
these aggregate-level indicators of socioeco-
nomic position combine with individual- and
family-level socioeconomic indicators to affect
health. At this point, however, what we have
are often parallel analyses at the individual and
aggregate levels rather than the multilevel
research that is necessary for understanding
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how and why the socioeconomic characteristics
ofindividuals, families, communities, states/prov-
inces, and nations are so profoundly related to
their health.

Such complex multilevel analyses require not
only more theoretical development and clarity in
proposing models and hypotheses, but also more
methodological sophistication as well. First, it
will be necessary to find new ways of combining
individual-level information about socioeco-
nomic position and health with community-
level information about socioeconomic level,
socioeconomic inequality, and other commu-
nity-level characteristics. Geocoding large data
sets to combine with census data is one way of
accomplishing this, although we will also ulti-
mately want more detailed information about
community characteristics that cannot be
obtained from the census (e.g., availability of
transportation, physical environment quality,
etc.). We will also want to reconsider how we
conceptualize ‘communities,” both in terms of
how we measure them (e.g., census tract vs.
self-reported community boundaries) and of
how we expect different processes to occur at
different levels (e.g., individual, family, group,
community, county, state, or national levels).
We will want to find or collect multilevel longi-
tudinal data that can track an individual’s move-
ment in and out of different communities,
changes in community profiles over time, and
changes in individual-level socioeconomic posi-
tion, health risk factors, and health status.
Furthermore, when analyzing multilevel data,
we need to use appropriate statistical techniques
and software that take into account the multi-
level nature of the data (e.g., Hierarchical Linear
Models, Bryk and Raudenbush, 1992).

Implications for Policy

Asking questions about the potential impact of
community socioeconomic conditions on the
health of individuals does not necessarily mean
that resulting policy implications will or should
focus on community-level interventions. Rather,
studying the potential impact of these aggregate
socioeconomic conditions should force us to
consider more closely which levels of interven-
tion — at the individual, family, community,
county, state, or national levels — might best
achieve our goals of improving and maintaining
health.

For example, although research has found an
independent association between community
socioeconomic conditions and health and mor-
tality over and above the effects of individual-
and family-level socioeconomic position, this
research nevertheless suggests that individual-

and family-level socioeconomic position is still
more strongly linked to health and mortality
than are community-level socioeconomic char-
acteristics (Robert 1998). Therefore, directing
interventions to lower socioeconomic commu-
nities would ignore the many people with lower
socioeconomic position who live in higher socio-
economic communities (Berk et al. 1991). On the
other hand, directing interventions to lower
socioeconomic communities might be both an
efficient way of reaching many people with low
socioeconomic position, and necessary to allevi-
ate the particular detrimental health effects of
living in a lower socioeconomic community.
Studying the multilevel effects of socioeconomic
position on health should encourage us to think
about complementary intervention strategies at
different levels.

The evidence of the deleterious impact of
country and state income inequality on popula-
tion health indicates that socioeconomic forces
at those levels drive the levels and distribution of
income and other socioeconomic resources at
the level of families and individuals. There is
increasing consensus that improving population
health requires reducing socioeconomic inequal-
ity. It is important to recognize that it is not
inequality per se that is the primary culprit
here, but rather the greater absolute and relative
deprivation of lower socioeconomic strata in
more unequal societies (e.g., the United
Kingdom and the United States) versus societies
that are less unequal (e.g., Sweden or Japan).
Direct comparison of socioeconomic differences
in infant mortality and adult health for the
United Kingdom and Sweden show reduced
socioeconomic inequalities in infant mortality
in Sweden, produced primarily by the better
health of the lower socioeconomic strata in
those societies (Vageré and Lundberg 1989).
Although socioeconomic inequality matters to
health, reducing income inequality solely by
reducing the income levels of the richest mem-
bers of society is not likely to improve individual
or population health. However, reducing income
inequality by increasing the income levels of the
poorest members of society is likely to improve
individual and population health.

Thus, reducing the absolute and relative
deprivation of the bottom 25-50 per cent of
the socioeconomic hierarchy in societies such
as the United States, rather than reducing
inequality per se, is the policy goal. We know
of policy mechanisms for doing this (e.g., earned
income tax credits, adequate minimum wage
levels, full employment policies, and adequate
support systems for those, especially women
and children, not employable), if we have the
will to apply them (Ellwood, 1988). These are
likely to require reductions in income inequality,
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although the extent of such reductions depends
on the overall level of economic and income
growth in a society or region. Both government
(e.g., welfare reform) and market forces are con-
stantly producing policy changes affecting
income inequality and the absolute and relative
socioeconomic position of the less ‘well off.” We
must do more to evaluate the effects of these
policy changes on health as well as other out-
comes.

There will probably always be a residual
socioeconomic gradient in health in all societies,
but the magnitude of it can and should be mod-
erated if the United States and other societies
that have mediocre and worsening levels of
population health relative to other developed
societies are to achieve levels of population
health commensurate with their overall eco-
nomic level. Health policy alone cannot now,
nor could it ever, solve our problems of popula-
tion health. Socioeconomic policy is equally or
more important, and should be evaluated in
terms of its consequences for health as well as
other desirable goals.
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1.9
Gender and Health

SANDRA D. LANE AND DONALD A. CIBULA

INTRODUCTION

This chapter addresses the influence of gender
on health from both social science and public
health perspectives. The major organizing
theme is the interplay of the cultural patterning
of gender and the biomedical outcomes that
result. Gender influences life-cycle roles and
choices, notably reproduction, but it also influ-
ences less obvious phenomena such as aging and
survival. Rather than an exhaustive listing of the
available data, the chapter utilizes case studies,
both international and domestic, to illustrate
many of the ways that gender influences health.
An important caveat is that cross culturally and
within individual cultures, tremendous variation
is the norm.

APPROACHES TO THE STUDY OF GENDER
AND HEALTH

Gender studies have proliferated enormously in
the past decade, but this wealth of published
literature has produced more questions than
definitive answers. In part, this confusion results
from the different premises that scholars bring
to the subject. Two main approaches character-
ize the study of gender and health. The first
seeks to understand how culture shapes gender
roles, and therefore health perceptions, policy,
and research questions; the second relies on epi-
demiological or clinical measurements of health
status, morbidity, and mortality.

Beginning with Mead’s (1935) landmark
study, Sex and Temperament in Three Primitive

Societies, anthropological studies have demon-
strated how sex roles vary greatly in human
societies, and that there is little that we can say
is universally feminine or masculine in terms of
behavior. Feminist scholarship since the 1970s
took this perspective further by examining the
social disadvantage of females, particularly
women and girls, in the West (di Leonardo 1991).

Within the analysis of how culture shapes
gendered health experiences are several overlap-
ping areas of concern. A number of authors
address the influence of culturally defined sex
roles on health-promoting behavior, illness
roles, health-seeking behavior, and health risks.
Women’s responsibility, in most societies, for
the nutrition, health promotion, and hygiene of
their families may influence them to take better
care of their own health. In a Canadian study,
for example, women engaged more frequently
and in a wider range of health-promoting beha-
viors than men did, although the male/female
differences were not large (Kandrack et al.
1991). Women’s more frequent hygienic beha-
vior may not always be health-promoting, how-
ever. Among the infertile women in Inhorn’s
(1993) study, the cultural emphasis on genital
cleanliness, expressed by frequent manual
douching, was associated with decreased ferti-
lity. In rural Egypt, gender and age were found
to influence women’s sick-role behavior and
access to costly biomedical care (Lane and
Meleis 1991; Morsey 1978). McGrath et al.
(1992) demonstrated that in Uganda, where
norms dictate a single partner for women but
allow multiple partners for men, culturally pat-
terned sexual behavior exposes women to the
risk of HIV transmission.

A number of scholars are concerned with
women’s voices. Jenkins (1996) makes extensive
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use of narrative to understand Salvadoran
women’s lived experience of political violence.
Egyptian baladi women’s illness stories, as
recounted by Early (1993), bring to life the
women’s struggles to obtain health care for
themselves and for their children.

Critical medical anthropology assesses bio-
medicine as a cultural system, dissecting bio-
medical discourse and questioning both the
categories into which biomedical knowledge is
sorted and the increasing use of technology to
control women’s bodies. Martin (1987) analyzes
the language in medical textbooks, in which the
female reproductive cycle is described in terms of
failure, waste, and loss, whereas male reproduc-
tive function is depicted in robustly positive
terms. An edited volume on Gender and
Health: An International Perspective presents
articles on the cultural construction of pre-
menstrual and menopausal syndromes (Davis
1996) and the hegemony of technology in
women’s birth choices (Davis-Floyd 1996). As
the editors describe in their introduction, much
of the reproductive processes in the female life
cycle — especially menstruation, childbirth, and
menopause — have been medicalized (Sargent
and Brettell 1996). Once transformed into
pathologies, their treatment becomes an eco-
nomic boon to drug companies and physicians.

Another critical perspective, political econ-
omy, weighs the impact of gender on health in
the context of local, national, or international
resource struggles (Singer et al. 1988;
Whiteford 1996). Bruce’s (1989) analysis of the
gendered division of household goods is a cor-
rective to economists who naively assumed an
equitable allocation of food and finances within
households. Morsey (1993) shows how the
female research subjects in the internationally
funded Egyptian Norplant trials were denied
removal of the implanted contraception devices,
which caused them considerable discomfort,
despite their frequent requests. The study by
Lane et al. (1998) of Egyptian women’s access
to induced abortion demonstrated how, even
where abortion is severely restricted, safety can
be purchased. Poor women, who cannot afford
safety, risk injury and death in ending their
unwanted pregnancies.

The second main approach to the study of
gender and health attempts to quantify the mag-
nitude of morbidity and mortality afflicting
males and females. In the past decade, a wealth
of information has been compiled to describe
women’s health status worldwide (United
Nations 1991, 1995). With this quantitative
data comes the ability to make comparisons
between males and females, or between females
of different geographical areas. The public
recognition of these statistical findings has

pushed policy makers to consider more seriously
the welfare of women and girls. The Programme
of Action, for example, adopted at the 1994
International Conference of Population and
Development in Cairo, addresses the higher
rates of preventable mortality among young
girls and maternal mortality, two issues that
became officially ‘visible’ only after the publica-
tion of the tragically high rates of their occur-
rence (United Nations 1995a: 19, 42.)

Yet, aggregate statistics often do not provide
the kinds of information with which to fashion
effective interventions, and even the categories
in which the data are collected can be mislead-
ing. For example, since the beginning of the Safe
Motherhood initiative in 1987, the World
Health Organization (WHO) and the United
Nations Population Fund (UNFPA) have
alerted the international community to the tra-
gedy of 500000 women dying each year of preg-
nancy-related causes. The leading clinically
defined causes of this preventable death — hem-
orrhage, infection, hypertensive disorders of
pregnancy, obstructed labor, and unsafe abor-
tion — were also disseminated at conferences
and in published material (AbouZahr and
Royston 1991). However alarming, this informa-
tion insufficiently outlines the steps to be taken
to remedy the situation. A four-country study
(Egypt, Bangladesh, Indonesia, and India) on
the severe and life-threatening morbidities that
women suffer during pregnancy did point to
possible remedies because it combined epidemi-
ological measurements with in-depth analyses of
how and why these morbidities occurred
(Fortney and Smith 1997). The study found
that inadequate transportation and other im-
pediments to access to emergency services were
more salient causes of maternal morbidity (and a
predictor of mortality) than the oft-cited clinical
diagnoses.

Another hotly contested distinction in gender
research is whether a trait or risk factor is bio-
logically/genetically driven or environmentally/
culturally shaped. Of course this nature/nurture
argument is not at all new, but it has taken on
renewed force with recent developments in
genetics and on the role of sex hormones and
disease risk (Khachaturian 1998). Studies on
the genetic component to gender largely began
with Wilson’s (1975) Sociobiology: The New
Synthesis, which addressed the evolution of sex
roles. This approach looks to nonhuman pri-
mate and other animal or even insect behavior
to predict what is genetically hard-wired, and
thus possibly universal, in gendered human
behavior (Townsend 1998). As Sperling has
argued, however, many of these studies rely on
functionalist models of primate — usually
baboon — behavior in captivity to claim a
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scientific basis for male dominance (Sperling
1991). In fact, as Sperling demonstrates, non-
human primates in their natural environments
exhibit a great deal more diversity in gendered
behavior than many sociobiologists credit. In
contrast, Ehrenreich (1997) suggests that the
Paleolithic human experience — and the non-
human primate experience in the ‘wild’ — was
probably more as the prey of carnivores
than as triumphant male hunters bringing home
their kill. Our behavioral inheritance from millen-
nia of being hunted as food may thus be more a
propensity to anxiety than to a nineteenth-cen-
tury gendered division of labor. Yet these socio-
biological assumptions about what is natural
about men and women influence policy on child-
care, reproductive health, and women’s work. Ina
speech on ‘Renewing American Civilization,” for
example, Speaker of the House Newt Gingrich
bolstered his arguments about the proper roles
for males and females in combat with the follow-
ing: ‘If combat means living in a ditch, females
have biological problems staying in a ditch for
thirty days because they get infections, [whereas]
males are biologically driven to go out and hunt
giraffes’ (cited in the Gingrich Poll 1998).

In much of the social science literature, it has
become commonplace to distinguish between
sex and gender, with sex referring to the biolo-
gical categories of male and female and gender
to the roles into which societies socialize men
and women (Los Rios and Gomez 1991;
Whitehead and Conaway 1986). This distinction
has heuristic value in feminist scholarship, par-
ticularly in the many studies of women’s social
roles that have proliferated in the past decade
(see, for example, Bonvillain 1998 and Morgen
1989). In terms of health, however, it is less easy
to separate those aspects governed by women’s
and men’s social roles from those intricately tied
to biomedical health risks. Culturally patterned
gender expectations — such as the drive to be
thin — influence health behavior and health sta-
tus; for example, some 90 per cent of anorexia
nervosa sufferers are female (Leutwyler 1998).
Social gender norms also shape the context in
which individual health behaviors are enacted
and range of choices available, as in access to
abortion services (Lane and Millar 1987).
Some authors have tried to tease apart the bio-
medical and cultural risks by controlling for
pregnancy-related morbidity and mortality.
However, if, as the four-country study
(Fortney and Smith 1997) cited above suggests,
pregnancy-related risks are increased by inade-
quate transportation, then these risks are less
than entirely biologically governed. It seems at
least possible that if men could die of pregnancy
risks, emergency transportation might be more
available to prevent such tragedies.

Clearly, both culturally patterned gender
behavior and biologically based risks interact
to produce health or illness. Very few studies,
however, link the examination of the cultural
and political construction of gender with rates
of actual morbidity and mortality. Two land-
mark studies that do link the sociocultural, poli-
tical, epidemiological, and clinical aspects of
gender and health are Lock’s work on meno-
pause in Japan and in the United States (Lock
1986, 1993) and Inhorn’s analysis of infertility in
Egypt (Inhorn 1993, 1996). Lock shows that
many of the salient features of menopause in
the United States, notably hot flashes, do not
even have linguistic correlates in Japanese.
Inhorn demonstrates that the cultural impera-
tive to have children becomes a quest for infer-
tile women, who undergo expensive and risky
treatments in their hope of conceiving.
Unfortunately, many of the practitioners — phy-
sicians and indigenous healers — whom the
women seek out do more to damage than to
help the women’s fragile fertility.

Power AND PoLicy

Discussions of gender’s influence build upon cri-
tical assumptions about the power imbued in, or
available to, a given gender — almost universally
male — and the lesser power to which females
have access. As Inhorn (1996: 10) asserts in her
review of the multiple scholarly usages of both
power and patriarchy, however, the terms are
variously and often loosely applied. (In this dis-
cussion of power and gender, I draw on Inhorn’s
analysis of patriarchy and power.) Largely
taking an imperialist perspective, Weber views
power as involving prestige and the authority
to impose one’s will (Gerth and Mills 1958:
160). In addition to his claim of the hegemonic
power of discourse, Foucault sees power as
interwoven in kinship, family, and sexuality rela-
tions (Gordon 1980). Handwerker’s more ma-
terialist argument defines power as access to
resources (1990: 1). Nelson (1974) suggests that
in the Arab world female deference to male
authority is publicly demonstrated, but in the
privacy of the family power is often negotiated.

All of these definitions of power can be found
in the examination of gender and health.
Idealized visions of women’s bodies that prolif-
erate in magazines and on television, combined
with advice on how to achieve the look, represent
a hegemonic discourse involving the creation of
abnormalities that can be corrected through
medical intervention — liposuction for cellulite,
breast augmentation, or pharmaceutical diet
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aids. The widespread prohibitions against
women and girls consuming protein-rich meat,
described by Simoons (1967) in Eat not this
Flesh, represent significant barriers of female
access to health-promoting resources. The high
fertility rate in societies where women’s status
depends at least in part on the number of chil-
dren, especially sons, to whom she gives birth, is
a bid for power. Among Palestinian women in
the West Bank, high fertility contributes toward
nationalist aspirations as well (Peteet 1991: 185).
The high value placed on sons over daughters,
combined with the technology to detect and
abort female fetuses, has resulted in some areas
in measurable decreases in the number of girls
born. In five of China’s 30 provinces in 1992,
for example, for every 100 female births there
were 120 male births rather than the biologically
expected number of 105-6 boys for every 100
girls (Kristof 1993). Women in gender-stratified
societies often actively seek to enhance their
access to power and resources — for themselves,
their children, or their families — thorough
reproductive strategies. While the women may
not be passively acted upon, nor uniformly com-
pelled into obedience by their men, the restric-
tions on female gender severely constrain their
options. The personal health consequences of
their strategies, moreover, may be disability or
death from pregnancy-related risks. The societal
consequences of the skewed sex ratios present
among Chinese children may be dramatically
increased crime rates as those ‘excess’ males
reach late adolescence.

Power and efforts to enhance authority are
key elements in local, national, or international
policy debates involving gender concerns.
Indeed, the contesting of social policy becomes
most acute regarding issues of reproduction,
sexuality, and gender. Ethical, human rights,
and governmental policies all evolve out of poli-
tical milieu in which assumptions about what is
natural, or even divinely ordained, about men
and women take precedence. In a recent edited
volume on Nationalisms and Sexualities, authors
writing on Latin America, Europe, and Africa
persuasively argue that the enactment of ethnic,
national, or religious identity is expressed impor-
tantly through the articulation of norms govern-
ing sexual and reproductive behavior (Parker et
al. 1992). It is not surprising, then, that policy on
sexuality and reproduction — for example, ado-
lescent pregnancy or abortion — elicits heated,
contentious debate because it touches on core
issues of ‘who we are’ as a people. While it
might be argued that water rights or military
spending have a greater impact on quality of
life, family planning, abortion, and female sexu-
ality are much more likely to inspire vehement,
even violent, protest.

A recent shift in national and international
policy in the field of reproductive health came
about only after a critical mass of women
achieved positions of influence as health profes-
sionals, researchers, and policy makers (Lane
1994). From the beginning of the public funding
of family planning programs in the 1960s,
through the 1980s, the dominant metaphor guid-
ing these efforts was population control. The
thrust of this development work was aimed at
controlling what was perceived to be the unruly
fertility behavior of poor women, at home and
abroad (Ward 1986). Reproductive health —a
women- and family-centered approach to
research, policy, and programs — focuses instead
on quality of care, access to services, choice,
confidentiality, dignity, and comfort (Germain
and Ordway 1989). Accordingly, the Popu-
lation Council’s Middle East Working Group
defines reproductive health as, ‘The ability of
women to live through reproductive years and
beyond with reproductive choice, dignity, and
successful childbearing, and to be free of gyne-
cological disease and risk’ (Zurayk 1991). A
major accomplishment of these efforts was the
hard-won acceptance of reproductive health
as the dominant paradigm at the 1994
International Conference on Population and
Development, held in Cairo, Egypt.

In the United States as well, the critical mass
of women gaining power has resulted in policy
changes. Through the efforts of Representative
Patricia Shroeder, National Institutes of Health
(NIH) Director Dr Bernadine Healy, and others,
NIH created the Office of Research on Women’s
Health in 1990. The goal of this new agency is to
redress inattention to women’s health needs, in
part through an allocation of $500 million over
10 years to the Women’s Health Initiative study
(Cotton 1992; Pinn 1994).

MORBIDITY AND SURVIVAL

In most areas around the world, and in most
subgroups that have been studied, females
report greater morbidity than males, yet they
have lower rates of mortality and live longer
lives. In the United States women more often
restrict their activities and stay in bed for illness
than men (Verbrugge 1985). Studies on US mid-
dle-class adolescents (Goodman et al. 1997), the
homeless (Ritchey et al. 1991), and the elderly
in the United States, Jamaica, Malaysia,
Bangladesh, and the United Kingdom (Arber
and Ginn 1993; Rahman et al. 1994) all found
that women more frequently report illness symp-
toms.
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A United States national survey demonstrated
that between the ages of 17 and 44 years, and
excluding reproductive conditions, women uti-
lize 30 per cent more health care than men
(Verbrugge 1985). A recent Canadian survey,
however, found that controlling for pregnancy
and other reproductive-based services resulted
in nearly equal levels of health-care expenditure
for males and females (Mustard et al. 1998). An
accompanying editorial in the New England
Journal of Medicine argued, however, that
because Canadian women outlive men by on
average 6.4 years, equal levels of care may not
be equitable (Haas 1989).

A major portion of the nonreproductive
causes of women’s excess morbidity is emo-
tional distress and depression. The World
Health Organization found depression to be

women’s major ‘disease burden,” affecting
some 20 per cent of women worldwide
(Liebenluft 1998). In the United States,

women receive twice as many prescriptions for
psychotropic drugs as men (Verbrugge 1985).
These findings have inspired numerous studies
that attempt to provide explanations. Gove’s
(1984) finding that married women have poorer
mental health than married men led him to
speculate that women’s many-role stresses
affect them negatively. Verbrugge (1989) subse-
quently demonstrated that employed women
have much less risk of affective and psycholo-
gical disorder. Support for Verbrugge’s findings
were provided by a four-country study
(Denmark, Finland, Norway, and Sweden)
indicating that in families where women are
full-time housewives, their morbidity was
about 150 per cent that of men; in families
where women worked for pay, their morbidity
rates were more nearly equal (Haavio-Mannila
1986). The study also found that morbidity and
anxiety were inversely related; employed
women more frequently reported feelings of
anxiety than did full-time housewives. Still,

selection bias may play a role in healthier
employed wives, and not all of the studies
found significant male/female differences.
Popay et al. (1993) express their frustration
that the available measures, which do not ade-
quately account for the lived experiences of
women and men, insufficiently explain the dif-
ferences in affective disorders and minor physi-
cal morbidity. More recent work in Scotland,
England, and the Czech Republic claims that
male/female differences in reported malaise
and psychological and physical symptoms are
much less prevalent than earlier reported, par-
ticularly when demographic variables are well
controlled (Arber 1991; Hraba et al. 1996;
Maclntyre et al. 1996).

At every age, in most regions, males have
consistently higher mortality than females
(Verbrugge 1985). American males die at consid-
erably higher rates than females from homicide,
lung cancer, suicide, chronic obstructive pul-
monary disease, accidents, liver cirrhosis, and
heart disease (Perls and Fretts 1998). The female
advantage in survival is being somewhat eroded,
however, as more women smoke cigarettes. The
World Development Report examined the years
of life lost by premature death, combined with
the loss of healthy life from disability, in a dis-
ability-adjusted life years analysis (DALYs)
(World Bank 1993). With the exception of
India and China, where for reasons that will be
addressed later in this chapter female death rates
are higher, male death and disability is higher
than female, as shown in Table 1.

Why the Male Disadvantage in Survival?

A key element in many of the studies on gender
and health is the role that power plays in influ-
encing access to resources, particularly for
females. As yet unresolved, however, is the
extent to which the cultural aspects of male

Table 1 DALYs lost per 1000 population
Male/female

Region Male Female ratio
Sub-Saharan Africa 606 542 1.12
India 331 359 0.92
China 177 178 0.99
Latin America and Caribbean 258 205 1.26
Middle East 288 285 1.01
Formerly Socialist Economies 201 138 1.45
Established Market Economies 133 102 1.30
World 269 248 1.08

Source: World Bank 1993: 215.



Gender and Health 141

gender impact men’s survival. As mentioned,
when compared with females, males in most
populations have higher mortality at each age
and shorter life expectancies. Is males’ poorer
survival a biological vulnerability, a product of
male socialization, or, perhaps most likely, some
combination of both factors? Some of the causes
of female protection and male excess mortality
are biologically based. Genetic diseases carried
on the X-chromosome (such as hemophilia)
and the protective effect of female sex hormones
for heart disease are fairly clear examples. Other
causes of male excess death — accidents, suicides,
homicides, lung cancer, chronic obstructive pul-
monary disease, liver cirrhosis, and some heart
disease — are associated with health-risk beha-
viors that are at least in part culturally mediated.
Although there is considerable cross-cultural and
intercultural variation, a number of generaliza-
tions hold for male/female differences in risk-
taking in Western countries, and possibly
in other countries as well (Verbrugge 1985;
Waldron 1994). Men tend to work at occupa-
tions that involve more physical risk and to pur-
sue leisure activities that also involve risk. Males
have higher rates of cigarette smoking than
females, although this difference is narrowing.
Males drive cars more often than females, and
have higher rates of accidents than females for
comparable hours of driving. Males drink alco-
hol more frequently, and more males use illicit
drugs than do females. These risky behaviors are
intrinsic to the masculine role in many societies,
where less adventuresome males may be stigma-
tized as weak, or even effeminate. Indeed, it
has been suggested that learning to adopt the
masculine gender role is in itself a source of
psychosocial stress (Eisler et al. 1988).

Whether these behaviors are the product of
culturally shaped male gender roles or are
genetically hard-wired is the source of extensive
debate. The cross-cultural evidence for male
physical risk-taking and violence provides sub-
stantial support for a male genetic vulnerability
to risky behavior (Blum 1997). What is not at all
clear, however, is how much of this propensity is
reinforced by culture, or how it might be reined
in by deliberate attempts to minimize its harm.
Both authors of this chapter serve on
the Onondaga County Child Death Review
Committee. We have reviewed the case reports
of many males between the ages of 12 and 17
years whose deaths resulted from bicycle and
automobile accidents. Because part of the com-
mittee’s mandate is to suggest educational or
policy interventions to prevent such occurrences
in the future, the question of how to protect
adolescent males from their own reckless beha-
vior is one with which we continue to wrestle.

Comparing Females in Developed and
Developing Countries

Important differences exist between women in
industrialized countries and those in less devel-
oped areas with regard to morbidity and mortal-
ity (Lane and Meleis 1991; Okojie 1994). The
demographic transition in which lower rates of
mortality were followed by lower fertility
occurred in Europe and North America during
the nineteenth century and is currently occurring
in many developing countries (Vlassof 1994).
Birth rates worldwide are falling; since the
mid-1960s social, political, and economic
changes — and access to modern contracep-
tives — have led to a decline in the average num-
ber of children born to women in the world from
six to four (Robey et al. 1993). Still, wide differ-
ences exist between countries, and between the
rich and poor within countries. In most of sub-
Saharan Africa, many Middle Eastern states,
and parts of Asia, total fertility rates range
from 5 to more than 7. In these regions a
leading — or in many cases the leading —
cause of death in adult women is pregnancy-
related mortality. Insight into the lived experi-
ence of such high fertility can be dramatically
illustrated by the following anecdote. A mid-
dle-aged rural Egyptian woman, interviewed
by one of the authors (SL), reported not
ever having experienced a menstrual period.
The woman was married before menarche
and became pregnant before her first men-
struation. Thereafter, for some two decades,
she was either pregnant or lactating.

High fertility is part of a complex picture that
generally includes low educational attainment
and illiteracy and high maternal mortality as
illustrated in Table 2.

An important aspect in the discussion of total
fertility rates is the below-replacement fertility
(less than 2.1) facing many European countries
and Japan (Cowell 1994; Kinzer 1994). In these
areas the population structure is dramatically
changing. The growth of the older population,
including those over age 85, combines with such
declines in birth rates that there are serious ques-
tions about whether there will soon be sufficient
workers in the productive life stages to support
their elders. Also, because women outlive men,
as described above, these societies are becoming
even more predominantly female.

The epidemiologic transition also differenti-
ates developed and developing regions. This
transition involves a shift from infectious disease
as a primary cause of morbidity and mortality to
such noninfectious causes as heart disease, can-
cer, diabetes, liver cirrhosis, and accidents. Of
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Table 2 The impact of lived experiences on fertility rate
Maternal mortality ratio

Country Total fertility rate Female literacy rate (%) (per 100000 live births)
Uganda 7.3 35 300

Sudan 6.1 12 550

Pakistan 6.2 21 500

Egypt 4.2 34 270

Tunisia 3.5 56 70

Source: UNICEF 1994.

course, this model’s assumption that infectious
disease was conquered is no longer entirely ten-
able, as evidenced by the AIDS epidemic and the
resurgence of tuberculosis in the developed
world. Nevertheless, in many less developed
countries only about half of the population has
access to safe drinking water and less than half
has access to adequate sanitation, causing fre-
quent diarrheal disease and compromising nu-
tritional status (UNICEF 1994). Growing
resistance to antimicrobials to treat tuberculosis,
malaria, and bacterial infections and to control
insect vectors has led to increased infection rates
and infections that are more difficult to treat
(Sommerfeld 1994). While these problems affect
both males and females in developing regions,
women may be particularly vulnerable during
their reproductive years. Anemia, for example,
caused by hookworm, schistosomiasis, or
malaria, makes women much less able to survive
hemorrhage during childbirth (AbouZahr and
Royston 1991). Malaria, furthermore, can be
devastating to a pregnant woman, whose own
resistance is  decreased by  pregnancy
(AbouZahr and Royston 1991).

Howson et al. (1996) used a life-span
approach in their comprehensive review of
women’s health in sub-Saharan Africa. This
approach is particularly helpful in planning for
interventions, because it encompasses both when
and how particular disease risks or conditions
occur. It also accounts for cumulative risk that
increases with exposures to risks at each age.
Two examples illustrate the utility of a life-
span approach: vesico-vaginal fistula in adoles-
cent mothers and the health risks facing widows.
In both of these examples, a woman’s life stage,
her previous life experiences, and her limited
access to resources influence her health risks.

Vesico-Vaginal Fistula (VVF)

Vesico-vaginal fistula (VVF) an opening
between the bladder and anterior vagina, results
most frequently from pressure necrosis due to
prolonged obstructed labor. In Nigeria, an

important secondary cause is the traditional
‘gishiri’ cut, in which the anterior vagina is cut
with a razor blade as an indigenous treatment
for a wide variety of reproductive problems.
While it is not possible to determine the fre-
quency of the condition in the general popula-
tion, in a University Hospital in Zaria, Nigeria,
more than 140 women per year undergo recon-
structive surgery to repair their VVFs (Nnatu
1983, cited in AbouZahr and Royston 1991).
The risk of fistula is highest among adolescents
who are younger than age 16 when they give
birth. These young women are often short,
with contracted pelvises that are a legacy of
childhood malnutrition. Cephalo-pelvic dispro-
portion, caused at least in part by the women’s
narrowed pelvises — combined with extreme dis-
tance to, reluctance to utilize, or other barriers
to access to emergency care — mean that the
women experience prolonged obstructed labor.
Frequently, both mother and fetus die. Women
who survive with VVF leak urine and are often
divorced by their husbands, who return the
women to their families in disgrace (AbouZahr
and Royston 1991). The surgical repair of VVF
requires a great deal of technical skill, and even
so is frequently unsuccessful because the wound
left from a necrotic pressure injury heals very
poorly.

Widows

The custom of husbands being older than their
wives — in some cultures considerably older —
combined with women outliving men means
that many women survive their husbands by dec-
ades. In areas where her husband controls a
woman’s economic resources, and in societies
where wives inherit little or nothing of their hus-
band’s estate, women may be impoverished
when their husbands die. Howson et al. describe
how, in parts of sub-Saharan Africa, economic
hardship, particularly under current structural
adjustment conditions, has led to widows being
abandoned by their relatives (Howson et al.
1996: 37). Without traditional family protection,
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and lacking marketable skills, the widows face
violence and may resort to commercial sex for
survival.

DIFFERENTIAL MORTALITY: CASE STUDIES

The health risks, or health benefits, associated
with gender are part of a complex picture in
which poverty and ethnic or racial discrimina-
tion also interact to influence health status. As
will be described, in certain developing societies
females have greater rates of malnutrition and
less access to health care, resulting in excess
female death (McGee 1984). The interaction of
male gender, social class, and racial discrimina-
tion may also negatively influence health status.
In the United States, for example, the interac-
tion of gender and the pervasive social dis-
advantage facing African—Americans, results
in measurable mortality disparities among
African—American men.

Egypt: Female Gender and Poverty as
Synergistic Risks

Amartya Sen, in looking at the disparity in
female mortality in Asia and North Africa,
claims that, ‘failure to give women medical
care similar to what men get and to provide
them with comparable food and social services
results in fewer women surviving than would be
the case if they had equal care’ (Sen 1990: 61).
Based on an analysis of aggregate national sex
ratios, Sen claims that 100 million women and
girls are ‘missing” worldwide. This section uses
Sen’s approach with demographic data from
Egypt to illustrate the potential mortality effects
of gender stratification that favors the survival
of males.

As mentioned earlier, more boys than girls are
conceived and born, but after that at every age
from birth to old age, given equal care, females
have better survival rates than males (Sen 1990;
United Nations 1989: 19, 1991: 11). In countries
where male and female infants receive appar-
ently equal care, for example in Eastern
Europe and in Japan, Sweden, and The
Netherlands, male infants have between 10 and
30 per cent higher mortality than female infants
(Turner 1991).

Where females receive fairly equal food and
medical care, researchers generally expect them
to outnumber males in population census counts
as well. For example, in sub-Saharan Africa
there are estimated to be 102 females for every
100 males (United Nations 1991: 12). In North

America and Europe the gender ratio is even
more weighted in favor of females at about 105
females for every 100 males (United Nations
1989: 50). The North American and European
ratios show a greater preponderance of females,
however, because of the generally older ages of
the bulk of the population and the fact that
women tend to outlive men.

In areas where it appears that males receive
more food and health care than females, the
expected gender ratio is reversed, as shown in
Table 3.

The conditions favoring the survival of males
over females are not simply a result of general
poverty. On the contrary, sub-Saharan Africa,
cited above, is one of the world’s poorest geo-
graphical areas. Although poverty plays a role,
in cultures where male children and adult males
are favored in terms of food, education, health
care, and social support, girls and women have
higher death rates during childhood and during
the childbearing years (Bekele 1980; Chen et al.
1981; Kamel 1983; Pebley and Amin 1991). In
contrast, where women have higher education
status and greater economic and reproductive
autonomy, they and their children have greater
survival rates (MacCormack 1988; Williamson
and Boehmer 1997).

In Egypt, in every year from 1953 to 1985,
female infants had higher mortality rates than
male infants, although with increasing develop-
ment subsequent to 1985 this trend has reversed
(CAPMAS/UNICEF 1988). Mortality rates for
children under age 5 show a similar pattern.
Through tremendous effort, Egypt has lowered
its overall infant and child mortality in recent
years. In rural locations and among the urban
poor, however, poverty and male preference still
results in excess female death.

When we examine the population in Egypt by
gender, there is a preponderance of males. The
1986 Egyptian census enumerated 95.5 females
for every 100 males, or 23 549 752 women out of
a total population of 48205049 (CAPMAS
1987: 4, 47). If Egyptian gender ratios were

Table 3 Gender ratios in areas where males
receive greater care

Country Females per 100 males
Bangladesh 94
India 94
Pakistan 92
Tunisia 98
Libya 92
China 95

Source: Compiled from United Nations 1995a.
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similar to those of sub-Saharan Africa, where
50.5 per cent of the population is female, then
we would expect there to be 24 343 549 women in
Egypt. Subtracting the actual number of women
in the Egyptian census from the expected num-
ber yields a total of 793797 ‘missing’ women.
Coale (1991) analyzed the same data, but used
a more conservative method that compared
Egypt’s population with a stable ‘model’ popu-
lation. Coale found the number of ‘missing’
females in Egypt’s population to be 600000
and the total number of missing females world-
wide to be some 60 million. More research is
needed to examine mortality by gender in
Egypt and elsewhere, but a likely explanation
for this disparity in gender ratios is differential
mortality of females.

There are, however, other potential explana-
tions for missing females in census data that
must be considered. It is possible that some
women were simply not counted. In the rural
Egyptian hamlet where one of the authors (SL)
conducted fieldwork, if one asked a father how
many children he had he would often respond by
enumerating only his sons. It was necessary to
phrase the question to include daughters as well.
Similarly, when interviewing one of the two co-
wives of a polygamous man, she would not
usually include the other wife or her co-wife’s
children in her responses. While this may
account for some inaccuracies in reporting, it
seems unlikely that it would result in large dif-

ferences. Another possible explanation is selec-
tive migration of women. In rural Ireland or in
the Philippines, two countries where women
leave in search of work abroad; this explanation
might make sense. In Egypt, however, women
represent a very small percentage of labor
migrants. It is usually the women who stay
home, in fact, and the men who leave in search
of work.

While a proportion of the overall difference
between the numbers of males and females in
Egypt might therefore be due to inaccuracies in
enumeration, the most likely explanation for the
preponderance of men is preventable mortality
of girls and women. Figure 1 presents a popula-
tion census, compiled by Rubinstein and his col-
leagues (Rubinstein 1992), for a rural Egyptian
hamlet. In the breakdown of age and gender it is
clear that in every age except 20-30 years old
(when males are in the military or working
abroad as migrant laborers) males outnumber
females.

Studies have found that among poor rural and
urban Egyptian families, males have greater
access to care than females. In a random sample
of 25 rural Egyptian households, women were
interviewed to determine sources of therapy for
eye disease and reasons for choice of therapy
(Lane and Millar 1987). A number of variables
(education, innovation, socioeconomic status,
belief in microbes as a source of disease, gender,
and age) were cross-tabulated with sources of
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therapy for eye disease. Only two variables, gen-
der and age, were associated with type of ther-
apy. Females were more likely to receive
treatment with home remedies only; males were
more likely to progress to second-step therapy
(treatment by either a traditional or biomedical
practitioner). Adults were more likely to receive
therapy from a private physician than were chil-
dren, and adult women who received such ther-
apy were most often mothers of sons. Logistic
regression indicated that both gender and age
were independently predictive of access to ther-
apy. Thus, the status associated with male gen-
der and advanced age seems to have influenced
access to therapy for eye disease. Despite the fact
that the most common eye disease in the area,
trachoma, is highest among children, and its
long-term  sequelae overwhelmingly affect
women, these groups received the least biomedi-
cal therapy.

In poorer Egyptian families, limited food sup-
plies are often directed preferentially toward the
boys and men in the family. A study of child
health in a squatter settlement outside Cairo
found significantly more malnutrition among
girls as compared with boys ages 2 and 3
(Tekce 1990). Research conducted in villages in
the Qalyubeya governorate among children
from birth to age 6 found that one of the risk
factors for protein-energy malnutrition was
being female (Hemid et al. 1978). A number of
leading Egyptian experts in nutrition summed
up the data on food distribution within rural
and poor Egyptian households as: male wage
earners receive the largest share, women and
children receive a smaller share, and young
girls are given the least of all (Galal et al.
1984). Adequate nutrition is the cornerstone of
good health and, as these studies make clear,
many Egyptian females of all ages suffer from
gender-linked undernutrition.

In Egypt, data on the number of deaths are
relatively accurate, but population-based data
on the causes of death are less reliable because
so many people die at home, and family mem-
bers report the causes of death to the authorities.
Therefore, there are insufficient data on the
causes of excess female mortality, with the
exception of certain conditions such as those
affecting child survival and pregnancy related
mortality. The data that are available illustrate
that access to care, and probably predisposing
malnutrition, play a role in female deaths. In
1982, for example, there were 14 girls for every
10 boys under age 5 who died of diarrheal dis-
ease and acute respiratory infection — two con-
ditions for which medical care can be lifesaving
(CAPMAS/UNICEF 1988: 54-5). For the cate-
gories of ‘complications of pregnancy’ and ‘con-
genital anomalies,” however, in which medical

care might not be as clearly lifesaving, females
have lower or nearly equal levels of mortality
compared with males.

Syracuse, New York: Male Gender and
African—American Race as Synergistic
Risks

In most of the published literature, ‘gender’
means female. Male gender is either assumed
to be the norm from which female gender dif-
ferences are derived, or is ignored altogether.
Yet, as mentioned earlier, where gender and
social disadvantage intersect, minority males
have disproportionate mortality over nonmi-
nority males (Heckler 1985). In Syracuse, New
York, a demographic analysis, based on vital
records data from the 1990 census, of the
white and African—American populations illus-
trates what appears to be a considerable dispar-
ity in survival between the two groups,
particularly among males. Syracuse has a popu-
lation of just over 160000, with 25 per cent
being African American and less than 5 per
cent other minority groups. Coale (1991) has
said that in all populations, given the larger
number of males born and their poorer survi-
val, there is a point of ‘crossover’ at which time
females outnumber males. As illustrated by
Figure 2, the Syracuse African—American popu-
lation crossover to fewer males than females
begins at age 15. In the Syracuse white popula-
tion, the crossover occurs at age 39. Figure 3
presents a comparison of Syracuse African—
American and white populations. In popula-
tions with a younger age structure (higher fer-
tility, lower survival in the older ages), such as
that of Syracuse African Americans, the cross-
over would be expected to occur later.
Therefore, the Syracuse African—American
population exhibits the opposite of what
would be expected.

Because the white population has much
greater survival past age 65 and the African—
American population has higher fertility, it
would be inaccurate to compare their total
populations of males and females. A compari-
son of the two groups between the ages of 20
and 59 controls somewhat for this bias.
Moreover, this age category has social mean-
ing, in that those between these ages are the
primary productive and caretaking members
of society. For every 100 white males there
are 105 females; for every 100 African—
American males there are 127 females. This
analysis shows that there is a 16.5 per cent
difference in the proportion of males among
the African-American and white populations
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in Syracuse. If we calculate the ‘expected” num-
ber of males, based on the proportion of white
males (48 per cent), then there are 712 ‘missing’
African—American men in Syracuse.

As with the missing Egyptian females, the
African—American males in the Syracuse study
may have been undercounted by census takers,
they may have migrated, they may be incarcer-
ated, or they may have died. Recent concerns
have been raised about the under enumeration
of minorities in census counts, so this may
account for a portion of the missing males.
While differential migration of males away
from Syracuse does not seem likely, incarcera-
tion is a possible reason for a portion of the
missing males. The US Bureau of Justice esti-
mates that 28 per cent of African—American
males will enter state or federal prisons in their
lifetimes versus 4.4 per cent of white males
(Gagnon 1998). However, an examination of
the vital records data on 1994-1996 deaths in
Onondaga County (the county in which
Syracuse is located) indicates that not only do
African Americans as a group have much earlier
rates of death than the white population, but
also African—-American males have a much
steeper rate of death, beginning at about age
20, than either white males or females of either
race (Figure 4). From these data it seems evident

that a portion of the
American males have died.

A Health and Human Services report on US
national data found that 42.3 per cent of
African—American deaths before the age of 70
would not have occurred if African Americans
had the same age—sex mortality rates as whites
(Heckler 1985: 70). While a great deal of the
disparity occurred during infancy, a large part
of the excess African—American deaths occurred
during the productive adult years (age 24-64).
Comparing  African—-American males and
females, the report concluded that more males
than females died between the ages of 25 and 44
years, whereas more females than males died
between 45 and 69 years. More than 40 per
cent of the excess African—-American male
deaths was due to homicide and accidents, and
about 20 per cent to infant mortality, followed
by heart disease, cancer, liver cirrhosis, and dia-
betes. A possible contributing factor in the male
deaths is that 23 per cent of African Americans
lack health insurance, compared with 13 per cent
of whites (Martinez and Lillie-Blanton 1996).
Moreover, since Medicaid provides coverage to
low-income women with children, African—
American men are likely to have less health
insurance coverage than African—American
women.

‘missing’  African—
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GENDER-LINKED HEALTH Risks

In many societies worldwide, the enactment of
gender roles, rites of passage, or gendered beha-
vior exposes women and girls to considerable
harm or death. Two examples of gender-linked
health risks will be examined: (1) family and
sexual violence, and (2) female genital mutila-
tion. An important caveat is that males also
experienced gender-linked harm, such as the pri-
mary responsibility to fight in wars. This cause
of male disability and death is sufficiently well
documented elsewhere, however, and is not
addressed in this chapter.

Family and Sexual Violence

Domestic violence is a major cause of women’s
disability and death worldwide. In the United
States approximately two million women are
beaten per year and four to five women are
killed every day by their male partners
(Gagnon 1998). Domestic violence accounts for
more than 40 per cent of female homicides in the
United States. (Sanfilippo and Smith 1998).
Some 16 per cent of adult pregnant women
and 22 per cent of pregnant teens report being
hit during their pregnancies by a male partner.
Among battered women, 25-45 per cent are
abused during their pregnancies (Sanfilippo
and Smith 1998).

Internationally, domestic violence also occurs
at alarming rates. In Canada, a nationwide sur-
vey indicated that 29 per cent of women had
been beaten by a male partner (Heise 1994). In
Costa Rica, half of the 1388 women attending a
primary care clinic, reported being physically
abused (Heise 1994). In Bangkok, Thailand, 50
per cent of married women report regular phy-
sical abuse from their husbands (United Nations
1995a). The United Nations reports that surveys
in Africa, Latin America, and Asia indicate that
more than half of the women interviewed report
having been assaulted by their male partners
(United Nations 1995a).

In certain areas family violence takes cultu-
rally patterned forms. In India, for example,
‘bride burning’ or ‘dowry deaths’ are a signifi-
cant concern (Bumiller 1990). Among many
groups in India a prerequisite for marriage is
that the bride’s family provide her with furnish-
ings, electronic equipment, jewels, and/or cash.
In recent years this dowry has been affected by
inflation and is often quite difficult for families
of daughters to afford. In some cases, the hus-
band’s family’s unhappiness with his bride’s
dowry is the motive behind their dowsing her
with kerosene and setting her ablaze. While the

custom is probably not new, it has come to pub-
lic attention since the 1970s through the social
action of Indian feminists. Because kerosene is a
ubiquitous cooking fuel and fires are common,
these deaths are seriously under reported.
Nevertheless, in 1987 the Indian government
documented 1786 dowry deaths, which was
higher than the death toll due to terrorism in
Punjab that year (Bumiller 1990).

‘Honor killing’ in the Arab world is another
culturally specific type of family violence.
Females whose reputations have been compro-
mised by premarital or extramarital relations,
even if these are only rumored to have occurred,
or by an illegitimate pregnancy, may be killed by
the males of her own family — father, brothers,
cousins, or paternal uncles —to restore the
family’s honor. The Egyptian Ministry of the
Interior reported that nationally there were 775
cases of homicide in 1988, 49 of which were to
‘wipe out shame,” a euphemism for honor killing
(Asharq al-Awsat 1989).

Sexual coercion and rape is a second type of
gender-linked health risk that is predominantly
perpetrated on females. As with domestic vio-
lence, the reported figures are a serious under-
estimate because of the stigma still attached to
being a victim of sexual assault. A five-country
survey (Canada, the United States, Republic of
Korea, New Zealand, and the United Kingdom)
found that between 8 and 15 per cent of female
college students had been raped and between 20
and 27 per cent were victims of attempted rape
(United Nations 1995a). Forced sex is a factor in
STD transmission (Heise 1994) and adolescent
pregnancy (Guttmacher 1994). Scholars at the
Alan Guttmacher Institute found that in the
United States 74 per cent of girls who began
intercourse before age 13 had involuntary sex
(Guttmacher 1994: 28).

Female Genital Mutilation

Female genital mutilation (FGM), or female cir-
cumcision, denotes a set of traditional surgeries,
usually performed in childhood, that remove
part or all of the external genitalia and are con-
ducted primarily on African and some Middle
Eastern and Asian women. Toubia’s (1993)
two-part scheme of classification divides the pro-
cedures into (1) reduction and (2) covering
operations. Reduction operations include partial
or total clitoridectomy, in some cases with exci-
sion of the labia minora. Covering operations
(infibulation and pharonic circumcision) involve
clitoridectomy, excision of the labia minora,
removal of part of the labia majora, and approx-
imation of the wound edges of the remaining
labia majora, which heal to form a sheet of
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skin and scar tissue. The wound edges are held
together while healing by suturing (often with
indigenous thorn sutures) or by binding the girl’s
legs together for up to 40 days (EI Dareer 1982).
In some cases, a small object is placed in the
wound to maintain a small opening for the
flow of urine and menstrual blood (El Dareer
1982). The resulting ‘hood of skin’ covers the
urinary meatus and most of the vagina (Toubia
1993: 10). Depending on the resulting size,
the vaginal opening may need to be widened
after marriage to allow sexual intercourse.
Deinfibulation, or anterior episiotomy, to
release the scar must be performed for child-
birth. Women are then reinfibulated, or resu-
tured, after childbirth.

Traditional female genital surgeries are per-
formed on an estimated 80-114 million women
in 27 Eastern and Western African countries,
parts of Yemen, and scattered groups in India
and Malaysia (Minority Rights Group
International 1992; Toubia 1993: 5). Available
data show that 85 per cent of the procedures
worldwide involve clitoridectomy, while infibu-
lation accounts for about 15 per cent of all pro-
cedures (Toubia 1993: 10).

FGM is often a prerequisite for marriage.
Concerns with virginity, marriageability, and
the husband’s sexual pleasure are also com-
monly stated reasons for performing female cir-
cumcision (EI Dareer 1982; SHDS 1991).
Infibulation provides physical evidence of virgi-
nity, and the diminution of a woman’s sexual
response, caused by removal of clitoris and
labia minora, is valued because it is believed
that she will then be much less likely to act in
a manner that would compromise her family’s
honor. Many rural and poor urban Egyptians
also believe that if a girl is not circumcised her
clitoris will grow long like a penis, and thus
removal of this potentially masculine organ
makes a girl more completely female (Early
1993; Lane and Rubinstein 1996). In areas
where different ethnic groups live in close proxi-
mity, the tradition can be an important marker
of group identity (Gruenbaum 1991). Also com-
mon is the belief that female circumcision is
required by religion (El Dareer 1982; SHDS
1991). In Egypt and Sudan, both Christians
and Muslims (Assaad 1980; SHDS 1991) and
in Ethiopia, the Falashas, a Jewish group, have
all circumcised young girls (Toubia 1993).
Perhaps the most important rationale is that
because it is such an ancient and commonly
practiced tradition, reduced or infibulated geni-
tals are simply considered normal. Indeed, when
villagers in Sudan, Egypt, or Mali have dis-
cussed the custom with female Western research-
ers, they have been shocked to discover that the
female researchers have not themselves been cir-

cumcised (Dettwyler 1994; Gruenbaum 1982;
Lane and Rubinstein 1996).

In a great number of cases, the surgery is per-
formed without anesthesia or sterile instruments.
The immediate direct adverse health effects
include hemorrhaging, shock, infection, pain,
urinary retention, and damage to the urethra
or anus (Toubia 1994). Septicaemia, tetanus,
and urinary infections result, as well as acute
urinary retention due to fear of the pain of uri-
nating through the open wound. The range of
long-term physical complications and health
effects due to the procedures are considerably
more severe with covering operations than with
reduction operations, and include repeated urin-
ary tract infections, urethral or bladder stones,
excessive scar tissue formation, dermoid cysts,
and obstructed labor (Toubia 1994). After infi-
bulation the urinary meatus is covered by the
‘hood” of skin, making urination occur more
slowly, which makes a woman more prone to
urinary tract infection and to the formation of
stones (El Dareer 1982). Among infibulated
women, scaring and the need for an anterior
episiotomy for childbirth and frequently result-
ing tears, fistulae, and chronic pelvic infections,
are likely contributors to infertility and the very
high rates of maternal mortality in Sudan and
Somalia (Toubia 1985). Sexual and psychologi-
cal problems include dyspareunia or painful
intercourse, diminished sexual response, depres-
sion, and anxiety.

Pelvic inflammatory disease from chronic
infection, and blockage of the fallopian tubes
by scar tissue can cause infertility. In a study
conducted in Khartoum Hospital, Rushwan
(1980) found that infibulation is an important
cause of pelvic inflammatory infection in
Northern Sudan. As mentioned earlier, vesico-
vaginal fistulae and recto-vaginal fistulae are
potentially disabling consequences of childbirth
(AbouZahr and Royston 1991; Toubia 1985).
The prolonged obstructed labor from which
these fistulae result can be due to the extensive
scar tissue caused by infibulation.

CONCLUSION

The data in this chapter make it clear that gen-
der influences health status, social roles, cultu-
rally patterned behavior and access to both
nutrition and health care. The biological aspects
of risk are so intertwined with the social, cul-
tural, political, and economic life experiences
that to separate these factors seriously distorts
the analysis.
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It is clear that the widespread gender stratifi-
cation favoring males negatively affects the
health of females in many societies, and on
many levels in society. On a macro/policy level,
allocation of resources for women’s health con-
cerns is influenced not only by cultural assump-
tions about gender, but also by the number of
women in positions of authority. On the family
level in many countries, unequal distribution of
food and resources critically affects the health of
women and girls.

Yet, despite having less access to power, and
despite the disproportionate numbers of women
in poverty, women have lower mortality and
greater longevity than men do in most countries.
A significant cause of the excess male mortality
is risk behavior (reckless driving, substance
abuse, and intentional injury) that is at least in
part a product of male socialization, and a large
cause of female death and disability is male vio-
lence. These findings suggest that policies that
address male risk-taking and violence as a root
cause of many types of poor health outcomes are
warranted.

The cultural aspects of gender combine syner-
gistically with economic disadvantage and
racism to dramatically increase health risks
among some groups. The vast differences in
health status between the citizens of developed
and developing countries result in large measure
from economic disparities. Even in less devel-
oped areas such as Egypt, however, where gen-
der stratification favors male survival, girls and
women from wealthier families are much less
affected. Similarly, among African Americans
in Syracuse, poverty exacerbates the social dis-
advantage in ways that hit hardest on men in
their productive years. Gender concerns must
therefore be assessed in the context of resource
allocation, resource equity, and ethnic and racial
discrimination.
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Critical Perspectives on Health and
Aging

CARROLL L. ESTES AND KAREN W. LINKINS

INTRODUCTION: WHAT IS THE FIELD OF
CriTicAL HEALTH AND AGING?

Critical approaches to health and aging employ
a variety of theoretical perspectives including
political economy, feminist theories, and
humanistic gerontology (Minkler and Estes
1998; Phillipson 1996). These perspectives exam-
ine social issues in ways that challenge dominant
or mainstream thinking, and reveal underlying
ideological justifications of existing structural
arrangements and resource distributions that
affect health and aging. As such, these perspec-
tives are open to multiple and alternative
accounts of social processes, such as current
concerns and debates regarding the aging popu-
lation and the impact this will have on societies
around the world.

As social and health policy interests regarding
the aging of the population have intensified in
Europe and the United States over the last dec-
ade, aging and old age have been constructed
and regarded as a problem of the welfare state.
Thus, much of the policy focus in many coun-
tries has centered on the role of the welfare state
in the financing of care and support for the
elderly. The field of critical health and aging is
concerned with the cause and effect of this policy
focus that reduces the experience of aging in all
societies to a problem of dependency of the
elderly and overlooks other issues associated
with aging. As such, many issues of import
and consequence to research and policy regard-
ing the condition of aging in societies are under-
explored. These issues are at the heart of critical
health and aging, and include the meaning and

lived experience of aging, the heterogeneity of
(differences in race, class, and gender) and
inequalities within the aging population, and
how the state and the economy influence health
and aging.

MaAajorR THEORETICAL PERSPECTIVES
CONSTITUTING THE FIELD

The critical approach is founded on an array of
intellectual traditions, including Marx, Weber,
Gramsci, the Frankfurt School, and more
recently Habermas, state theorists such as Offe
and O’Connor, psychoanalytic perspectives
(Biggs 1997), and the contemporary work of
Giddens. Building on these theoretical seeds,
the field of critical health and aging has co-
alesced over the past decade with work in the
United States and Europe. In general, three
major theoretical areas constitute and inform
the field: political economy, feminist theories,
and humanistic gerontology.

A central and unifying tenet among these
theories is the notion that aging and the prob-
lems faced by the elderly are socially con-
structed and result from societal conceptions
of aging and the aged (Estes 1979a). This pro-
cess occurs at both the macro- and microlevel.
The state and economy can be seen as influen-
cing the experience and condition of aging,
while individuals also actively construct their
worlds through their interactions with their
social worlds and society.
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Political Economy

The political economy approach offers an
important approach to understanding the condi-
tion of health and aging in society. Beginning
with the work of Estes (1979a,b), Guillemard
(1983), Phillipson (1982), and Walker (1981),
these theorists initiated the task of describing
the role of ideology in systems of domination
and marginalization of the aged. The political
economy perspective can be distinguished from
pluralist and other political approaches in that it
gives greater importance to social structures and
social forces other than the government as shap-
ing and reproducing the prevailing power struc-
ture of society. Social policies pertaining to
issues such as income, health, and social service
benefits and entitlements are seen as resulting
from economic, political, and sociocultural pro-
cesses and forces interacting at any given socio-
historical period (Estes et al. 1995). As such,
policy is considered an outcome of the social
struggles, conflicts, and dominant power rela-
tions of the period. Policy represents the struc-
ture and culture of advantage and disadvantage
as reflected in class, race, gender, and age rela-
tions. Concurrently, policy stimulates these
struggles, and as such, social policy is a powerful
determinant of the life chances and conditions of
population groups such as the elderly.

A central assumption of the political economy
perspective is that aging and old age are directly
related to the nature of the society in which they
are situated, and therefore cannot be considered
or analyzed in isolation from other societal
forces and characteristics. The power of the
state, business, and labor, and the role of the
economy, are central concerns. The operating
framework of this approach comprises at least
four conceptual levels that facilitate an under-
standing of the various ideological views and
stakes regarding perspectives on aging and the
structure and organization of health and aging
services: (1) the global level of financial and
industrial capital (e.g., multinational corpora-
tions with financial stakes in health, medical
care, insurance, pharmaceuticals); (2) the activ-
ities of the capitalist state within and among
countries; (3) the level of the ‘aging enterprise’
(Estes 1979a) and the health-care industry; (4)
the public level (McKinlay 1984). Explicitly
recognized in this framework are the structural
influences on the aging experience and the role
of societal institutions and social relations in
understanding how aging and old age are
defined and treated in society. The major prob-
lems facing the elderly, such as dependency, are
understood as socially constructed as a result of
societal conceptions of aging and the aged (Estes
1979b).

Feminist Theories

Another set of theories constituting the critical
approach to health and aging are feminist the-
ories. Feminist theories, which are complemen-
tary and often related to or included in the
political economy perspective, emphasize the
importance of gender by examining the gender
biases in social science research on health and
aging and within social policy. Gender is seen
as an organizing element of social life through-
out the life course that influences and shapes the
experience of aging (Calasanti 1993; Diamond
1992; Estes 1998b; Ginn and Arber 1995) and
the distribution of resources in old age to men
and women.

Feminist approaches to aging offer an impor-
tant angle for addressing differences in the
health and aging experiences of the population,
as well as how social, cultural, and structural
factors influence and shape social conditions
(Calasanti 1993). Gender is a crucial organizing
principle in economic and power relations and
societal institutions. This perspective builds a
more robust picture of the aging population
(which is mainly female) by identifying and chal-
lenging the dominant, male-centered biases in
society (Arber and Ginn 1991; Calasanti 1996).
When integrated into the political economy per-
spective, feminist approaches argue that there
are fundamental, gender-based differences in
the accessibility of material (e.g., income),
health, and caring resources that influence the
aging experience for men and women.

Humanistic Gerontology

Humanistic gerontology adds still another
dimension to critical approaches to health and
aging, especially insofar as it seeks to critique
existing theories and to construct positive mod-
els of aging based on research by historians, ethi-
cists, and other social scientists (Bengtson and
Allen 1993; Cole 1992; Cole et al. 1993). Moody
(1993) identifies several goals for the critical
humanistic perspective in gerontology. These
include: (1) developing theories that emphasize
and reveal the subjective and interpretive dimen-
sions of aging, (2) committing to praxis and
social change, and (3) producing emancipating
knowledge. Consistent with and complementary
to both the political economy and feminist the-
ories, this approach centers on the concepts and
relations of power, social action, and social
meanings as they pertain to aging. Central to
this approach is concern regarding the absence
of meaning in the lives of the elderly, and the
sense of doubt and uncertainty that is thought to
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permeate and influence their day-to-day lives
and social relations (Moody 1992).

Prevailing Gerontological Theories and
Their Limitations

Since its inception in 1945, the field of gerontol-
ogy has evolved into a formal interdisciplinary
science involving biology, clinical medicine,
and the behavioral and social sciences. While
researchers, practitioners, policy makers, and
the lay population agree that aging is a part of
the life course, there is substantial disagreement
among and within these groups regarding the
definition of old age, the perception of what con-
stitutes normal and successful aging, and the
extent and scope of public/private responsibility
in the promotion of ‘successful’ aging. This dis-
parity in perspectives is reflected in the broad
and fragmented body of theory that constitutes
the field of gerontology, where ‘. . . there is no
common thread or tie to a common core of dis-
ciplinary knowledge to unify the field” (Estes et
al. 1991: 50). Another aspect of this fragmented
body of work on aging stems from the larger
social science debate of micro versus macro, in
which the leading theories of aging are seen as
emphasizing either the individual actor or the
structure of society as the primary object of
study. A small group of theoretical strands
attempt to bridge both micro and macro per-
spectives (Bengtson et al. 1997).

Many of the leading theories of aging, espe-
cially those that approach the study of aging
from the perspectives of biology and social psy-
chology, focus on the individual as the primary
unit of analysis. As such, the aging process is
viewed and assessed in terms of the biological
breakdown of the individual, or in terms of the
individual personality and process, and the pre-
sumed concomitant dependency, loss, and requi-
site adjustment to these states of being.

Two examples of aging theories developed by
social psychologists that focus on the individual
are disengagement theory and activity theory.
Disengagement theory (Cumming and Henry
1961) holds that old age is a period in which
the aging person and society engage in mutual
separation (e.g., retirement). The process of dis-
engagement is treated as a natural, biologically
based, and normal part of the life course. This
assertion also fits into the broader functionalist
paradigm that was dominant at the time of its
development insofar as disengagement is pre-
sumed to be ‘functional’ from the standpoints
of both the individual and society. Although dis-
engagement theory is no longer widely accepted
among researchers in aging, its influence is still

apparent in the policy arena (e.g., Social
Security and Medicare) as well as in the retire-
ment policies of corporations. In fact, this the-
ory can be seen as a basis for the trend in
implementing incentives for early retirement evi-
dent in corporations, universities, and public
sector institutions over the past decade.

Activity theory developed in opposition to the
assumptions of disengagement theory, asserting
that people in old age continue the roles and
activities they developed over the course of life,
including maintaining the same needs and values
present at earlier points in their lives. The basic
assumption of this theory is that the more active
people are, the more likely they are to be satis-
fied with their lives. Activity theory stimulated
the development of a whole host of social psy-
chological theories of aging, including continuity
theory (Costa and McCrae 1980) and successful
aging (Abeles et al. 1994; Baltes and Baltes 1990;
Rowe and Kahn 1987). Continuity theory
asserts that aging persons have the tendency
and need to maintain the same personalities,
habits, and perspectives on life that they devel-
oped over their life course. As such, decreases in
activity or social interaction are viewed as
related more to changes in health and physical
function than to an inherent need for a shift in,
or relinquishment of, previous roles.

More recently developed theories of successful
aging expand the basic framework of activity
and continuity theory to three fundamental
components: low probability of disease and dis-
ease-related disability, high cognitive and physi-
cal functional capacity, and active engagement
with life (Rowe and Kahn 1997). Successful
aging is seen as involving more than the absence
of disease and more than the maintenance of
functional capacities. Rather, these two compo-
nents combine and interact with the active
engagement with life.

On the surface, activity theory and its later
derivations promote the eradication of ageist
stereotypes of the elderly and create opportu-
nities for individual empowerment and quality
of life in later years. Nevertheless, these theories
rarely account for the influence of structural fac-
tors on individual outcomes; nor do they exam-
ine or treat race, gender, and class as individual
attributes or social mediators of the aging
experience. In addition, they provide little
insight into understanding the broader (and
unequal) division of labor and allocation of
resources in society. Therefore, policies and pro-
grams developed from these theories frequently
do not account for or address the diversity and
heterogeneity of the aging experience. As such,
these policies and programs do not hold much
promise for remedying social inequalities or pro-
moting social change.
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From the early days of development, a major
focus of inquiry for gerontology concerned not
only the adaptation of aging persons in society,
but also the consideration of health, economic,
and social problems related to aging. With
regard to elders’ health, there has been a strong
emphasis on the biomedical aspects of aging
(Estes and Binney 1989), with early work treat-
ing aging as a disease and the prescription of
medical services as the primary intervention.
Aging, defined and treated largely by physicians
and biologists, was described as decremental,
and both unidirectional (inevitable loss of func-
tion and adaptability) and negative in terms of
outcome.

While the early social and behavioral work
focused on individual aging and the factors in
‘successful aging,’ life satisfaction, adaptation,
disengagement, and adjustment with advancing
years, more recent studies focus on understand-
ing the process of aging from the perspective of
the life course and its relationship to coping,
social support, personal control, self efficacy,
and the behavioral dimensions of aging. This
work acknowledges the malleability and reversi-
bility of various biological and behavioral phe-
nomena previously thought to be inevitable
(Rowe and Kahn 1987, 1998) and increasingly
recognizes the influence of social, behavioral,
and environmental factors in the explanation
of the processes of aging and of health in old
age (House et al. 1990). This work is consistent
with a substantial body of literature affirming
the importance of social, behavioral, and envir-
onmental factors in both individual and popula-
tion health (Adler et al. 1993; Hahn and Kaplan
1985; Navarro 1990; Syme and Berkman 1976).
In particular, the work of Rowe and Kahn and
Bortz and Bortz (1996) suggests a declining sig-
nificance of medical and biological factors in
health with advancing age. Attention to the
interplay of social structures (structural oppor-
tunities in schools, offices, families, commu-
nities, social networks, and society at large)
and structural change in explaining healthy
and successful aging is highlighted by Riley
and Riley (1994, 1998). Other recent work cal-
culates the proportion of health (mortality and
morbidity) that may be accounted for by biolo-
gical in contrast to social, environmental, and
behavioral factors. The latter factors are seen
as carrying the most weight (ranging from 50
per cent or more of the explanations for health
outcomes).

More recently, aging has been viewed from
the life-course perspective, which situates aging
of individuals and cohorts as one phase of the
entire lifetime and is shaped by factors (histor-
ical, social, economic, and environmental) that
occur at earlier ages (Bengtson and Allen 1993;

George 1993). An important contribution of life-
course theory is the commitment to bridging the
macro—micro levels of analysis. Nevertheless,
there is a tendency within this perspective to
focus more on the micro, with an emphasis on
how macrolevel phenomena influence indivi-
duals.

Another macrolevel approach is the age strati-
fication perspective, which analyzes the role and
influence of social structures on the process of
individual aging and the stratification of age in
society (Riley and Riley 1994, 1988). This per-
spective looks at the differential experiences of
age cohorts across time, as well as what Riley
and Riley (1994) call the interdependence of
changes in lives and changes in social structures.
A more recent dimension of this theory is the
concept of structural lag, wherein social struc-
tures (e.g., policies of retirement at age 65) do
not keep pace with changes in population
dynamic and individual lives (such as increasing
life expectancy). One of the major limitations of
the age-stratification approach is its relative
inattention to issues of power and social class
relationships, especially insofar as these factors
influence the social structure and the policies
constituted by it.

Critical perspectives on aging and health
emerged in response to the limitations of tradi-
tional theorizing in aging. Critical analysis of
traditional aging theories reveals how these the-
ories avoid questioning the very social problems
and conditions facing the elderly (Estes 1979a)
and therefore have the tendency to reproduce
rather than change the conditions of the elderly.
At a basic level, theories such as disengagement
and activity can be seen as reinforcing ageist
attitudes about the elderly and legitimating poli-
cies that reinforce dependency at the expense of
empowerment. In addition, the association of
age with disease and inevitable decline can be
reframed such that aging is seen as a social,
rather than a biological process. This alternative
view, which is central to the critical perspective,
reveals that many experiences related to aging
result from socioeconomic conditions and
inequalities experienced over the life course.

In attempting to bridge some of the issues of
concern about many of the aforementioned
aging theories — namely fragmentation and the
macro—micro problem — the critical approach
to aging considers the multilevel relationships
among social structure, social processes, and
the population. Within this frame, the recursive
relationship among levels of analysis are empha-
sized (Giddens 1984), which provides an avenue
for extending and further synthesizing this
micro—macro linkage. As such, issues of aging
are not perceived as beginning with the
individual, the generation, institutions or
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organizations, or society. Instead, all levels are
viewed in terms of mutual dependency, rather
than in opposition.

Although the field of critical approaches to
health and aging has grown over the past dec-
ade, the promise of the field — namely its
incorporation of a variety of disciplinary per-
spectives — also contributes to the difficulty
that the field faces in realizing its potential.
For one, as both Baars (1991) and Phillipson
(1999) note, critical health and aging is a very
broad field concerned primarily with questions
and analyses that fall outside the mainstream of
gerontology and other disciplines in the social
sciences. These questions and analyses range
from understanding the role of the state and
capital in managing the aging process (e.g.,
Estes 1979a, The Aging Enterprise) to questions
regarding the meaning and purpose of aging in
the context of postmodern societies (Cole 1992).

THE CHANGING CONTEXT OF HEALTH AND
AGING

Two major elements of the larger context of
health and aging are the ongoing market-driven
restructuring of the delivery system and changes
in the welfare state.

Delivery System Restructuring,
Privatization, and Devolution

A critical perspective on health and aging
addresses health policy developments in terms
of the changing roles and resources of the state
and corporate enterprise, respectively, with a
particular interest in the consequences for
society and the public’s needs and access to
care and the distribution of inequalities therein.
Attention is also given to the uses of ideology
(e.g., the superiority of the market) in advancing
the interests of dominant economic and political
forces. The critical framework points to power
struggles and social conflicts as central processes
through which resources are distributed that
either maintain the status quo or alter disparities
in health status and health care by race, class,
gender, and age. The medical industrial complex
and the aging enterprise are seen as ‘products’ of
the relations of the state, capital, the sex/gender
system, and the public (Estes 1998b). Simul-
taneously, these entities and the businesses that
comprise them influence, reflect, and benefit
from the definition and treatment of old age
and the aging as a medical-techno rather than
a social problem (Estes 1979a).

Since the 1930s, the federal government has
played an influential role in the development of
health and long-term care through policies sup-
porting an expansion of the federal welfare state,
such as Social Security, Old Age Assistance, the
Hill-Burton statute, the Kerr—Mills program,
Medicare and Medicaid, and other policies and
regulations.

In the United States, the state’s role has been
and continues to be one of complementing and
subsidizing, rather than competing with the pri-
vate sector. The passage of Medicare for the
elderly in 1965 was the first major public health
insurance program for the nation aimed at citi-
zens aged 65 and older. Medicare supported pri-
vate fees for service physician care and hospital
payments based on retrospective billing — both
of which provided incentives for doctors and
hospitals to bill more and often. Barbara and
John Ehrenreich aptly described this as the
beginning of the ‘American Health Empire.’
Furthering the process that began with the pas-
sage of Medicare and Medicaid in 1965, Reagan
Administration policies in the 1980s fueled the
growth in the for-profit service sector and health
care costs (Fuchs 1990). Although 40 per cent of
the cost of US health care is financed by a lar-
gely private sector medical-industrial complex,
the state has limited its own activities in the pub-
lic health and social services arena to those that
maintain and assist the development of the pri-
vate market through limited public financing
programs of health insurance. These programs
are primarily for the aged (Medicare) and the
poor, who cannot afford to pay for private
insurance (Medicaid) (Estes 1991).

State policy also provides opportunities for
private capital through civil law and regulation
by protecting the market and encouraging the
participation of proprietary health entities (e.g.,
the Omnibus Reconciliation Act of 1980),
including more than $30 billion in federal tax
subsidies for the purchase of private health
insurance. Over time, government tax cuts for
business, combined with the promotion of for-
profit medical care, have acted in a contradic-
tory fashion to exacerbate the fiscal problems
of the state (Estes 1991).

Direct attacks on the welfare state, including
Social Security and Medicare, surfaced early in
the 1980s as part of President Reagan’s first term
of office. Subsequently, Reagan, with the sup-
port of a rattled but democratically controlled
Congress, produced both a recession and a
major federal deficit due to increased military
expenditure and deep tax cuts for the wealthy.
The financing of the deficit then generated major
interest payments by the federal government,
which further increased the deficit. In the late
1980s and early 1990s there was grave political
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concern and exhortation over the size of the fed-
eral deficit. President Clinton was elected on the
mantra of ‘It’s the economy stupid’ and the pro-
motion of deficit reduction as a major policy,
which has contributed to intensified power
struggles over the commitments and jurisdiction
of the Federal government. These concerns have
prompted the passage of multiple policies aimed
at (1) reducing the federal deficit, (2) stimulating
market competition and containing costs in the
health-care sector (e.g., legislation promoting
managed care and prospective payment), (3)
transferring a greater cost burden and risks of
out-of-pocket medical payments to patients
(e.g., the 1997 Balanced Budget Amendment
for Medicare), and (4) re-directing responsibility
to the state and local levels (e.g., the 1996
Welfare Reform Act) and the private sector.

Between the time that President Reagan took
office and the present, there has been more than
a threefold increase in US health expenditure,
which now exceeds one trillion dollars annually.
The Reagan administration created a watershed
in promoting state policies that would increase
market involvement in medical care, accompa-
nied by ideologically laden rhetoric extolling the
superiority of the market and excoriating the
inferiority of government. As a result, a series
of developments over the past two decades
have converged to shape and transform the
health and long-term care industries in the
United States (Estes 1986; Estes et al. 1984
1993; Relman 1980; Starr 1982).

The magnitude and profundity of this restruc-
turing have been described as the medical
equivalent of the industrial revolution, in
which health-care entities moved from small
entrepreneurial operations to large, powerful,
and increasingly concentrated capital enter-
prises. Three key characteristics of these changes
are: (1) the overpowering strength of the ideol-
ogy of the market, (2) the expansion and near-
domination (in influence if not dollars) of pro-
prietary organizations into every aspect of
health care, and (3) an increasingly contested
but continuing role of government as a major
revenue source supporting the growth of the
medical industrial complex and as a payer of
care for the elderly, the disabled, and the poor.
While the roles of federal and state governments
in the health-care system are challenged, there
has been a shift away from the federal govern-
ment and an increase in the responsibility and
discretion given to the states. Such a shift is par-
ticularly consequential for the elderly, given that
the federal-state Medicaid program is the largest
public funding source for long-term care for the
elderly.

Beginning with the passage of the 1983
Medicare Prospective Payment System (PPS),

which gives hospitals financial incentives to dis-
charge patients earlier, and the dramatic reduc-
tions in hospital lengths of stay (LOS), the sector
of postacute and ambulatory care services
increasingly assumed an important role in the
health-care delivery system (Estes 1986, 1988;
Estes and Binney 1988; Estes et al. 1993). For
the elderly who have been discharged from hos-
pitals ‘quicker and sicker’ (with millions of days
of the caregiver time formerly provided via hos-
pital care transferred to the home and commu-
nity), the demand for skilled nursing and home
health care increased (Heinz 1986). New forms
of care emerged, such as hospitals branching
into home health services, inpatient posthospital
services, and hospice and hospital swing beds
(Guterman et al. 1988). Access to nursing
home care became more limited as the illness
acuity levels of patients discharged earlier from
hospitals increased, thus requiring more com-
plex treatment from highly trained health-care
professionals (Hing 1987; Shaughnessy et al.
1990). In addition, regulatory policies, such as
the 1987 Omnibus Budget Reconciliation Act
(OBRA), introduced a number of changes to
organizations that provide community-based
long-term care (CBLTC). These include new
training and reporting requirements, more strict
reimbursement standards, and other forms of
oversight and utilization review.

One significant change that occurred during
the Reagan administration was the initiation of
what has become a sustained attack on the non-
profit sector in health (Estes and Alford 1990).
President Reagan’s approach reversed the prior
state policy (in effect from the mid-1960s to the
1980s) in which preference had been given to
nonprofit health and social service agencies as
President Johnson intentionally supported the
development of the nonprofit service sector.
The attack on nonprofits occurred through the
deregulation and encouragement, as well as the
direct financing, of for-profit providers of med-
ical care and social services. In this way, state
policy under Reagan clearly augmented and
stimulated market investment opportunities for
private capital in areas that had been tradition-
ally the domain of nonprofit health entities
(Marmor et al. 1987). The medical market has
advanced in areas that promised the greatest
likelihood of profit (e.g., managed care, hospital,
and home health services).

With all of the state financing and the high
and growing government and private sector
costs for health care, there has been (1) a deep-
ening of divisions in the de facto rationing sys-
tem of US health care based on ability to pay
(Darling 1986), and (2) a largely unchecked rise
in federal health-care costs (Estes et al. 1995:
354; Reinhardt 1988). Beginning in the early
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1980s and continuing to the present, the state
intensified funding constraints for social and
community care services, which was of great
concern to the elderly (Abramson and
Salomon 1986; Estes and Linkins 1997;
Salomon 1987). These services are among the
most needed by the elderly because they are
not funded by Medicare and are provided lar-
gely in nonprofit service organizations that have
had a high degree of dependency on government
funding. These social and supportive services
experienced the most severe cuts by the
Reagan administration (and are underdeveloped
today). Also, these services tend to be less attrac-
tive for business investment because there is less
certainty of profitability due to the bias in reim-
bursements in favor of medical and skilled care
and against the social and supportive services
needed for the chronically ill and for the elderly.
Additional impediments to for-profit invest-
ments in social services concern their relative
labor intensity, lower technological content,
and their unpredictability in terms of demand
and scope (Estes 1986; Estes et al. 1993).

All of the government’s promotion of market
forces and competition from the 1980s to the
present has failed to realize either the goal of
containing the rising costs of health and long-
term care services or the goal of increasing
access to care. Based on research by
Himmelstein, Woolhandler, and Carrasquillo,
the nation’s uninsured exceeded one in six, or
43.2 million in 1997 (PCHRG 1998: 11-12),
while an even higher number of Americans are
underinsured for health care. The failure of
President Clinton’s national health insurance
reform efforts shifted the initiative for health
policy reform to the discretion (and direction)
of the market. The resulting structural changes
have further accelerated the privatization and
rationalization (Weber 1946) of medical care
through the growth of large, complex, multi-
facility systems (Fennell and Alexander 1993;
Shortell et al. 1990). State tax subsidies, the
lure of high profit margins, and state policies
to promote competitive bidding practices have
continued to encourage and stimulate propri-
etary sector involvement of ever larger and
more complex organizational health-care enti-
ties, conglomerates, and subsidiaries that may
have few community ties. The continuing
consolidations, mergers, and conversions of
nonprofit health entities to for-profits have
greatly strengthened and emboldened the hand
of the insurance and managed care industries
(Bergthold et al. 1990; Berliner 1987; Estes et
al. 1993) Institute of Medicine 1986; Light
1986; Salomon 1987).

Regarding public financing of health care,
compared with other developed countries, the

United States spends significantly more on
health care in absolute dollars and as a percen-
tage of gross domestic product (approximately
14 per cent of the GDP in 1998, which is two to
three times the expenditure of other comparable
nations). Yet the United States remains the only
Western industrialized nation without national
health insurance. Historically, US health costs
rise well above general inflation. In terms of
health care for the elderly, the United States
lags behind other Western industrial nations in
the provision of long-term care.

Medicare

Medicare, the US program of health insurance
for the elderly, covers nearly all nonworking per-
sons over age 65. Although Medicare is a pro-
gram primarily for the elderly, 13 per cent of its
beneficiaries are younger than 65 and disabled;
300000 are covered for kidney dialysis. In 1994,
Medicare represented 12 per cent of the federal
budget, with growth projections to 16 per cent
by 2002 (Feder 1995/1996). In 1996, Medicare
spent about $169 billion for elderly beneficiaries,
or $4875 per elderly person. By 1998, Medicare
expenditures exceeded $217 billion ($5600 per
person). In the early years of the program,
Medicare represented 11 per cent of total
health-care expenditure. By 1993 and continuing
to the present, Medicare has accounted for
about 20 per cent of total health-care expendi-
ture (Davis and Burner 1995; Kaiser Family
Foundation 1998). In 1998, Medicare accounted
for 2.6 per cent of the economy, and it is
expected to more than double to 5.9 per cent
in 2030. The Medicare Trust Fund faces a short-
fall in the next decade, which is being addressed
by 1997 legislation that promotes HMOs and
increases the costs of care to beneficiaries. In
addition, a federal Medicare commission is
debating options that are expected to augment
elements of privatization and rationalization of
the Medicare program for the elderly through
additional means of market stimulation and pro-
posals to privatize Medicare through vouchers
and/or medical savings accounts.

Medicare barely covers half of the total
health-care expenditures incurred by people
over age 65. The bulk of Medicare payments
(79 per cent of 1998 benefit payments) are for
hospital (inpatient and outpatient), physician,
and managed care costs (CBO in Kaiser
Family Foundation 1998: 4). The most signifi-
cant exclusions from Medicare coverage are
long-term care and prescription drug coverage
(44 per cent and 18 per cent of out-of-pocket
costs, respectively).
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Medicaid

For two distinct groups of elders that comprise
about 15 per cent of the total Medicare popu-
lation (Kaiser Family Foundation 1998),
Medicaid augments Medicare coverage. The
first group includes the below-poverty-level
elderly. The second group includes elders who
‘spend down’ to Medicaid eligibility later in
life, typically as a result of expenditure on med-
ical and long-term care services not covered by
Medicare. Some of these services include custo-
dial nursing home care, prescription medica-
tions, and nonskilled home health services.
Medicaid typically covers a wide range of uncov-
ered services for both groups of eligible elderly.
Medicaid’s most important coverage for the
elderly is nursing home coverage.

Privatization and Devolution

Two social processes are strongly linked with
struggles over labor and the economic fortunes
of increasingly large (now global) capital enter-
prises. During the 1970s and 1980s, the United
States was joined by other industrial societies in
pursuing policies to promote the sale of public
goods at an escalating rate (Esping-Andersen
1996). Privatization, or the administrative trans-
fer of public goods and services to the private
sector, became an acceptable approach for gov-
ernments to fend off fiscal crises and to delegate
down (devolve) or even outright to divest their
responsibilities to their citizenry (Estes and
Linkins 1997).

The process of privatization in health and
long-term care is the subject of a great deal of
debate and controversy, and raises major ques-
tions about the proper role of government and
the existence of citizenship rights and entitle-
ments. Nevertheless, there is limited empirical
data about the human and social costs and con-
sequences of the multiple ways in which govern-
ments are privatizing health services.

A number of scholars working from the criti-
cal perspective view privatization in terms of a
new form of class war (Piven and Cloward
1997), where privatization and globalization
are both seen more as ideological weapons in
the struggle of workers and citizens against big
business, rather than as economic requisites.
Privatization is not seen as an inevitable
response to the fiscal crisis of the state, nor
does it inevitably stem from some conspiracy
to roll back the welfare state. Instead ‘health
services privatization depends on the specific
nature of conflict among the state, the private
sector, health care consumers, and capital’
(Scarpaci 1989: 2).

Current interest in privatization intersects
with a climate increasingly disposed toward
market solutions and devolution. The dominant
and deep-seated view in the United States is that
the market and business sectors can administer
programs more efficiently than politicians and
bureaucrats. Public opinion polls indicate that
the public believes the market system is fairer
than the political system. ‘“They prefer the mar-
ket’s criteria of earned desserts to the polity’s
criteria of equality and need, and believe that
market procedures are more fair than political
procedures’ (Lane 1986: 386).

The market-generated discourse of cost-effec-
tiveness, downsizing and rightsizing, and fiscal
restraint now permeate the government and vir-
tually all elements of the welfare state, health
care, and even the social services. However, the
application of these principles in welfare state
and health and social service activities reveals
the contradictions of capitalism with regard to
how two value structures conflict or blend
together — the market forces of postindustrial
capitalism and the more socialistic traditions of
industrial capitalism (Nelson 1995). Although
the welfare state is currently incurring formid-
able attacks, it is unlikely that it will be elim-
inated entirely (O’Connor 1973; Piven and
Cloward 1997). ‘Health, welfare, education,
security — these are considered to be “‘rights”
and are not easily dismissed’ (Nelson 1995: 137).

What is emerging through the processes of
privatization is an altered form of the welfare
state in which the context is shifted from the
public sector to a sector coordinating public—
private linkages. The private sector, including a
gigantic trillion-dollar medical industrial com-
plex, represents major stakeholders in this emer-
ging new form. Social welfare expenditure,
broadly defined with Social Security included,
are relatively large expenditures at all levels of
government. Privatization breaks the constraints
on the use of public resources and puts them to
multiple ends: to provide welfare and secure
profits (Nelson 1995). The fundamental prin-
ciple driving the development of the welfare
state was for economic development to feed
social development and, in so doing, to minimize
inequality. Privatization is an example of an eco-
nomic development strategy that potentially
escalates inequality, as has occurred in the
United States. The altered resources associated
with privatization result in a new principle of
economic growth.

For the elderly, a fundamental question is
whether privatization will lower (or increase)
costs (and efficiency) in health care and long-
term care in accord with the prevailing rationale
undergirding the drive toward more privatiza-
tion. The high costs associated with health and
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long-term care reflect the pluralistic financing,
complexity, and fragmentation of these domains
of service delivery. The political and economic
stakes render cost-cutting procedures difficult.
From a pluralistic perspective, the costs associ-
ated with health and long-term care stem less
from the inefficiencies and lack of competitive-
ness of government than from (1) expenses as-
sociated with health-care professionals, (2) the
difficulty and extensive use of diagnosis for pro-
blem evaluation, (3) costly technology at the
edge of innovation, and (4) the growth of care
needs associated with the aging population.
There is little evidence that for-profit institutions
and mechanisms will lead to lower costs as-
sociated with the delivery of health care and
long-term care. Instead, as Brad Gray asserts:

Studies of hospitals provide no evidence to support
the common belief that investor-owned organiza-
tions are less costly or more efficient than are not-
for-profit organizations . . . [Available] studies that
have controlled for many confounding factors
including distinguishing investor-owned from inde-
pendent proprietary hospitals show the opposite to
be true. (Gray 1994: 1525)

From a critical perspective, the rising costs
associated with health and long-term care are
attributed primarily to the waste and excess
resources squandered in the drive for profits,
the costs of marketing, and the extraordinary
costs of administration and regulation of the
highly varied corporate activities and entities.
Such entities continually seek to avoid the risks
of a sick population and to dump those who
cannot be profitably treated on the state or the
nonprofit sector. The fact that the United States
continues to pursue its current course, in view of
very high costs (which are variously estimated at
40 per cent or more of the health-care dollars
spent), signals the power of corporations in
health (Navarro 1993), particularly when con-
trasted with the consistent positive evidence
that the alternative publicly administered single-
payer system has higher administrative effi-
ciency and lower cost (Himmelstein and
Woolhandler 1992). An additional and very
high price is the inability of the current US
health-care system to provide health insurance
coverage for more than 43 million persons.
Vicente Navarro notes:

... the popular demand for allocating health care
resources according to need has always conflicted
with the capital logic of putting profits first and
people’s needs second. Every inch of human space
in the capitalist order has been won after enormous
struggle carried out by working people against the
powerful and rich. (Navarro 1993: 98)

The Welfare State and Aging: A Critical
Perspective

According to Gosta Esping-Andersen (1996: 27),
the ‘welfare state has been a mechanism of
attaining the goals of social integration, the era-
dication of class differences, and nation building
including solidarity and citizenship.” From the
late 1970s to the present, the politics of aging
have been fought in the political context of ‘cri-
sis’ (Estes 1979a). Esping-Andersen (1996) con-
firms that the phenomenon of demographic
aging is part of the present welfare state debate.
He identifies three categories of contemporary
theorizing about the welfare state ‘crisis’ in
which scholars alternatively attribute the prob-
lems of the welfare state to (1) distortions of the
market, (2) the cataclysmic effects of population
aging, or (3) the consequences of the new global
economy, which is punishing governments that
spend and those that are not economically com-
petitive.

Indeed, the social construction of, and the
political uses of, crisis definitions have been —
and remain — central to the struggles over social
policy for the aging (Estes 1991). Today the ques-
tion is whether it is possible for the United States
to continue to afford to support such bedrock
social programs for the elderly as Social
Security and Medicare. Beginning with the
Reagan administration, increasing attention has
been given to the elderly as the source of
problems in larger US society and the economy,
particularly in creating the necessity for great
‘tradeoffs’ for the society. Actual and projected
demographic changes associated with population
aging have been ballyhooed as a major crisis. The
elderly have been widely and negatively por-
trayed by the media as ‘greedy geezers’ getting
rich at the expense of their children. The media
is also reporting that US welfare policy will have
to be changed due to the inability of the nation to
afford the growing number of elders as the baby
boomers reach age 65 and older.

The construction of population aging as a cri-
sis reflects ideological dimensions of the larger
sociopolitical struggle in US society (Estes 1979a
1996), which is of particular import for older
women, people of color, and those who earn
low incomes. The concept of the ‘demographic
imperative’ is a rallying point for those who
argue that the elderly are living too long, con-
suming too many societal resources, and rob-
bing the young, which is an argument used to
justify rollbacks of state benefits for the aged. It
is an inescapable fact that the majority of these
elders are female, and the majority who are most
dependent upon the welfare state are female, low
income, and members of racial and ethnic min-
ority groups.
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Some of the most persuasive critical
approaches to understanding national health
policy have focused on social class and the status
cleavages that have split the power of workers
by ‘granting . . . different levels of benefits to
different types of workers and the use of
means tests [by which] the capitalist class sought
to break working-class solidarity’ (Navarro
1993: 86). For health policy, Navarro’s point
would be the crucial import of retaining univer-
sality of coverage and provision as contained
in the social insurance principles underlying
US retirement (Social Security) and health
(Medicare) programs for the aging. Navarro
(1993: 86-87) identifies eight conditions on
which working-class power depends, including
degree and type of unionization, unity of the
labor movement, links between labor and poli-
tical parties, alliances with other classes, and the
unity of the capitalist class.

Welfare state theories seek to explain the pat-
terns of social provision adopted by different
nations. Research attends to the relations of
the state, corporate interests, and labor in pro-
ducing different types of welfare state programs
(Esping-Andersen 1996). Work on the state and
the life course focuses on the ‘impact of the state
on the structuring of the life course’ (Mayer and
Schoepfin 1989), highlighting ‘overarching and
integrative mechanisms for institutionalizing
the life course’ including old age, childhood,
public employment, education, military service,
and wars. Applied to aging, welfare state the-
ories have acknowledged the importance of
both the demographic aging and social class
(particularly the strength of labor) in producing
more rather than less generous welfare state pro-
grams (e.g., Social Security for the elderly)
(Pampel 1994; Street and Quadagno 1993).
These theories have been successfully used to
illuminate the varying health and welfare spend-
ing patterns for the elderly in different nations.
Particularly important developments for under-
standing the welfare state and aging are in the
incorporation of gender into theories of state—
market relations. Two additional dimensions are
proposed to capture the effects of state social
provision on gender relations: access to paid
work and capacity to form and maintain an
autonomous household (Orloff 1993: 303).

MaAJoR IsSUES RAISED BY A CRITICAL
PERSPECTIVE

A critical perspective on health and aging draws
attention to the importance of social inequality
and gender in understanding the life chances and

life experience of older persons. Key individual
and structurally linked attributes that explain
the experience of aging are one’s social location
according to race, ethnicity, social class, and
gender.

Social Inequality, Health, and Aging

Over the life course, a variety of social and eco-
nomic factors interact to shape the trajectory of
disease development, treatment, and health out-
comes. The critical approach to health and aging
considers social class, broadly defined to include
wealth, status, and power, as one of the most
significant factors influencing the experience of
aging in all societies. The inequality of wealth,
status, and power evident between racial and
gender groups has an impact of health status,
and in old age this effect is seen as an issue of
accumulated advantage or disadvantage experi-
enced over the life course. Crystal and Waehrer
(1996) show that inequalities among groups
depend upon and intensify with age. These and
other findings (Burkhauser and Smeeding 1994)
highlight the ineffectiveness of state policy
in compensating for the discrimination (e.g.,
wage) and disadvantage that one may experience
earlier in the life course. Retirement income
from all sources is appreciably less for older
women than older men (averaging 75 per cent
or less the retirement income of men, see
Hartman 1998), while nearly three-quarters of
the elderly below the poverty level are women.
Women are much more dependent on Social
Security for their subsistence than are men.
Half of older unmarried women rely on Social
Security for 80 per cent or more of their income,
while one-fifth (20 per cent) of all women rely on
it for 90 per cent or more of their income. Fifty-
five per cent of women aged 75 and older and 45
per cent of those 65-74 years old are below the
poverty line (Stone and Griffith 1998).

The concept and measurement of social class
has been addressed and measured in a variety of
ways. A frequently used proxy for social class is
socioeconomic status (SES), which is widely
recognized as a strong predictor of morbidity
and premature mortality, and a linear mortality
gradient has been demonstrated at all socioeco-
nomic levels with a variety of diseases (Adler et
al. 1993). Recent research demonstrates that
SES, measured in terms of education or income,
is a major predictor of health status because
persons with lower SES are at greater risk of
exposure to a range of psychosocial risk factors
to health, primarily in middle and early old age
(House et al. 1994).

With regard to race and health status, data
consistently show the African—American elderly



164 Handbook of Social Studies in Health and Medicine

to be disadvantaged compared with whites in life
expectancy, chronic illness rates, and levels of
disability. While the health disparity between
blacks and whites declines with advancing age
on some health indicators, including mortality
rates, African-American elderly as a group are
less healthy and more disabled than white
elderly. Some suggest that the health gap
between white and black elderly will widen due
to increased rates of diabetes and hypertension
(Wallace et al. 1998: 331). Older African—
Americans and Latinos have two to three times
the poverty rate of white elderly, and many do
not have health insurance. Thus, access to care is
a serious problem to many minority elders.
Because minority elderly are ‘projected to com-
prise over one-third of all persons age sixty-five
and older’ (Wallace et al. 1998: 331) in 2050,
racial disparities in health status and access to
care will be a serious concern. Although it is
often assumed that access to health care is a
major determinant of health status, interna-
tional comparative research on SES and health
reveals that correction of data for access to
health care (e.g., through the availability of uni-
versal health insurance) does not eliminate SES
as a risk factor (Adler et al. 1993). Therefore,
social and environmental factors have persistent
and direct effects on health outcomes and on the
health status and life expectancy of elderly indi-
viduals.

Differences and disparities in life expectancy
by race and gender offer another window into
the issue of inequality in health and aging.
Overall, elders of color experience more health
problems than whites because of problems
accessing adequate medical care, high poverty
rates, and relatively low participation rates in
Social Security. These factors contribute to mor-
bidity and mortality differences across popula-
tions. For example, research shows that the most
important factor contributing to the widening
gap in life expectancy between whites and
African—Americans is the slower decline in
heart disease mortality experienced in the
African—American population in recent decades
(American Health Line 1998; Papas 1994).

In the United States, population trends reveal
a ‘female advantage’ in terms of overall life
expectancy; however, this trend is offset by the
disability rates occurring among older women.
Women at age 65 can expect to live approxi-
mately 10 years free of disability and 7 years
with disability. In contrast, older men can expect
to live 8 disability-free years and 7 years with
disability. Therefore, the proportion of disabil-
ity-free remaining years at age 65 is greater for
men, while the absolute number of years of life is
less than that for women. Women are also much
more likely to be the primary long-term care-

givers, to live alone, and to need caregiving
assistance themselves.

Inequality related to social class, gender, race,
and ethnicity also tend to be related to and rein-
force each other, creating a situation that many
call double or multiple jeopardy (Bengtson and
Dowd 1980-81; Dressel et al. 1998; Minkler and
Stone 1985).

Gender, Health, and Aging

Based on demographics alone, with older
women outliving and outnumbering older men
3 to 2 (and with the gap growing larger with
advancing age), aging is appropriately defined
as a gender issue. In important respects, aging
is a women’s issue. Corroborating this view, Dr
Robert Butler, former director of the National
Institute on Aging (NIA), recently described the
US health programs for the elderly, Medicare
and Medicaid, as ‘women’s programs’ for the
very old (Butler 1996).

Gender dependence on the state and the con-
sequences of state policy for older persons in
general, and older women in particular, are
essential elements of a critical analysis of public
policy and health and aging (Estes 1998a). A
pivotal element in the critical analysis of health
and aging from a gender perspective is an exam-
ination of the ‘interlocking systems of oppres-
sion’ and inequality (Collins 1990) that are
contained within, and result from, the social
relations of gender, social class, and racial and
ethnic status. Social class, race, and gender are
directly related to the health resources (e.g.,
Medicare policy, private insurance, and access)
upon which older men and women may draw
through systems of public and private sector
provision. There is an important life-course
dimension to these intertwined systems of
inequality and oppression (gender, race and
class), resulting in multiple and triple jeopardies
in old age. Feminist analysis, race, and class
must not simply be used in an ‘add and stir’
approach, but one that recognizes the com-
pounding and interacting effects of the relative
disadvantages and advantages of these three
attributes of stratification (Dressel et al. 1998).

Women and Health Insurance over the Life
Course

Public and private sector policy discriminates
against women in terms of health insurance. It
also rewards the traditional nuclear family in
which married women do not live alone and
economically depend on a working male spouse.
This is in spite of societal trends of increasing
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divorce, single motherhood, and attenuated
work careers.

Mature women are more likely to be insured
as wives than as workers, but that safety net is
only available to married women. Unmarried
women are 2 to 3 times as likely to be uninsured
or to rely on public programs such as Medicaid,
and because they are significantly less likely to
be married to a covered worker, black women
are 2 to 3 times more likely to be uninsured or to
rely on public programs. Given rising instability
in both employment and marital status across
the life course, stable health insurance coverage
can only be attained by universal rather than
employment-based or family-based schemes
(Meyer 1990: 553). Women comprise a signifi-
cant proportion (18 per cent) of the ‘near elderly’
(those aged 55-64) who are not insured for
health care.

Women, Social Policy, Health, and Aging

Analysis of the role of the state in social provi-
sion for the aging, issues of gender dependence
on the state, and the consequences of state
action are significant elements of the study of
the political economy of aging. A feminist criti-
cal perspective seeks to understand how state
policy actually ‘constructs’ the experience of
older women, including their economic status
and/or dependency (e.g., through Social
Security policy) (Estes 1979a). In the United
States, both health and retirement policy contri-
bute to the dependency of older persons and
women. Older women’s dependency is produced
as a result of women’s roles in the family, the
labor market, and the state (Estes et al. 1984).
Multiple sources of older women’s dependency
include:

e wage inequality and sex discrimination that
exists throughout the life course, with cumu-
lated results in old age;

e Social Security policy predicated on the tra-
ditional nuclear family and a wife’s depen-
dency on her husband for economic security;

e women'’s informal caregiving labor that is not
compensated or counted toward retirement
income credits;

e age discrimination in employment and early
retirement necessitated by caregiving work;

e health policy (e.g., the provision of private
health insurance through employment) and
retirement policy (e.g., Social Security) that
rewards married women and penalizes
unmarried women;

e the projected cumulative negative economic
effects for women over the life course of the
1996 Welfare Reform for single mothers.

Women, the State, and Long-Term Care

The treatment of older women by state policies
is particularly important because women are
more dependent on the welfare state than are
men (Butler 1996; Estes 1998b). Older women
are particularly vulnerable as a result of the
absence of government financing for long-term
care.

e Medicare (the nation’s universal elder health
policy) does not cover long-term care (LTC),
necessitating women to provide these ser-
vices, largely without assistance.

e Reimbursement incentives through public
policy (e.g., Medicare) have widened the
gap between medical and social services.
Acute care services are paid for under
Medicare, while long-term chronic care ser-
vices are not. This is one form of the ‘medi-
calization’ of aging (Estes and Binney 1989),
with negative social and financial cost shifts
to older women.

e The effects of the government’s refusal to
adopt a publicly financed universal LTC pol-
icy are borne unequally by gender. As the
majority of care providers, women do most
of the LTC work, and they are also more
likely to outlive anyone to care for them
(thus, to need formal LTC assistance).
Women are more likely than men to have
to ‘spend down’ all of their resources to pov-
erty in order to qualify for public assistance
for nursing home care through Medicaid.

e A higher number of risk factors for both
health and economic insecurity exist for
older women than for men (e.g., living
alone, chronic illness, low income). Also a
higher proportion of income is required for
older women to pay for LTC services.

e Devolution and increased state responsibility
place long-term care policy (and the women
who need it) at the effect of 50 state gover-
nors and legislatures, which are increasingly
conservative (more than 30 with Republican
governors). The result is the continuation and
deepening of a fragmented and unequal pol-
icy for similar women across different states.

Arguments against a universal long-term care
policy reside in the unfounded contention that it
would encourage the abdication of family (i.e.,
women’s) responsibility for providing care to the
aging and cost the state. The debate is whether
the public provision of social services will dimin-
ish private care services by family members
(Sharlach and Kaye 1997). Such reasoning legit-
imates the state’s refusal to either provide or pay
for long-term care beyond that for the poor
under Medicaid. Thus, the state reinforces the
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ideology that such care is, and must continue to
be, the responsibility of women and their ‘free’
labor.

A reasonable question is whether the continu-
ing denial of responsibility for long-term care by
government, with the support of business, is
attributable to the unnamed gender content of
aging — female.

CRiITICAL HEALTH AND AGING: THREE
DEBATES

Two basic organizing principles on which public
(state) policy may be based are (1) citizenship
and entitlement, and (2) the market. The first
principle accords formal recognition in the
national community of social rights of citizen-
ship, while the second principle recognizes indi-
vidual responsibility and the rights of private
property. They refer, respectively, to citizen-
based or state-based rights versus class-based
or property-based rights. A key question con-
cerns the basic organizing principle for a society
and state policy and how it affects age relations,
and within these, class, race, and gender rela-
tions.

As we approach the new millennium, macro-
or policy-level issues surrounding the topic of
health and aging command attention not only
of scholars but also of the media, the public,
and policy makers. It is a time of hotly debated
controversies that are both highly politicized
and polemic. Three significant examples are:
(1) the challenge to entitlements and the poten-
tial privatization of Social Security and
Medicare; (2) the debate surrounding long-
term care policy as a universal program versus
one provided through commercial private in-
surance; (3) the pros and cons of Medicare
managed care for the elderly.

Understood from a critical perspective, each
of these issues involves enormous economic and
political stakes, with struggles over profits and
control of financial resources and the organiza-
tion and delivery of medical care in the private
sector that have profound consequences for the
elderly and their health and well-being. To the
extent that steps toward privatization and the
curtailment of public programs are realized,
the consequences will be most severe for those
who are least powerful in society and most eco-
nomically vulnerable. The media emphasis on
the viability of (and preference for) the privati-
zation of entitlements reflects the strength of the
market ideology and the reality of the threat of
transforming social policy from a communal
and universal basis to a class basis that is sim-

ultaneously gender- and race-biased. Similar
stratified and deleterious consequences are as-
sociated with commercial health insurance
for long-term care in licu of a public plan.

The Challenge to Citizen Entitlements:
Privatizing Social Security and Medicare

Social policy debate concerning the elderly has,
for almost two decades, been permeated by the
rhetoric of crisis and increasing attacks on the
entitlement and social insurance programs that
are the backbone of support for older persons in
the United States. These social struggles are pro-
foundly important in health policy and in the
provision of health care to the elderly.

The ‘model of citizenship entitlements,” in
which ‘benefits accrue to individuals indepen-
dently of need or labor force participation’
(Myles 1996: 126) is rare in the United States,
but the near-universal coverage of Medicare for
those over age 65 (regardless of need or labor
market contributions) and to a lesser extent
Social Security retirement programs, reflect
such a principle.

The late 1990s are characterized by an increas-
ingly divisive contest between corporate and
conservative political forces aimed at privatiz-
ation and those moderates and citizen activists
seeking to preserve the existing entitlement-
based provisions under Medicare and Social
Security.

The privatization of Medicare could be
accomplished through the replacement of this
federal insurance program with private commer-
cial health insurance. Capitated managed care
plans will effectively eradicate the defined bene-

fits of the current Medicare system and replace

them with defined contributions and tax subsidies
that encourage the purchase of private plans.
This would shift the financial risk from the
Medicare program to individual elders.
Included among privatization strategies are poli-
cies to promote private savings to pay for the
costs of medical care through medical retirement
accounts (MRAs) and vouchers for the purchase
of medical care insurance.

The means testing of Medicare is another
means of eliminating the universal entitlement
to the program, while simultaneously eliminat-
ing the universal broad base across all social
strata of public support for the program. With
means testing, Medicare would become a poor
people’s welfare program (and with all the liabil-
ities of diminished public support of welfare pro-
grams). The large majority of elders whose
incomes exceed Medicare means-tested eligibility
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levels would be forced to purchase private insur-
ance to cover their medical care.

From a critical perspective, pressures for the
privatization of health care for the elderly inhere
in the private profits to be made and the cor-
porate control that can be imposed via such pol-
icy change. Privatization proponents argue that
the rising costs of health care and the Medicare
program mean that government (i.e., taxpayers)
cannot afford it with the demographic expansion
of the aging. Further, the market ideology holds
that the private insurance market is more effi-
cient. Opponents of privatization contend that
privatizing Medicare does not address the fac-
tors that increase the costs of medical care (the
fragmented, highly inefficient, and expensive
for-profit system that promotes provider- and
technology-induced cost increases and service
demand). In addition, policies of privatization
are class-based policies that disadvantage the
already vulnerable (women, minorities, the
poor and near poor, and the oldest old).

Commercial Private Insurance versus
Universal Public Insurance for Long-Term
Care

Given the state’s reluctance to pay for long-term
care (LTC) costs under Medicare and its existing
and limited LTC coverage, the primary public
coverage for LTC is available under Medicaid
only for those who are poor or near poor
(depending on the state in which a person
lives). Advocates for commercial private LTC
insurance argue that public insurance is too
costly and that LTC should be insured privately,
with some subsidy by the government.
Opponents of private insurance for LTC argue
that only a small percentage of the elderly are
ever likely to be able to afford private LTC
insurance (10-20 per cent), and that lower cost
LTC insurance products do not provide enough
benefits or inflation protection to make them
attractive even to those who could afford them
(Estes and Bodenheimer 1994; Wiener 1997).

With the limited ability of most elders to
afford private insurance and the design of LTC
insurance policies themselves, less than 10 per
cent of the costs of LTC will ever be covered
(or saved) by private insurance. Private LTC
insurance will still leave the major financing
responsibility of paying for LTC to the indivi-
dual and to the government for those who
‘spend down’ to the poverty level and have
Medicaid eligibility for LTC. Wiener (1997)
notes that,

virtually no one argues that the sick or . . . termin-
ally ill should use all of their income and assets to

pay for hospital or physician care, yet doing so is
routine in long term care. (Wiener 1997: 51)

Universal health care advocates contend that
the public financing of LTC is a reasonable
extension of the already universal Medicare pro-
gram. Such a

social insurance approach explicitly recognizes LTC
as a normal risk of growing old. There is no cogent
reason why LTC should be financed primarily
through a welfare program [Medicaid], whereas
acute care and income support for the elderly are
financed through the non-means-tested programs
of Medicare and Social Security. (Wiener 1997: 54)

Universal social insurance programs have the
political advantage of

including more middle and upper income benefici-
aries as part of their constituency. . . [and] to be
more politically stable than programs for the poor.
(Wiener 1997: 54)

Managed Care for the Elderly

Lynch and Estes (1997), Feder and Moon
(1998), and others have raised a number of
issues concerning the benefits of managed care
for the elderly. First, HMOs provide ‘managed
money, not managed care’ and at a higher cost
than does Medicare (Feder and Moon 1998).
HMOs have administrative costs of 12-20 per
cent off the top before paying providers, com-
pared to the 2-3 per cent costs to administer
Medicare. Second, certain groups of elderly
and disabled fare worse in HMOs compared to
fee-for-service (FFS) medical care. Research on
Medicare HMOs show that they enroll a more
healthy population than the average, and
although research is sparse on how elders with
chronic diseases and disabilities fare in HMOs,
the studies that do exist point to problematic
results. Access to home health care and chronic
care services is more limited in HMOs. For
example, elders in Medicare HMOs receive 50
per cent less home health care (Brown et al.
1993). Other access problems identified include
that for Alzheimer’s diagnostic and treatment
centers and comprehensive services (Safran et
al. 1994).

As Medicare shifts billions of public dollars to
for-profit HMOs with few strings attached, the
following items fuel the managed care debate.

1 The potential and real tradeoffs between
(lower) out-of-pocket costs (in HMOs) for
(higher) quality and satisfaction (with fee-
for-service non-HMO plans). As health care
restructuring and competition squeezes the
easy profits out, consumers face rising
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HMO rates and curtailed benefits — elevating
questions about the possible loss of the
HMO advantage in providing more benefits
than Medicare fee-for-service options.

2 The lack of incentives (contrary to rhetoric)
to provide preventive care because of
annually generated plan redesign and enroll-
ment changes (e.g., disenrollments).

3 The public accountability and consumer
involvement issues attendant to for-profit
insurance companies that comprise the
large majority of HMOs.

THE FUTURE

From a critical health and aging perspective,
some of the most important issues for future
empirical and theoretical work are given below.

e Tracking the origins and consequences of the
dramatic acceleration in social inequality
(e.g., the gap between rich and poor) in
society between Americans of all ages and
its rise within the older generation.
Particular attention needs to be given to the
consequences of the high social inequality for
the health and quality of lives of older
women, minorities, and poor and middle-
class people, and the effects of social inequal-
ity on health inequality between generations
and within the older generation, by race,
class, and gender.

e The effects of devolution and privatization
on the elderly, including changes in social
policy that ‘trade off” federal universal social
provision for decentralized state and locally
determined policy and provision. Attention
needs be given to the effects on the health
and health care of the aging, particularly of
those most vulnerable (women, minorities,
the poor, the oldest old, and the unmarried).

e Whether devolution promotes a ‘race to the
bottom’ in which states compete to reach the
lowest common denominator.

e The changing role of the welfare state and its
effects on the economic and health security of
the elderly under conditions of postindustrial
capitalism and globalization. One issue is
whether in health and retirement programs
for the elderly, the United States will become
part of a solely market-determined ‘class
state’ or a citizen rights-based ‘universal
state’ — and with what effects on older per-
sons of color, and by gender and social class.

e The future of Medicare and Medicaid in the
short and long term, and the consequences
for program beneficiaries in subgroups of
elders of policies to promote cost contain-

ment, managed care, and privatization init-
iatives.

e The success of different stakeholders (capital,
the state, labor, women, minorities) in advan-
cing policy and/or pro-entitlement and pro-
privatization social movements.

CONCLUSION

To address the pressing research questions
facing the field, there is a need for both the
development of new and the reconceptualization
of existing methodologies. There is a clear need
for more research and theory development that
is informed by the social, political, and economic
factors that converge and interact to produce
significant differences among the elderly. As a
field, gerontology and studies of health and
aging need to acknowledge the value of multiple
methodological and theoretical approaches.
There is a great need for systematic meta-analy-
tic and retrospective work in the field, particu-
larly that which addresses the meso- and macro-
level of explanation in the critical examination
of health and aging. To address the need for
research that accounts for the differential effects
of phenomena occurring at different levels of
analysis, there are several analytic methods,
such as hierarchical linear modeling, that
would allow this type of assessment. Finally,
the debate and resultant false dichotomy
between quantitative and qualitative methods
needs to be put to rest in favor of studies that
incorporate both.

In addition to the need for alternative and
creative methods, there is also an ever-present
need for data, and particularly projects in the
tradition of the Frankfurt School that are multi-
disciplinary and that attend to the structural fac-
tors and institutional forces and processes that
are important in any critical examination of
health and aging in society and globally.
Attention must be given to re-balancing studies
of the individual aspects of health and aging
with the ‘social’, including the examination of
the political, economic, and cultural processes
underlying public policy and the social provision
that materially affects the health of the different
elements of the population in significantly and
unequal ways. The historic and relative disci-
plinary funding advantage of psychology, bi-
ology, and economics over sociology has
diminished the prevalence of more critical stud-
ies while reproducing the knowledge structure of
the field through the funding of positivistic
research approaches that are perceived as more
‘scientific.’
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1.11
The Social Context of the New Genetics

SARAH CUNNINGHAM-BURLEY AND
MARY BOULTON

INTRODUCTION

Developments in human genetics, especially
when related to health and disease, are discussed
and debated in a range of contexts —in the
media, in policy arenas, and through various
forms of public debate. A range of professional
and lay groups are involved in such discussions,
including scientists, clinicians, bio-ethicists,
social scientists, patient and interest groups,
and industry. This suggests that the knowledge
and applications arising from genetic research
are expected to have considerable impact on
our social institutions as well as on individuals
themselves, and thus should be openly debated.
Concerns are profound, for genetic research will
influence the way in which we define, prevent,
and treat disease, organize health and social
care, and manage insurance and employment.
Issues around discrimination, stigma, and
eugenics all evoke anxiety and raise questions
about how we regulate science and clinical prac-
tice. The presence of such far-reaching concerns,
operating at every level in society, demand that
the social context of the ‘new genetics’ is thor-
oughly understood. Such an analysis needs to
consider both the social shaping of genetic
science, that is, how and why it develops in the
way it does, as well its social consequences and
impact, which themselves may influence future
developments. This chapter offers an overview
of some of the key areas that describe this
context.

A consideration of the social context of the
new genetics must start from a position that
characterizes science as a social activity. This
effectively challenges the view that science is

the objective accumulation of value-free knowl-
edge, suggesting instead that science should be
understood as reflexively related to society and
culture. Science is conducted with reference to
interests and goals (Barnes et al., 1996), and
scientists will seek to protect their interests,
often by demarcating science from non-science,
and their expertise from that of the non-spec-
ialist (Barnes et al. 1996; Gieryn 1983, 1995;
Kerr et al. 1997). Lay people, on the other
hand, are in much less powerful positions, and
their interests may be determined rather than
protected by science. However, a sociological
understanding of lay experience must not start
from a position of privileging scientific knowl-
edge. Rather, it should treat lay people as
knowledgeable, and able to engage with science
in a range of ways, in order to make sense of its
relevance to their daily lives and decision
making. These two elements to understanding
the social context of the new genetics, essential
to informed sociological inquiry, underlie the
contribution of this chapter.

The first part of the chapter considers the
development of genetic science by providing a
sociohistorical overview of the growth of genet-
ics over the twentieth century. This embraces a
consideration of genetics’ early link with the
eugenics movement, and how genetics came to
be reinstated as a viable science with something
to offer in terms of understanding and ameli-
orating human disease. The Human Genome
Project is a high-profile manifestation of the cen-
tral place accorded to genetics in the life sciences
and medicine. (The term ‘genome’ refers to all
the genetic material in the chromosomes of an
organism; the human genome is contained in 23
pairs of chromosomes.) In describing genetic
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science, the chapter then focuses on current sig-
nificant clinical applications, namely genetic
testing and screening, and considers the poten-
tial and problems associated with these. The sec-
ond part of the chapter broadens the discussion
to include lay responses to these clinical devel-
opments, and then moves on to consider the
wider social issues and concerns raised by cur-
rent and future research. Finally, the chapter
examines the role of public involvement in
debates about genetics, and considers the range
of expertise that needs to be harnessed to ensure
democratic and inclusive science and health care.
In conclusion, suggestions are made for areas of
future development and the role that social
scientists have in continuing active and mean-
ingful debate in this important area of scientific,
medical, and social concern.

The term the ‘new genetics’ refers specifically
to the body of knowledge and techniques arising
since the invention of recombinant DNA tech-
nology in 1973. It involves research into the
genetic components of human disease and beha-
viour, which may have clinical applications
through the provision of genetic testing or
screening for disease or risk factors for disease,
and through treatments such as gene therapy or
new pharmaceuticals. Although the chemical
structure of DNA was discovered in 1953, it
was not until the development of polymerase
chain reaction (PCR) techniques, which made
possible the rapid production of many copies
of a particular DNA sequence, that it became
possible to isolate single human genes and to
identify their function. The ability to produce
and manipulate DNA in the laboratory hastened
developments in the field and led to the identifi-
cation of genes, and markers for genes, for a
range of diseases (such as cystic fibrosis in
1989). Indeed, in 1995 alone, some 60 disease
genes were isolated (Yates 1996). These discov-
eries are often portrayed as breakthroughs by
scientists and the media alike, but the associated
promise of cures for disease deriving from such
research has been matched by concerns about
emergent risks to current and future generations
and a slippery slope to eugenic practice. Clinical
applications currently include genetic testing and
screening; gene therapy is developing more
slowly than first anticipated, although the devel-
opment of new pharmaceuticals is proceeding
rapidly. While some diseases are caused by a
single gene, most disease is likely to be polygenic
(caused by a number of genes), or multifactorial
(the product of the interaction between genes
and environmental factors, both during foetal
development and onwards throughout the life
course). Despite uncertainty and caution, devel-
opments in genetics are clearly having, and will

continue to have, considerable impact on indivi-
duals seeking health-related advice and treat-
ment, the institutions within which such
activities are embedded, and the wider social
and cultural processes that influence them.

GENETIC SCIENCE AND ITS CLINICAL
APPLICATIONS

The Rise of Genetic Science

Genetics has now moved to centre stage in the
life sciences and into the arena of ‘big science,’
with its new alliances between venture capital
and academia (Rose 1994). However, through-
out the first half of this century, it was very
much a marginal science, making few significant
inroads into either biology or medicine. Its var-
ied and mixed relationship to eugenics through-
out the early part of this century has meant that
its marginality as a science has become some-
what overshadowed by its prominence as the
scientific backdrop to the eugenics movement.
This legacy has important implications for cur-
rent genetics, which has to seek a new public
support and scientific authority after the atroci-
ties of Nazi Germany during World War II.
However, at the start of the century, an alliance
with eugenics was a way of ensuring public sup-
port for genetics, by linking it with significant
social interventions. Concern persists today
about the eugenic potential of genetic interven-
tions, although cast in different contexts.
Although Mendel’s work on pea plants in the
nineteenth century led to the identification of
dominant and recessive factors in heredity, it
was not until the start of the twentieth century
that these rules were rediscovered (Judson 1992).
The developing fields of cell biology and statis-
tics led to further work on heredity, much focus-
ing on the fast-breeding fruit fly, but also
including the transmission of diseases in
humans. Although Kevles (1992) suggests that
some of these scientists were motivated by the
potential relationship with medicine, and by the
quest for knowledge for its own sake, he identi-
fies eugenics as the driving force in these early
scientific endeavours in relation to understand-
ing human inheritance. Eugenics, he states, was
‘the cluster of ideas and activities that aimed at
improving the quality of the human race
through the manipulation of its biological her-
edity’ (Kevles 1992: 4). This ‘modern eugenics’
originated with Galton, who pursued the idea
that improvement of the human race might be
attained through selective breeding, whereby the
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‘undesirable’ could be eliminated (negative
eugenics) and the ‘desirable’ multiplied (positive
eugenics). This became a popular movement
across the United States and Europe, embracing
many professional groups, although most poli-
cies were aimed at negative, not positive,
eugenics — for example, through sterilization
laws, some of which were only repealed as
recently as the 1970s. Crucially, the eugenics
movement included geneticists ‘for whom the
science of human biological improvement
offered an avenue to public standing and useful-
ness’ (Kevles 1992: 5). In pursuit of this science,
and motivated by eugenic applications, an
emphasis was placed on studying medical and
social disorders — the latter including the public
concerns of the day such as criminality, prostitu-
tion, and alcoholism. The study of ‘feeblemind-
edness’ was of particular concern. Although the
nature of the eugenics movement, and the rela-
tionship of genetics to it, changed and recon-
figured across the century (Paul 1992), the
emphasis of these early investigations, reflecting
the wider popular movement with which genet-
ics was associated, resonates in more recent
claims. The genetic basis of mental illness, intel-
ligence, and a range of behavioural traits con-
sidered socially undesirable, re-emerged as
topics for investigation throughout the 1970s,
and research continues today. Similarly, a con-
cern for disease, although much more prominent
today in the new genetics, finds some continuity
with the past (Kerr et al. 1998b). Science clearly
cannot be set apart from the social values with
which it is infused.

The commonplace assumption that all
eugenics was based on bad science, often pro-
moted by geneticists today (Kerr et al. 1998b),
has been challenged. For example, there has
been a lasting impact in terms of statistical tech-
niques still used today (MacKenzie 1978).
However, from the 1930s onward, many scien-
tists disassociated themselves and their scientific
work away from mainline eugenics (Kevles
1995). Weaknesses in the science became
obvious: it neglected the role of the environ-
ment, did not eliminate bias from studies, and
focused on traits that could not easily be mea-
sured. These concerns, along with the blatant
class and race biases of the early eugenics move-
ment and its increasing association with Nazism,
discredited genetics. By the mid-twentieth cen-
tury, human genetics was not an attractive dis-
cipline, nor one that seemed particularly useful
in social or medical arenas. However, over the
next few decades, it was to develop and become
the strong force in biological and medical science
that it is today. Increasingly, it came to align
itself with clinical medicine and to study well-

defined traits that could be measured accurately.
Its eugenic links were at once severed yet subtly
reconfigured as a ‘reform eugenics,’ that focused
on preventive and therapeutic medicine (Kevles
1995). Here, biology or nature was considered
important in explaining human difference, but
the environment or nurture was also accorded
some significance.

Although the eugenic potential of genetics and
the power attributed to genes declined in accept-
ability from the 1930s, Keller (1992) argues that
geneticists then set about separating their science
and its knowledge from its use or abuse, and
distinguished human from nonhuman genetics
and physiology from behaviour. This helped to
preserve the integrity of the developing science
and to firmly entrench it as valuable to medicine.
The biochemical and molecular biological
advances since the discovery of the structure of
DNA created a body of knowledge and tech-
niques that had some useful application in clinical
genetics and avoided association with any overt
eugenicist goals. Yoxen (1982a) argues that clin-
ical geneticists were a new professional group
and had to negotiate a position within the profes-
sion of medicine as a whole. Their expertise
derived from knowledge of many rare disorders
that came to be defined as genetic diseases. As
Kevles notes, the emphasis became the family not
the whole population, and the science became
seen as valuable in its own right as well as for
its contribution to understanding genetic disease
(1992: 16).

As this brief overview shows, the development
of genetics is not simply a story of scientific pro-
gress, but is also linked to particular actions and
activities of scientists as they seek to promote
approval and funding for their work. New
boundaries and alliances are created: recent
research in the United Kingdom demonstrates
the persistence and power of this boundary
work, where the new genetics is effectively sep-
arated from old eugenics through a range of
rhetorical strategies. The new genetics is por-
trayed as based on good science, as opposed to
the bad science of eugenics. It is said to produce
neutral knowledge that may be used or abused
by society; eugenics is described as being to do
with totalitarian regimes, not liberal democra-
cies. The new genetics emphasizes disease not
behaviour, and individual choice rather than
coercion (Kerr et al. 1998b). This serves to
make legitimate the knowledge gained through
genetic research and the authority of both scien-
tists and clinicians (Kerr et al. 1997). This can
deflect criticism of both science and scientists
and encourage a conceptual separation of
science from its applications. However, the aim
of providing new understandings of the complex
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role of heredity in the aetiology of disease in
order to improve diagnosis and treatment,
which may be beneficial, has only the appear-
ance of being value free. Definitions of disease
are socially shaped and historically contingent.
The interweaving of scientific and medical con-
cerns cannot displace these processes. Genetic
counseling may involve implicit or explicit
values favouring particular actions and decisions
that conform to dominant cultural values.
Medicine itself is in a powerful position to, at
least partly, determine the nature of clinical
practice and what are deemed appropriate
choices and interventions. This all suggests that
any understanding of the new genetics must
embrace this broader context. As Duster (1990)
argues, although the ‘front door’ to eugenics is
closed, the ‘back door’ of disease prevention
remains powerfully present, all the more so for
being taken for granted by those with the power
to decide (scientists, clinicians, and biotechnol-
ogy and pharmaceutical industries). Relatedly,
the potential expansion of genetics from families
at risk of rare disorders to larger populations
at risk of common, multifactorial conditions,
increases its ‘clinical gaze’ (Foucault 1989).
Similarly, the influence of molecular genetics
now extends into many areas of medical research
and practice, from genetic testing and screening,
to the development of new pharmaceuticals,
such as those relating to the treatment of HIV
and AIDS (Bell 1998).

The reconfiguration of human genetics, pri-
marily as a medical concern from the 1950s
onwards, provides the context upon which sub-
sequent technological and scientific innovations
developed. This alignment, although preceding
any substantial advances in genetic technology,
contributed to a powerful and winning dis-
course — that genetics, through medicine, can
alleviate suffering and eliminate disease (Rose
1994). The medical receptivity to genetic expla-
nations, and the utility of testing in clinical con-
texts, heralded the slower reinstatement of
genetic explanations for a range of other beha-
viours and traits after their dismissal (post-
World War II) in favour of a far greater empha-
sis on psychological and social explanations
(Keller 1992; Nelkin 1992). Keller (1992) argues
that this involved both a resurgence and trans-
formation of genetic determinism: biology, by
being more thoroughly understood, could be
controlled. The promotional strategies of scien-
tists offered the promise of genetic interventions
aimed at improving the lives of individuals long
before this became technologically feasible
(Nelkin 1994). Support for genetic research
could be assured, and the anticipation that
genetics would significantly influence the experi-
ence of disease itself helped shape both research

and rhetoric. The Human Genome Project
embodies these developments, placing genetic
research firmly in the centre of cultural, eco-
nomic, and health-related arenas.

The Human Genome Project: Mapping and
Sequencing the Human Genome

The idea of a human genetic map was raised as
early as the 1930s, with considerable prescience
given the status of genetics and technology at
that time. By the 1980s, the methods and tech-
nology were advancing so that such a venture
could become a reality. The Human Genome
Project, initiated in the late 1980s in the United
States, is now an international, multimillion-dol-
lar endeavour. It will result in the mapping of
the 100 000 genes and the sequencing of the 3500
million base pairs that make up the whole
human genome (although representing no one
human being). It involves the hitherto unlikely
alliance of the US Department of Energy (inter-
ested initially in genetic mutations caused by
radiation) and the National Institutes of
Health, traditional federal funders of the life
sciences. However, the formation of the project,
although reaching some scientific consensus, was
neither uncontested nor uncontroversial. Some
prominent molecular biologists were critical of
blind sequencing, of the possibility of funds
being diverted from other important projects,
and for the centralizing of science into a few
large centres because this might stifle creativity
(Kevles 1992; Tauber and Sarkar 1992).
However, the momentum for the project meant
that it was unlikely to be abandoned. Eventually
it involved new money and an agreed division of
labour between the DOE and the NIH. The for-
mer would do the sequencing and develop as-
sociated technology, and the latter would
concentrate on the mapping, which was to
have initial priority, with a particular focus on
disease. Cultural, economic, political, and tech-
nological processes shape the context of knowl-
edge production, and the development of the
human genome project, with its links to capital
and the state, was both contingent and con-
tested. However, in the end, as Kevles pointed
out, ‘The most compelling reality was the con-
sequences of remaining out of the human gen-
ome sweepstakes’ (1992: 29). Scientists, despite
reservations, would have to become involved in
order to get their work funded, and the nature of
future research became at least partially deter-
mined.

The Human Genome Project became possible
because of the association of genetics with
understanding disease (Keller 1992). This made
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it an acceptable venture, or indeed an impera-
tive, as health and the prevention of disease are
taken-for-granted values. Protagonists actively
promoted the project by stressing its usefulness
in the area of health care, disease prevention,
diagnosis, and treatment. However, the hyper-
bole of the rhetoric extended beyond this to
include metaphors likening the project to the
Holy Grail: it promised ‘to teach us what it is
to be human.” As discussed, scientists need to
ensure public support for their work, and
Yoxen (1982b) has noted how the development
of molecular biology was a public process, invol-
ving scientists using the media to disseminate
their message. The promises pronounced to jus-
tify the mapping and sequencing of the human
genome operate as hopeful predictions of future
scientific successes, yet can powerfully shape the
direction of research (Keller 1992). They can
also raise hopes and expectations within the
public and influence a range of policy arenas.
This is evident, most immediately and directly,
in the provision of genetic testing and screening
for disease.

Clinical Applications of the New Genetics:
Genetic Tests and Screening

The identification of genes associated with both
rare and common disorders has very rapidly led
to the development of clinical tests for these
genes in individuals. A gene is simply a ‘string’
of nucleotides at a defined location on a chromo-
some that has been associated with a specific
trait and its variants. Each gene encodes a spe-
cific functional product (usually a protein). The
sequence of nucleotides in the gene, that is, the
order in which the nucleotides appear in the
‘string,” may vary slightly between individuals,
and consequently the protein products encoded
by the genes may also vary, contributing to the
variations in the trait that can be observed in the
population. The different variants of genes are
known as alleles and are the variants that pro-
duce disease as disease mutations. Genetic tests
involve the examination of the sequence of
nucleotides in a gene, either by direct methods
to detect the sequence or indirectly through the
use of gene probes or through the analysis of
their protein products. By establishing whether
one or both copies of an individual’s particular
gene harbour a known disease mutation, genetic
tests potentially offer the ability to explain or
predict the development of clinical disorders.

In practice, however, the predictive value of
genetic tests is more uncertain. Knowing the
allele of a gene may provide some prognostic
information. For example, an individual identi-

fied as having the gene mutation associated with
Huntington’s Disease (HD) will almost certainly
develop the slowly progressive dementia and
uncontrollable body movements characteristic
of the disorder. However, considerable uncer-
tainty remains about the manner in which the
disease will develop, for example, when symp-
toms will begin, the form they will take, and
their severity and progression. For some condi-
tions, this uncertainty may be so great that the
information gained from identifying the gene
variant is of little practical value.

Uncertainty arises primarily because there
is no simple or straightforward relationship
between the sequence of nucleotides identified
by a genetic test and the manifestation of disease
in an individual. For example, individuals with
the same disease mutation may experience dif-
ferent clinical symptoms and show different
pathological processes. Hubbard and Lewontin
(1996) cite the example of autosomal dominant
retinitis pigmentosa, a condition in which cells in
the eye degenerate over time: ‘In one family con-
taining two sisters with the same mutation, how-
ever, one is blind whereas the other (the older
one) drives a truck even at night’ (Hubbard and
Lewontin 1996: 1192). Conversely, individuals
with different gene mutations may experience
the same clinical symptoms. For example, it is
estimated that there may be as many as 500 dis-
ease-producing variants of the gene associated
with cystic fibrosis (CF), a disorder that involves
severe digestive and lung problems and substan-
tially reduces life expectancy. Some variants are
associated with specific symptoms, but most are
associated with symptoms that are indistinguish-
able from one another. This complex and highly
variable relationship between the variants of
genes identified by genetic tests and the develop-
ment of clinical symptoms and disease in the
individual makes it very difficult to interpret
the significance or precise predictive meaning
of a genetic test.

This difficulty is further complicated by the
limitations imposed by cost and other practical
considerations in genetic screening. Given the
vast number of individual variants of genes,
genetic screening may not seek to identify
which particular alleles an individual carries,
but look only for the presence of specific disease
mutations that are known to be common in a
given population. This inevitably means that a
percentage of those who receive a negative test
result do in fact carry a disease mutation. In
Britain, for example, past CF carrier screening
programmes have looked for only four to seven
of the common mutations, with the result that
about 15 per cent of those who carried a disease
mutation might have been given a negative test
result. Thus, while a positive test result may have
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some predictive value, the meaning for an indi-
vidual of a negative test result is more difficult to
interpret.

The value of programmes that offer genetic
testing to populations or defined groups within
populations is also unclear. Benefits are more
likely to be derived from programmes for
single-gene disorders. CF, for example, is a
single-gene, autosomal recessive disorder,
which means that those who carry one ‘normal’
allele and one disease mutation — that is, het-
erozygous carriers — are themselves healthy.
However, if their partner is also a carrier,
they have a one in four chance of having a
child who inherits a mutation from each par-
ent — that is, a child who is homozygous for
the mutation and experiences the disease.
Population screening makes it possible to iden-
tify heterozygous carriers who are not generally
aware of their risk of having an affected child.
Through counseling to explain their reproduc-
tive options, including prenatal diagnosis, such
carriers may be offered the possibility of avoid-
ing the birth of a baby with a severe chronic
disease. Huntington’s Disease, described above,
provides another example. HD is a single-gene
autosomal dominant disorder that means those
who inherit the mutation from just one parent
are likely eventually to develop the disease. It
does not develop until later in life, however, so
individuals with a family history of the disease
live for a considerable time with uncertainty
about whether they will eventually develop the
condition. By identifying at an earlier age those
who do and those who do not carry the disease
mutation, genetic testing can reduce this uncer-
tainty and provide individuals with information
they need to plan their lives.

What is less convincing, however, is the value
of screening programmes for genes that ‘predis-
pose’ individuals to disease. In contrast to
single-gene disorders, most common chronic dis-
eases with a genetic component, such as dia-
betes, heart disease, and various forms of
cancer, have a complex aetiology, involving
interactions amongst many genes and between
genes and the environment (social, psychologi-
cal, biological, infectious, and physical). Genetic
epidemiology has developed as a discipline to
explore the contribution of genes and gene/
environment interactions to the occurrence of
disease in a population (Khoury et al. 1993).
However, only a start has been made on the
vast amount of research that will be required
to identify significant polymorphisms (variants
of genes found in more than 1 per cent of the
population that are passed on to the next gen-
eration) and to establish the extent of their con-
tribution, on their own and in interaction with
environmental factors, to the production of dis-

ease. In the meantime, there is limited value in
screening to identify mutations of only one or
two genes that may ‘predispose’ an individual
to a disease with a complex aetiology.

This is well illustrated in relation to breast
cancer, in which the identification of two
genes, BRCA1 and BRCA2, has created the
possibility of genetic testing programmes for
those with a strong family history of the dis-
order. The disease mutations for these genes
confer on a woman a lifetime risk of developing
breast cancer of up to 85 per cent, and a lifetime
risk of developing ovarian cancer of 45 per cent.
However, over a hundred variants of the
BRCAI1 gene have already been identified, and
only a few are associated with cancer tumours.
Moreover, only a small proportion of breast
cancers (about 5 per cent) is associated with
the identified mutations: the vast majority of
breast cancers arise from more complex interac-
tions of genetic and environmental factors. It is
therefore very doubtful whether women will gain
much benefit from tests for these two predispos-
ing genes. Only a few women would be regarded
by clinical geneticists as having an inherited risk,
but even for these women, given the high preva-
lence of breast cancer in the general population
of women, a negative test result (showing she
does not carry a mutation associated with
tumour growth) would offer little reassurance
of avoiding breast cancer. For those who receive
a positive test result, the benefits are again of
limited value. Learning that she carries a gene
predisposing for breast cancer reduces only one
form of uncertainty; it does not predict exactly
which tumour she may develop or when, or even
whether a cancer might occur at all. Moreover,
as Collins (the director of the Human Genome
Project) warns, “We are still profoundly uncer-
tain about the appropriate medical care of
women with these mutations’ (Collins 1996:
187). This means that a positive test result may
simply increase a woman'’s anxiety and condemn
her to years of surveillance, or drastic prophy-
lactic measures such as bilateral mastectomy and
oophorectomy. With so little to be gained from
testing, it is not surprising that many doctors
have reservations about offering or recommend-
ing it (Hubbard and Lewontin 1996).

Despite the rhetoric of promise in relation to
preventing and treating disease, clinical applica-
tions derived from the new genetics are limited.
However, the rapid pace of research suggests
that the potential of new pharmaceuticals and
gene therapy will continue to offer the promise
of future clinical interventions. Doctors, scien-
tists, and lay people express ambivalence and
concerns about current and future develop-
ments. The experience of the latter in relation
to testing and screening will now be examined.
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PATIENTS, PUBLICS, AND SOCIAL ISSUES

Lay Responses to Genetic Testing and
Screening

Uncertainties relating to the predictive ability
of genetic tests and their benefits are mirrored
in the ambivalence of lay responses. People
may take information on genetic risk into
account, but it is interpreted and evaluated in
the context of their individual values and con-
cerns. These may differ considerably from the
essentially utilitarian values that underpin
screening and testing programmes. Although
surveys conducted in a number of countries
have reported that most people regard develop-
ments in medical genetics in positive terms and
have an essentially optimistic view of the bene-
fits that genetic testing can bring (Green 1992;
Hietala et al. 1995), such acceptance has not
been reflected in decision making in practice.
Where screening and testing programmes have
actually been offered, lay responses have been
considerably more sceptical than these attitudes
would suggest, and rates of acceptance of tests
are considerably less than proponents had
expected. This has been the case across a wide
range of conditions. Early surveys conducted
amongst individuals with a family history of
HD, for example, indicated that two-thirds
wanted to have a genetic test for the condition
(Kessler et al. 1987). When testing became
available, however, less than 15 per cent of
those who initially expressed interest came for-
ward for testing (Craufurd et al. 1989).
Similarly, community surveys suggested that
between two-thirds and three-quarters of indi-
viduals would want to be tested for CF carrier
status (Williamson et al. 1989). When screening
programmes were introduced, however, interest
in them outside the context of pregnancy and
antenatal care was almost negligible (Bekker et
al. 1993; Tambor et al. 1994). Responses to
breast cancer screening appear to be developing
in a similar direction. Interest in genetic screen-
ing amongst women with a family history of
breast cancer has been widespread (Julian-
Reynier et al. 1996; Lerman et al. 1995).
However, where women who belong to known
high-risk families have been offered testing
through research programmes, only a minority
have ultimately accepted it (Lerman et al
1996). It appears that, while the lay public
may acknowledge the benefits of advances in
genetics in principle, in practice they are less
convinced of their value.

Why has screening been rejected on such a
large scale? One factor is the influence of lay
understandings of heredity and inherited disease.

Heredity plays an important role in lay explana-
tions of illness, and research is beginning to tease
out the complex sets of rules and conditions that
shape perceptions of risk and vulnerability
(Richards 1996). Central to these is the com-
monsense assumption that you can pass on to
future generations only those conditions that
have been present in past generations. For reces-
sive conditions such as CF, the great majority of
carriers (for whom community carrier screening
is specifically intended) have no family history of
the condition and generally feel at little risk of
having an affected child (Loader et al. 1996;
Watson et al. 1991). The pre-test information
on population risk provided in screening pro-
grammes may make little sense to individuals
in the context of their existing beliefs and
assumptions and, despite educational materials,
many continue to feel that screening is of little
relevance to them.

A second and perhaps more significant factor,
however, is the recognition that the ‘costs’ of
testing may outweigh its ‘benefits.” Where effec-
tive treatments are available for genetic dis-
orders, the benefits of testing are clear and
include release from surveillance programmes
(often involving invasive procedures) for those
identified as not having the relevant gene muta-
tion. For example, the identification of the gene
associated with polyposis colii, a form of inher-
ited colon cancer, means that children of known
suffers can be tested to establish whether they
have inherited the disease mutation. Those
who have may then be offered regular colono-
scopy to identify early symptoms and surgical
treatment when they appear, while those who
are identified as not having inherited the disease
mutation can be free of further screening. In
circumstances such as these, it is more common
for individuals identified as ‘at risk’ by their
family history to accept genetic testing (Evans
et al. 1997).

However, it is a feature of genetic disorders
that the increasing ability to identify them accu-
rately is not matched by the ability to treat them
effectively. Where effective treatment does not
follow, individuals may perceive no obvious
benefit from testing. Women with a family his-
tory of breast cancer who declined genetic test-
ing, for example, indicated that whatever their
test result, they would continue to see themselves
as at risk and to have regular breast screening
(Julian-Renier et al. 1996; Lerman et al. 1995).
Where the result has no practical implications,
there may seem little point in having the test.
Conversely, where the potential costs of receiv-
ing a positive result are perceived to be very
high, costs may become an insurmountable bar-
rier to testing. For example, amongst individuals
with a family history of HD who were offered
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presymptomatic testing, many were concerned
about the psychological difficulties of living
with the knowledge that they would develop
HD if they tested positive, and with the guilt
they would feel if they found they had passed
on the disease mutation to their children
(Quaid and Morris 1993). For these individuals,
ambiguity and uncertainty were welcomed for
the broader possibilities they embraced, and
resisting a definitive genetic label became impor-
tant in its own right.

Other costs of a positive test result have been
described by those who are not themselves ill but
who are identified as carriers of a recessive dis-
order. These include feelings of stigma and anxi-
eties about discrimination in relation to em-
ployment and insurance, as well as concern
about the implications of being ‘at risk’ of hav-
ing an affected child. These costs may be
brought into greater focus simply by the offer
of genetic testing. For example, for those who
are not currently pregnant, the potential costs of
being identified as a CF carrier have been found
to loom much larger in their assessment of
screening than any potential benefits that it
might bring (Clayton et al. 1996). For those
who are pregnant, even the ‘benefits’ of screen-
ing often appear of limited value. While in the-
ory the reproductive choices available to carriers
include adoption and various forms of assisted
reproduction, those who are already pregnant
are limited to prenatal diagnosis and the option
to terminate an affected pregnancy. Where abor-
tion is unacceptable, or the individuals do not
want to be put in a position where they would
have to make such a decision, the ‘benefits’ of
screening could be perceived as another form of
‘costs.” In these circumstances, individuals may
feel it is better to remain ignorant of their genetic
status, particularly when the momentum of the
medical process may be difficult to resist once
screening has been accepted. It is this crescendo
of intervention and surveillance that gives force
to wider concerns about the social aspects of the
new genetics.

Broader Social Concerns

While genetic testing raises very specific issues at
the level of the individual, his family, and social
institutions such as health-care organizations
and welfare services, there are broader concerns
raised about genetic research. Three main areas
of critique relate to genetic determinism, includ-
ing where genetic explanations are accorded too
great an emphasis, the associated process of
geneticization where disease is increasingly seen
in genetic terms (Lippman 1992a,b), and the
limitations of a reductionist approach. Duster

(1990) has argued that there is increasing appro-
priation of genetic explanations, whereby a cau-
sal role is given to genetics for a range of socially
derived categories (for example, criminality and
intelligence). The 1970s witnessed a move away
from sociological and psychological explana-
tions towards biological ones. Although this
did not come from molecular biology itself, but
from psychology, psychiatry, and physical
anthropology, this shift paved the way for a
prioritizing of genetic explanations in medicine
(Keller 1992). However, interest is now resur-
ging into the genetic basis of a range of be-
havioural traits and disorders, including mental
illness. Several commentators, from within
genetics and elsewhere, have raised concerns
that genetic determinism may result in a neglect
of environmental factors, also important in
disease aectiology (Clarke 1995; Duster 1990;
Muller-Hill 1993; Willis 1998). The narrowing
definitions of disease resulting from genetic
research also results in the narrowing of inter-
ventions, causing an expansion of services such
as testing and treatments, ever more tailored to
specific genotypes.

Geneticization, where more traits and diseases
are identified as having a genetic component, is
particularly evident in the clinical setting
through the expansion of prenatal testing
(Lippman 1992a,b). In the United States this
is coupled by a strong legal imperative, where
doctors may be sued for wrongful birth.
Through prenatal testing, a parent may be iden-
tified as a carrier of a recessive or dominant con-
dition, and the foetus may be tested if necessary.
Although more and more people and their
unborn children can be identified as potentially
diseased, there remains little prospect of inter-
vention other than via selective abortion. The
powerful rhetorics associated with preventive
medicine take an especially potent form in gen-
etics, particularly because they maintain an
emphasis on individual choice. Of course, the
choices available to someone are always limited,
and the range of appropriate actions is similarly
constrained.

Most obviously, the rhetoric of disease pre-
vention and cure directly affects the lives of dis-
abled people. Shakespeare (1995) has stressed
that the taken-for-granted assumptions about
impairment and quality of life should be more
openly contested. The new genetics, he argues,
affects disabled people by undermining the
authenticity of their lives, reinforcing the hege-
mony of biomedicine through eugenic elimina-
tion of impairment, and through the active
promotion of biological determinism. More gen-
erally, genetic determinism can reduce social
problems to individual pathology. A language
of individual rights masks strong cultural
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pressures to make particular decisions, and to
hold individuals responsible for their own health
and for the genetic health of their offspring.

Other criticisms of the new genetics and the
Human Genome Project focus on the scientific
limitations of reductionism (Eisenberg 1995;
Rose 1997; Tauber and Sarkar 1992). The link
between genotype (genetic makeup) and pheno-
type (physical characteristics and symptoms) is
complex; the range of genetic diversity and the
complex action of genes and their interaction
with the environment challenge the usefulness
of a reductionist approach, as evidenced in the
limitations of genetic testing described earlier.
The quest to map and sequence the whole
human genome will not necessarily help with
explaining complex biological interactions, and
thus may not answer questions significant to
biology. Shuster has noted that ‘The leaders of
the Human Genome Project have thus created,
through their world views, a “‘paradigm shift” in
genetics and an aggressive, simplifying, reduc-
tionist perception of genetic knowledge and of
humans. Their immediate success in research
strategy has enabled them to pass persuasively
from science to social implications and to
express powerfully their views in the form of
reductionist and deterministic generalization in
advance of experimental evidence’ (Shuster
1992: 121). That this paradigm finds a powerful
position in popular culture has been well docu-
mented by Nelkin and Lindee (1995).

Science and its applications, then, do not
operate in a vacuum but reflect and influence
wider social and cultural processes. The social
and cultural changes in late modernity suggest
a reification of the individual (Giddens 1990,
1991) concerned with planning his or her future.
There is also a growing emphasis on health as
something that an individual can and should
have some control over. This may contribute
to an imperative of health as something that
individuals, with the support of medical technol-
ogy and surveillance, should seek to attain.
Genetic interventions may reinforce this empha-
sis on individual responsibility for health. Any
difference between health and beauty or perfec-
tion may be conflated, potentially blurring a dis-
tinction between interventions that enhance
human potential and those that ameliorate dis-
ease. There are concerns that developments in
cloning and gene therapy may lead inexorably
down this road, both because of limited regula-
tion and through some acceptance of therapeutic
potentials. The negative values attributed to dis-
ease and impairment are often taken for granted,
rather than openly discussed. However, defini-
tions of health and disease are socially produced,
involving cultural values as well as political and
economic processes (Petersen 1998). However,

an emphasis on the promotion of health, the
prevention of disease, and the amelioration of
suffering may be used to dismiss eugenic con-
cerns about engineering genetic improvement
and mask the values underpinning definitions
of disease and how those thus identified are
treated. Society is hierarchically organized;
people have differential access to health-care
resources, and indeed inequalities in health are
at least in part socially derived. Genetic inter-
ventions may reinforce inequalities if only
those who have sufficient resources are able to
access the relevant technology. This may lead to
a genetic underclass, consisting of those unable
to make use of genetic interventions, or those
excluded from mainstream society because of
their genetic makeup.

The link between biotechnology companies
and genetic research and practice adds further
impetus to genetic determinism and geneticiza-
tion. Industry is directly involved in the race to
complete the mapping and sequencing of the
human genome because of the lucrative patent-
ing this will bring. The invention of tests for a
range of genetic conditions, both common and
rare, or for genetic predisposition to disease
(even though still of dubious practical value to
patients), is proving profitable for these com-
panies. Such interventions reinforce dependence
by doctors and patients on high-technology
diagnostics and create definitions of disease
based on genotype not phenotype. Genetic
tests are also proving particularly useful in the
United States, where both insurance companies
and employers may use genetic information to
screen out individuals at risk of genetic disease.
The implications of this may be the creation of
an uninsurable genetic underclass, and of the
onus of responsibility for workplace-induced ill
health being placed on the individuals them-
selves. Medicine, the biotechnology industry,
and insurance companies are powerful lobbyists,
all of whom may benefit from increasing the
range of medical interventions, dependent on
ever more complex technologies, aimed at pre-
dicting, diagnosing, or treating disease at the
level of the individual. A powerful alliance
between medicine and the biotechnology indus-
try will shape the choices available to individuals
and divert attention away from the social pro-
cesses that shape inequalities, the experience of
ill health, and the human condition.

However, neither science nor culture is mono-
lithic, and dissension and diversity are present in
both. The Human Genome Project, although
rapidly progressing in its aim to map and
sequence the whole human genome, has not
met its early promise; it has its ardent critics
both within and outside biology. Popular cul-
ture, while embracing and reinforcing genetic



182 Handbook of Social Studies in Health and Medicine

determinism, does not necessarily reflect the lives
of ordinary people, for whom scepticism and
ambivalence towards science in general, and
genetics in particular, may lead to a more critical
engagement with the new genetics (Kerr et al.
1998c). Public debate involving a range of
people may help to generate critical and useful
discussion on the direction of research and
acceptable applications. This may enable a
more creative dialogue to be achieved at the
level of research and policy.

Public Debate and Public Involvement

Because many different commentators, profes-
sionals, and lay groups agree that the new genet-
ics has significant social implications, public
debate may flourish, forging new paths in demo-
cratic science and health-care policy. For exam-
ple, in an unprecedented acceptance by scientists
of the implications of their work for society, the
Human Genome Project has devoted roughly 3
per cent of its budget to consider ethical, legal,
and social issues. Acceptance of some responsi-
bility for the social impact of science is clearly
important, although this can also protect the
authority of science in an increasingly ambiva-
lent and sceptical environment (Beck 1992;
Gieryn 1983; Kerr et al. 1997). Scientists play a
key role on committees charged with considering
the social, ethical, and legal implications of
genetics research and applications and are thus
in a powerful position to frame the ensuing
debates; this may serve to limit the nature of
public involvement.

Public debate is often cited as an appropriate
way of restraining the potential ‘abuse’ of genet-
ics. However, the tendency is to use calls for
public debate to promote the need for better
public understanding of science (Nuffield
Council on Bioethics 1993), rather than for
inclusive and critical engagement with policy
decisions. This discourse rests on the twin
assumptions that the public is generally not
well informed about the scientific foundations
of the new genetics, and that such scientific
knowledge is essential for meaningful debate
and decision making. In Britain, for example, a
prominent clinical geneticist has pointed to the
‘poor state of education of the public regarding
science in general and genetics in particular’ as
limiting the possibilities for public debate about
future developments (Harper 1992: 721). In
North America, too, scientists and clinicians
have bemoaned the fact that ‘the public is
grossly ignorant of the discoveries of science
and of the way science works’ (Griffiths 1993:
230). Public response to the first wave of services
developed from the new genetics has been seen

as evidence of the poor state of public under-
standing, rather than reflecting active decision
making. Knowledge questionnaires, often
administered in conjunction with screening or
testing, have been taken as providing further
confirmation of public ignorance. In many
ways this reflects the views of the public itself.
When asked in population surveys, only a min-
ority of respondents report ‘a great deal of
knowledge’ or ‘a clear understanding’ of genetics
or genetic screening (Durant et al. 1996). Even in
more informal contexts, lay people express
anxieties about their lack of relevant knowledge
and competence in discussing issues associated
with the new genetics (Kerr et al. 1998a). Such
self-deprecation may be another barrier to effec-
tive public engagement with science.

However, the characterization of public mis-
trust and resistance to genetic testing and screen-
ing, as based on popular ignorance of scientific
facts, can be challenged. As Turney (1995) has
noted, much less attention is paid to why people
might want to understand genetics or what it is
that they might wish to know. Knowledge, of
various kinds, will be taken up and used in dif-
ferent ways by different people, in different con-
texts, depending on both relevancy and social
opportunity (Lambert and Rose 1996; Parsons
and Atkinson 1992; Wynne 1991). The ‘deficit
model’ of public understanding is challenged
once lay accounts are analyzed in their rich com-
plexity. For example, Kerr et al. (1998a) found
that the general public was able to draw on a
range of knowledge that they could mobilize to
produce sophisticated and discerning arguments
about the social and ethical issues raised by the
new genetics — the very area in which scientists
and others demand public debate. Moreover,
their knowledge extended well beyond the ‘tech-
nical’ information of concern in traditional
studies of the public understanding of science
to incorporate knowledge in a range of other
domains, including knowledge of the methods
of science, of the institutional processes of
science, and cultural knowledge. The ‘factual
accuracy’ of their knowledge varied, reflecting
the range of personal and professional experi-
ence on which individuals could draw.
However, Kerr et al. argue that factual accuracy
was of limited significance, as information that
was strictly accurate or technically correct was
not necessary for people to be able to discuss
issues around the new genetics and health in a
competent and sophisticated manner.

There are dangers in putting too great an
emphasis on work that assesses the public’s abil-
ity to reproduce a set of scientific ‘facts’ at a level
deemed appropriate by scientists or medical pro-
fessionals. The static mastery of ‘facts’ per se is
of limited value to the lay public, and the way in
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which people seek out and use those facts is
more important. Standardized questionnaires
derived from textbook accounts of genetics
inevitably document gaps in lay knowledge of
scientific information. By contrast, research
methods that put lay knowledge at centre stage
are able to reveal the extent of expertise amongst
the general public. Even those who claim not to
know about ‘medical science’ generally demon-
strate considerable scientific knowledge in
explaining their condition to others. As
Lambert and Rose suggest, ‘specific medical
knowledge is often implicit and perhaps what
lay people themselves know, they do not regard
as scientific’ (Lambert and Rose 1996: 78). The
status attributed to a lay person’s knowledge is
also sensitive to the context in which it is elicited.
Where lay knowledge is not perceived or
accepted as relevant (as is generally the case in
clinical encounters or research studies) and
where power relations devalue their perspective,
individuals are less likely to regard themselves as
possessing any expertise (Kerr et al. 1998a).
There is considerable misunderstanding of the
public by scientists and care-providers, who tend
to over emphasize a knowledge deficit and deni-
grate ‘lay expertise’ (Kerr et al. 1998a). Indeed,
Macintyre (1995) has called for the need for a
better scientific understanding of the public. It
should be remembered that scientific knowledge
itself is not a static set of facts that can be cor-
rectly grasped once and for all. Medical science,
in particular, is contested and provisional, with
competing disciplines providing alternative
explanations for diseases, and recommendations
from each discipline subject to continuous revi-
sion. Some of this debate takes place within the
public domain, as risks and retractions are cov-
ered in the media. Lay people are aware of the
provisional nature of scientific knowledge, which
may engender appropriate ambivalence and
scepticism (Kerr et al. 1998c; Lambert and
Rose 1996). As well as misrepresenting the
extent of expertise amongst the lay population,
the emphasis on the poor state of the public’s
understanding of science in general, and genetics
in particular, may be misleading in another way.
That is, there is a risk that in stressing the poor
understanding on the part of the lay population,
the gap between lay and medical understanding
may be exaggerated (Boulton and Williamson
1995). This can maintain a divide between lay
and expert knowledge, which reinforces the
legitimacy of the latter and preserves the privi-
leged position of science and medicine in fram-
ing the social impact of the new genetics. While
education remains important, a mutual recogni-
tion of expertise should help pave the way for
open dialogue and debate across professional
groups and the public. Informed discussion

must recognize lay experience of the new genet-
ics, as it is applied in health-care settings in
particular. Nuanced understanding, which
embraces responses of ambivalence and con-
testation, may contribute positively to the social
shaping of genetic practice. Both proponents
and critics of the new genetics must engage
with the views and lived experience of those
drawn into contact with genetic services.
Failure to do so can lead to a reliance on profes-
sional expertise and its hegemonic discourse, and
also to a tendency to view the lay public as cul-
tural dupes, willingly embracing the promo-
tional rhetoric of genetic determinism and the
power of the gene.

CONCLUSION

The new genetics has the potential to funda-
mentally alter the way in which disease is
defined, understood, and managed. It raises
profound issues within health care and beyond.
The values associated with the new genetics,
especially the prevention and treatment of dis-
ease, both reflect and take for granted a range
of social and cultural processes. The implica-
tions of ever more narrowly defined disease
categories and ever more complex treatments
and interventions may lead to an expansion
of health-care services aimed at the individual
and his or her genetic make-up. The costs to
society of these developments will be vast, and
may lead to greater inequalities in both health
and health-care provision. At a wider level, the
inclusion of a range of other traits within the
genetic gaze may incite eugenic intervention
aimed 