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Preface

Social science may be confused, but its confusion should be exploited rather than
bemoaned. It may be sick, but recognition of this fact can and should be taken as
a call for diagnosis and perhaps even as a sign of coming health.

C. Wright Mills, The Sociological Imagination, 1959

While many medical sociologists are safely ensconced in departments of sociology
and rarely teach students from outside their faculty, others are located in medical
schools or other settings where they encounter a range of healthcare professionals
both as students and research collaborators. First-year medical students, for exam-
ple, are obliged to take a brief course introducing them to the social sciences as they
are applied to medicine. The intention is to broaden the students’ horizons beyond
the realm of medical science and enable them to develop an awareness of the
patient as a social being. Not surprisingly, many react against this imposition and
would rather spend their scarce time on what they see as more clinically useful top-
ics, such as neurology or anatomy. All too often what was intended to spark the
sociological imagination of the healthcare professional, only serves as a vaccination
against future contact with the discipline.

Teaching sociology to healthcare professionals can be a dispiriting occupation, but
it does provide an insight into the uneasy relationship between the discipline and its
subject matter. Qualitative researchers sometimes use the technique of ‘informant val-
idation’ in which the results of the researcher’s analysis are presented to those who
participated in the study to see if they fit with the informants’ own interpretations.
The technique is of limited value because sociological analysis can reveal ‘truths’
about a group which are not apparent to its members, and to which they may take
exception, but which are no less valid for that. But the antagonism between medical
sociology and medical practitioners goes much deeper than that between analyst and
analysed. It is not just that medical students take issue with some of the claims of soci-
ology, but that they detect in it a hostile opposition to the principles of modern med-
icine and the implication that to practise medicine is an act of bad faith.

What the medical students pick up on are the claims that science should be given
no primacy over other ‘truth-claims’, that medical knowledge is just a cloak for the
exercise of professional power and that the putative achievements of medical prac-
tice are insignificant compared to the gains that could be made by addressing the
social determinants of health. The spark for this book came not from those medical
students who put up a spirited defence against such claims, but from the many
others who acquiesced in them; from the growing number expressing the belief
that homeopathy has an important role to play, or that the patient’s diagnosis was
every bit as valid as the doctor’s. It occurred to me that this response was more in
touch with the spirit of the times and reflected a broader malaise in the dominant
medical institutions and elites. 
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For more than a generation medical sociology has defined itself in opposition to
what James Le Fanu (1999) describes as the golden age of clinical science which
emerged in the post-war period and which was characterised by commitment to the
Enlightenment project of using science and reason to overcome the problems of
humanity.1 However, as Le Fanu has observed, this golden age was drawing to a close
by the 1970s: medical science and the profession that practised it were increasingly
challenged and questioned, not least by medical sociology. Of course, sociology should
always question the established order and challenge orthodox ways of thinking about
the world, and challenging the hubristic claims of modern medicine must have
seemed radical and progressive at the time. However, in today’s context there are new
orthodoxies to be debunked, a new discourse of health to be critically explored.

The aim of this book is to apply a critical approach to the most pressing issues
and controversies in the contemporary discourse of health. Central to our perspec-
tive is the belief that although the concepts, theories and methods of medical
sociology (in its broadest sense) can aid our understanding of these issues and con-
troversies, the discipline itself does not stand outside of its subject matter as an
objective observer; but rather the social models which have emerged from medical
sociology have themselves had a fundamental impact on the way in which health
and illness are made sense of and understood in contemporary western societies.
This influence has not always been progressive and much of what follows takes
issue with many of the assumptions and claims of medical sociology; as such it is
both an exposition and a critique of the discipline.

It is traditional for ‘textbooks’ to offer an even-handed précis of the canon; of
course, perceptive students will always ask how the content of the canon was
decided and what lies behind this claimed even-handedness. No such claims are
made here. We have selected from medical sociology those concepts and theories
which we believe have had most impact upon the new discourse of health, or
which are of most value in understanding it. The contributors to the book are a
diverse group, not all of whom would describe themselves as medical sociologists.
They subscribe to no individual school of thought or uniform theoretical stand-
point, but there are common threads running through their analyses. The achieve-
ments of medical science are recognised and valued, but there is also recognition
that there is a social and psychological dimension to health and illness. Medical
pluralism and epistemological relativism are eschewed, but there is recognition that
knowledge is always socially situated and may (or may not) be distorted by vested
interests. More importantly, there is a humanist orientation which emphasises the
capacity for humans to make sense of the world around them and use reason to
overcome the problems and difficulties they face. It is this humanist orientation
and re-engagement with the Enlightenment project that gives the book its distinc-
tive approach. As the chapters unfold it will become apparent that the new dis-
course of health is founded on a far gloomier interpretation of human potential. 

The structure of the book

Chapter 1 provides a brief introduction to some of the key themes and contradic-
tions that characterise the new discourse of health, before describing three social
models of health and illness that have emerged from medical sociology and related
disciplines such as epidemiology and social medicine. The three approaches are
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appraised in terms of their influence on the new discourse of health and in terms
of their theoretical adequacy. The chapter closes with an outline sketch of what an
alternative approach to the sociology of health and illness, grounded in critical real-
ism and humanism, might look like. This new perspective is a work in progress
rather than a firmly established and clearly defined paradigm. The remaining chap-
ters provide examples of this approach in practice.

In Chapter 2 Alan Buckingham asks why, after a century in which medical sci-
ence made phenomenal progress in the fight against disease, we appear to have a
heightened sense of anxiety about our health, which has led to ever greater regula-
tion of perceived ‘health risks’ and ‘unhealthy lifestyle choices’. Close analysis of
the statistical evidence behind such health scares not only reveals that such claims
are often based upon poor research or ‘junk science’, but that many of the statisti-
cal techniques employed by researchers exploring the social determinants of health
and unhealthy lifestyles, even if applied with great rigour and precision, must
inevitably give rise to a degree of anxiety which is disproportionate to the threat
posed, for example, the calculation of relative rather than absolute risk ratios. The
chapter concludes by considering the extent to which health statistics are both a
cause and consequence of a broader culture of fear.

There is more to health and illness than the presence or absence of physical
pathology. The western medical model is frequently criticised for its ‘biological
reductionism’; the failure to recognise the role of subjectivity and social relations
in the aetiology, experience and outcome of illness and disease. Proponents of
‘holistic medicine’ have argued for greater understanding of the subjective
aspects of suffering and a transcendence of mind–body dualism. In Chapter 3
Stephen Bowler explores the mind–body problem, in the context of the human-
ist Enlightenment project. Where medical sociology has frequently viewed the
objectification of the body as a limitation of the bio-medical gaze, Bowler argues
that the capacity for science to master the objective reality of the body is central
to the success of modern medicine. The current trend towards holistic and com-
plementary medicine does not represent the emergence of more humane practice,
so much as a loss of faith in human agency; a trajectory which leads away from
science and medical progress.

Several chapters in this book refer to health scares or health risks, and the emer-
gence of a heightened sense of mental and physical vulnerability. In Chapter 4,
Adam Burgess asks what it is about contemporary western societies that provides
such fertile ground in which the seeds of health risk can take root and flourish.
Grounding his analysis in recent health scares, such as the putative link between
the combined vaccination for Measles, Mumps and Rubella (MMR) and the onset
of autism in childhood, and the equally spurious claims about health risks associ-
ated with the use of mobile phones, Burgess develops a multi-dimensional socio-
logical framework which locates the preconditions for the risk society at the macro
level of social development, the intermediate level of contextual factors, and the
direct role of ‘risk entrepreneurs’ and other groups and institutions in promoting
alarm.

Chapter 5 examines the influence that the three social models of health and ill-
ness have had on the broader discourse of health and illness through the New
Public Health and the adoption of Patient Centred Practice in primary care. It is
argued that the redefinition of health in terms of mental and social wellbeing has
broadened the domain of healthcare policy and practice to include new areas of
everyday life, while the identification of psycho-social stressors and lifestyle risk
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factors has given rise to a new sense of mental and physical vulnerability. At the
same time, the role of the doctor as gatekeeper to the sick has been eroded by a shift
from evidence of physical pathology as the basis of diagnosis, towards the subjec-
tive illness claims of the patient. These changes have contributed to an epidemic of
medically unexplained illness behaviour and an expansion of the role of healthcare
in the governance of everyday life.

The purpose of medicine is to ameliorate suffering, but the pursuit of this goal
entails entering into a set of social relations that are embroiled in the exercise of
power and control. Sociologists have conceptualised this contradiction through the
category of medicalisation, and in Chapter 6 Frank Furedi explores how this con-
struct has been reformulated during its 40-year history. Emerging during the radical
questioning of professional and institutional power of the late 1960s, medicalisation
was initially coined as a challenge to the professional dominance of ‘problems’ such
as madness, childbirth, and homosexuality. However, as Furedi’s analysis reveals, the
phenomenon of medicalisation has undergone a vault-face. Medicalisation no longer
refers to the expanding power and influence of the medical profession, but to a
broader cultural turn, in which diagnosis and therapy have become entangled in the
validation of identity – ironically, the impetus for medicalisation no longer comes
from the doctor but from the would-be patient.

Second-wave feminism made a significant contribution to the theory of medicali-
sation, and also provided its operational arm, in the form of the women’s health
movement of the 1970s; rejecting medicalised categories which asserted that
women’s subordinate role in society had a biological rather than political basis, and
asserting the right for women to identify and address their own health needs. In
Chapter 7 Ellie Lee and Elizabeth Frayn document the retreat from this emancipatory
standpoint, as contemporary feminists demand recognition of new medicalised cate-
gories such as Post-natal Depression or Pre-menstrual Syndrome, which imply that
women really are slaves to their biology. The extent of this reversal is nowhere more
apparent than in the rise of the men’s health movement which is grounded in the cri-
tique of masculinity and encourages a more pusillanimous approach to the negotia-
tion of health risks. The feminization of health is explored through a detailed
case-study of the topical and controversial issue of cancer screening.

The uneasy relationship between medical science and medical sociology is woven
deeply into the fabric of this book. In Chapter 8 Tracey Brown explores this tension,
placing the relativist challenge to medical knowledge in the broader context of the
conflict between science and ‘wilful superstition’. The rise of the evidence-based med-
icine movement is charted and the different strands of the backlash against it are dis-
cussed, from the feminist standpoint theory to complementary and alternative
medicine. It is concluded that although medicine may have won the science wars, the
victory is becoming increasingly pyrrhic, as leading scientific institutions and author-
ities retreat into defensive and conservative strategies.

In Chapter 9 Mike Bury draws together many themes discussed earlier in the
book and applies them to the latest policy initiatives relating to the National Health
Service. Central to the analysis is the shifting relationship between the providers of
health care and its recipients, variously constructed as: the public, consumers, part-
ners, or expert patients. The medical profession have retained much of their social
standing and trust, but in other respects they appear beleaguered; hemmed in
by bureaucratic regulation and control, threatened by litigation, and obliged to
cede authority to a range of competing interests. Rhetorically at least, the chief
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beneficiary of this apparent redistribution of power is the patient; empowered by
new mechanisms of consumerism and choice, with their preferences and subjective
beliefs buoyed to at least equal status with the expertise of the doctor. Yet all may
not be as it seems and through a highly nuanced analysis the reality of this top
down revolution in the doctor-patient relationship is revealed.

In the final chapter, Chapter 10, Vanessa Pupavac reveals how the tensions and
uncertainties of western medicine are being exported to the developing world.
Following the Second World War international health policy was linked to a
broader project of economic and social modernisation, which saw the exporta-
tion of high-technology medicine to the towns and cities of the third world, cou-
pled with ambitious public health programmes to eradicate smallpox and malaria.
However, by the mid 1970s the modernisation agenda was faltering under criti-
cisms that it was unaffordable, inappropriate and unsustainable. Modernisation
gave way to the more modest goal of sustained development, and rather than
attempting to equip the developing world with high-technology medicine inter-
national agencies shifted towards meeting basic health needs among the rural
poor through deprofessionalised initiatives which often embraced traditional
healing and environmentalist concerns. Earlier chapters describe the way in
which the focus of health policy in the affluent West has shifted from the treat-
ment of disease towards a broader pursuit of ‘healthy lifestyles’ and ‘psycho-social
wellbeing’; Pupavac’s analysis reveals the extent to which this therapeutic model
is being adopted by international aid and development agencies as a means of
ameliorating the ‘trauma’ of poverty and hardship, but failing to address the core
problems of uneven and unequal development.

Conclusion

Illness is not easy terrain for humanists; it is where we encounter our limitations.
Ultimately physiology extinguishes human consciousness – death is the end of all
our projects and aspirations. But it is also the place where we transcend at least
some of these limitations in a uniquely human way. Animals do not make sense of
their symptoms, they do not derive theories of aetiology, they have no system of
diagnostic categories, and they have developed no curative treatments for their
afflictions beyond the most basic adaptive responses. Humans do all of these
things, not alone, but through social relations, lay and professional networks, and
the production of knowledge. The profoundly social character of illness and medi-
cine means that health can never be absolutely reduced to biological science. The
sociological imagination has an important role to play in revealing the ways in
which social relations influence how we make sense of our ailments and find ways
of overcoming them. In the past the relationship between medical sociology and
medical science has often been an antagonistic one. Social models of health have
often been presented as a superior alternative to bio-medicine, and the Enlightenment
claim that social progress results from the application of science to the natural
world has been dismissed by some sociologists as a cloak for tyranny. Our purpose
in writing this introductory text is to posit a very different relationship between
medical sociology and its subject matter. A critical humanist approach to medical
sociology is one which recognises the contribution that modern medicine can
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make to social progress and which uses the concepts and methods of sociological
inquiry to reveal and understand the social and cultural obstacles to the realisation
of that potential.

David Wainwright, Bath, April 2007.
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1
The Changing Face of Medical 

Sociology 

David Wainwright

Modern medicine has brought dramatic improvements in life expectancy
and the treatment of disease.
Despite these achievements medicine is increasingly viewed with suspicion
and ambivalence.
Medical sociology not only provides an analysis of medical discourse; its
promotion of social models of health and illness have influenced the devel-
opment of policy and practice.
Three social models of health and illness are introduced and critiqued, con-
cluding with an account of critical realism.

Medicine is an enormous achievement, but what it will achieve practically for human-
ity, and what those who hold the power will allow it to do, remain open questions.

Roy Porter, The Greatest Benefit to Mankind, 1997

The new discourse of health

The last century brought dramatic improvements in virtually all major objective
indicators of health status, at least in the developed world. Many infectious diseases
have been controlled, infant mortality has fallen dramatically and life expectancy
continues to increase. The so called scourges of modernity, coronary heart disease
and cancer, are slowly retreating in the face of high technology medicine. Science
has ameliorated many of the more troublesome problems and constraints of the
human body; reproductive technologies have radically extended control over fertil-
ity; transplant surgery has enabled damaged organs to be replaced; joint replace-
ments have made the elderly mobile again; even the outward appearance of the
body can be surgically manipulated and enhanced.

Yet despite these achievements there is a widespread belief that ‘bio-medicine’ is
a double-edged sword. Rather than celebrating the benefits of modern medicine,
many fear its potency, preferring ‘natural’ or ‘complementary’ remedies.1 Rather
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than focusing on how rapidly medical science can be progressed and implemented,
public debate is often concerned with subordinating technological innovation to
legal and ethical regulation.2 Scandals have erupted over the retention of human
organs for research, and anti-vivisectionists have succeeded in placing the interests
of animals ahead of those of humans.3 New developments from stem cell technol-
ogy, to gene therapy, to therapeutic cloning are presented as potential threats to be
reined in and governed by the precautionary principle, which insists that safety must
be proven before implementation – a demand which is arguably impossible to meet.4

Ambivalence about bio-medical science has been matched by a diminution of trust
in health care providers, policy makers and other ‘vested interests’.5 The authority of
the medical profession has been undermined by high-profile cases of professional
incompetence or criminality. Clinical expertise and professional self-regulation are
constantly eroded by a pluralistic approach to medical knowledge and the imposi-
tion of a managerial structure of control. Corporate interests, such as private health
care providers and particularly the pharmaceutical companies are viewed with
unalloyed suspicion. Neither the free market nor social planning are seen as legiti-
mate means of advancing healthcare policy.6

The retreat from medical science has been matched by the promotion of a puta-
tively social model of health and illness, based on two key observations: first that
health status is shaped by social factors, for example, morbidity and mortality are
patterned by social class, gender and ethnic group, and second, that health has a
subjective as well as an objective dimension, that is, it is about how we feel and
choose to act as well as the presence of physical pathology. Both of these observa-
tions are valid, but their translation into health policy and medical practice has
brought adverse consequences. 

Most notably, the emergence of the social model has radically expanded the
domain of therapeutic intervention. Expenditure on health care may still be dom-
inated by hospital services, but the thrust of health policy is much more towards
the regulation of behaviour and the management of subjectivity. The New Public
Health movement has shifted the clinical gaze from treatment of the sick to regu-
lation of the well. What we eat, drink and smoke, who we sleep with, how we relate
to family members and friends, and the demands of working life, have all become
subjects of professional advice in the pursuit of that elusive endpoint: ‘wellbeing’.

The regulation of healthy bodies has been matched by a rapid expansion of psy-
chotherapeutic intervention. Most of the Victorian asylums have been closed and
their inmates decarcerated, but the reintegration of the mentally ill has been
accompanied by a blurring of the boundary between sanity and madness. New
psychiatric and psychological categories have emerged, such as Attention Deficit
Hyperactivity Disorder, Seasonal Affective Disorder, Post-traumatic Stress Disorder,
and a host of new addictions, to pathologise what were previously thought of as
aspects of everyday emotional life. The severely mentally ill may have to wait to
access scarce psychiatric resources, but a burgeoning army of arguably under-
qualified and loosely regulated psychotherapists is available to minister to the anx-
ious and the glum.7

Taken together the New Public Health and the rise of psychotherapy have led to
a significant transformation of the relationship between the individual and the
state. Aspects of everyday life which were previously sacrosanct have been opened
up to therapeutic scrutiny and regulation. This colonisation of the lifeworld has
given momentum to a new sense of personhood which emphasises vulnerability
and dependence. Health scares which emphasise the physical or emotional threat
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posed by mundane aspects of everyday life, such as, sunbathing, using a mobile
phone, work stress, vaccination, and so on are commonly reported in the media.
Paradoxically, as health has improved, stoicism and resilience have declined. Physical
and mental health are increasingly viewed as fragile states which need to be
defended against a growing list of social and environmental threats.

The above trends and changes constitute a fundamental shift in our experiences
of health and illness and constitute the emergence of a new discourse of health. The
history of medical sociology parallels this transformation.8 From the high water
mark of clinical science in the post-war period, to the psycho-social model that
informs much health policy today, medical sociologists have not been passive
observers, simply documenting changes as they unfold, but have played a signifi-
cant role in interpreting, and in some instances precipitating, change. Broader
social, cultural and political forces have driven these changes, but medical sociol-
ogy has often provided the crucible in which these changes are made sense of; for-
mulating the language and analytical framework through which policy makers,
professional elites and pressure groups have articulated them. Thus, many of the
themes to be found in contemporary public debates about health have their origins
in earlier sociological discourse; the social model of health now shared by many
medical practitioners and policy makers has its origins in sociological accounts of
the social causation of illness, and the critique of medical power to be found in
many official reports damning clinical autonomy and calling for greater regulation
of the medical profession can be traced back to the medicalisation thesis of the
1970s.9,10,11,12 

The aim of this book is to explore these transformations by examining a series of
key issues in the contemporary experience of health and illness from a sociological
perspective. Our approach is not to see medical sociology as detached from its sub-
ject matter, but to pick up on an earlier debate within the sub-discipline,13,14,15

which recognises that medical sociology has played an active role in shaping that
which it also reflects upon. A sociology of time would not begin by taking the back
off a clock, but by observing the movements of the hands around the clock face and
studying the social consequences of time-keeping. Likewise we begin our account
of medical sociology not by ‘taking the back off’ to reveal its conceptual and
methodological components, but by observing the changing face of medical soci-
ology and its consequences for how society collectively makes sense of the experi-
ences of health and illness.

The emergence of medical sociology

Writing the intellectual history of medical sociology presents several problems. The
sub-discipline has drawn on perspectives and theories from mainstream sociology,
including functionalism, symbolic interactionism, Marxism, feminism and post-
modernism. Different paradigms have had more or less prominence at different
points in time, for instance, Parsonian functionalism in the 1950s, interactionism
in the 1960s, Marxism and feminism in the 1970s and post-modernism in the
1980s. However, although this crude chronology grasps something of the changes
that have occurred in medical sociology, it needs to be treated with circumspection. 

First, the rise and fall of the different paradigms does not reflect a linear process
of scientific progress from error and ignorance to truth and knowledge, for instance,
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the apparent decline in the study of the political economy of health from the late
1970s and the growing interest in the epistemology of medical knowledge from the
early 1980s, cannot be explained exclusively in terms of the inadequacies of the for-
mer or the veracity of the latter. Second, mapping paradigms onto specific periods
of time implies a degree of homogeneity and consensus which is hard to find in
reality. Not all medical sociologists writing in the 1950s were doctrinaire Parsonian
functionalists; likewise the concepts and theories of feminism have influenced
medical sociology across its history, not just in the 1970s. The influence of differ-
ent perspectives varies not just across time, but also between countries, sociology
departments and individual writers. Third, the researchers who have contributed to
medical sociology are increasingly difficult to pigeon-hole in terms of the perspec-
tive that informs their work. Not only are they often drawn from disciplines
outside sociology, but few define themselves exclusively as Marxists, feminists,
interactionists or post-modernists. The influence of different intellectual traditions
can still be observed, but they are often invoked and synthesised pragmatically
according to the research question that is being addressed. This ‘mix-and-match’
approach is particularly apparent in empirical research, for example, proponents of
‘mixed methods’ often combine qualitative and quantitative methods of data col-
lection, despite the difficulty of reconciling the epistemological assumptions of nat-
uralistic and positivist methodologies.16

Finally, while medical sociology is a product of intellectual currents and method-
ologies drawn from mainstream sociology and applied empirically to the study of
health and illness, their significance is only apparent behind the walls of the acad-
emy, in seminar rooms and lecture theatres, publications and conference proceed-
ings. The face that medical sociology presents to the world and, more importantly,
the influence that it has had on the way in which society makes sense of and comes
to understand experiences of health and illness, is not mediated through the cate-
gories and constructions of different strands of social theory, but through engage-
ment with a much broader discourse of health, specifically through the articulation
of social models of health and illness.

Social models of health and illness

The bio-medical model of disease with its emphasis on physical pathology and
biological reductionism has been criticised for neglecting the social influences on
health and illness. While bio-medicine has advanced over the last century, a range
of other disciplines including sociology, psychology, epidemiology and economics
has explored these social influences on health, providing not just a critique of the
limits of bio-medicine, but a different way of understanding and addressing health
and illness. This social model of health is often presented as a single unified theory;
however, the range of assumptions and perspectives included under this broad
umbrella is so diverse that it is more accurate to refer to several social models. No
taxonomy is likely to capture all of these differences, here we have aggregated them
into three broad groupings which can be identified in the literature and which have
had a significant impact on the broader discourse of health: the social determinants
of health; unhealthy lifestyles; and the social construction of health and illness. It
should be noted that there is inconsistency and disagreement within these group-
ings as well as between them. 
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The social determinants of health

This perspective has been adopted by epidemiologists and others working in the
field of social medicine. Of the social models this is closest to the bio-medical
model in that it is traditionally concerned with physical pathology, but seeks to
extend notions of aetiology or disease causation, beyond the identification of a
pathogenic agent, such as a virus, to include social and economic factors, such as
poverty, homelessness and air pollution. This approach has a long history, charting
the influences of urbanisation and industrialisation on the nation’s health from the
beginning of the industrial revolution.17 Central to the approach is the claim that
material deprivation plays a fundamental role in the causation of disease, as the
poor are denied many of the goods and services required for health and are more
likely to be exposed to environmental hazards, such as damp housing or occupa-
tional injuries. 

The social determinants of health model is supported by a substantial body of
empirical evidence which reveals a strong social gradient for most diseases, with the
poorer classes experiencing higher rates of disease than their more affluent peers.18

From this perspective social development, particularly reducing poverty, poor hous-
ing and environmental pollution, play a more important role in improving the
nation’s health than that played by curative medicine.19 This claim has not gone
uncontested.20

If evidence is required for the claim that an adequate supply of food and clean
water, shelter from the elements, clean air and protection from hazardous sub-
stances and machinery in the workplace, make a significant contribution to health,
then the contemporary experience of many people living in the third world will
provide it. But what about societies in the developed world which have succeeded
in providing these basic requirements for health; has rising affluence and the wel-
fare state succeeded in overcoming the social determinants of disease? Evidence
suggests that above a certain level of social development an epidemiological transi-
tion occurs in which the traditional diseases of poverty, particularly infectious dis-
eases and malnutrition, are replaced by the diseases of affluence, such as cancers
and heart disease.21 Despite these changes, social variations in health status persist,
so where does this leave the social determinants of health model?

The epidemiological transition has prompted a conceptual shift in the social deter-
minants of health literature. While some continue to pursue the materialist
approach of linking health inequalities to the direct effects of deprivation or expo-
sure to hazards, this perspective has been largely supplanted by a second strand
which argues that the psychological consequences of social inequality now play a
more important role than material deprivation in the causation of disease. The
Whitehall studies22,23 explored the health status of different grades of British civil ser-
vants over time and found that the junior grades experienced significantly greater ill
health, especially heart disease, than their more senior colleagues. Although the
grades varied in seniority, none suffered the material deprivation experienced by the
poor, the implication being that the variations in health must be caused by the dif-
ferent psychological characteristics of the work done by different grades of staff. The
second Whitehall study explored this possibility and found that junior staff reported
higher job demands, lower job control and less social support at work than their
senior colleagues.24 Controversially, it was argued that exposure to these job charac-
teristics caused psychological stress, which in turn triggered physiological changes
which led to higher rates of disease. New disciplines, such as psychoneuroimmunology
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and ecocardiology have emerged to study the link between psychological stressors
and disease, and more significantly, using international comparative data, Wilkinson
has argued that beyond a certain level of economic development rich countries with
wide economic inequalities have poorer average health than more equitable societies
that have less wealth, because of the adverse health effects of psychological distress
caused by social inequality.25

The claim that psychological distress can cause physiological changes in the body
which in turn cause diseases such as heart disease, reduced immune function, or
even some cancers, marks a fundamental shift in the social determinants of health
model, which as we shall see in Chapter 4, has influenced the broader discourse of
health. Introducing psycho-social stressors into the pathway between social condi-
tions and physical pathology has revitalised the social determinants model and
broadened its explanatory range in developed societies. However, its claims have
not gone uncontested. The fundamental problem is that the social determinants
model overlooks the subjective nature of psychological distress. While polluted
water supplies or insufficient nutrition have an objective effect on the body irre-
spective of what the individual makes of their circumstances, this is not the case
with psycho-social stressors which must be subjectively recognised and appraised as
a threat in order to have an effect on the body.26

The problem becomes apparent in the social determinants of health literature on
work-related stress. There are two dominant theoretical models in this approach to
work stress or job strain: Karasek and Theorell’s Demands-Control-Support model,27

and Siegrist’s Effort-Reward Imbalance Model.28 Both models assume that work
stress and the illness behaviour produced by it are an unmediated response to
objective conditions in the workplace. For Karasek and Theorell the key factors are
high job demands, low job control, and lack of support from other employees, and
for Siegrist a disparity between the amount of effort invested in work and the
rewards that are received is the trigger for the stress response. Missing from both
models is any attempt to explain how people’s attitudes and beliefs about what con-
stitutes a heavy workload, or what is a reasonable reward for work, shape their
response to their working conditions, or, how these attitudes and beliefs are shaped
by personal experiences and changing cultural norms. This deficiency in the social
determinants model leaves its proponents struggling to explain variations in the
response to objectively similar working conditions between individuals and over
time. Why do some people thrive in jobs which others find unbearably stressful,
and why was work stress unheard of before the 1960s despite the physically and
psychologically harsh working conditions that prevailed in the nineteenth and
early twentieth centuries?

Unhealthy lifestyles perspective 

Where the social determinants model underplays personal volition in the genesis of
illness behaviour the unhealthy lifestyles perspective focuses on individual choices.
Social variations in morbidity and mortality are recognised, but they are explained
in terms of ‘lifestyle choices’, for example, the higher prevalence of smoking, alco-
hol consumption, dietary fat, and lack of exercise among the manual working class
is seen as the primary cause of their higher rates of cancers and heart disease.29

The claim that lifestyle choices could have an impact on health and illness
received much of its impetus from the groundbreaking research into the association
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between tobacco smoking and lung cancer by Austin Bradford Hill and his colleagues
in the early 1950s.30 The link between smoking and cancer was only confirmed after
years of meticulous and highly rigorous research, yet the profound consequences of
this research for the prevention of disease provoked the scientific equivalent of a
goldrush as epidemiologists raced to find other Pathogenic Lifestyle Factors, often
with far less caution and rigour than that employed in the search for a link between
smoking and cancer.

A key moment came in 1981 with the publication of Richard Doll’s The Causes of
Cancer.31 Doll had worked with Bradford Hill in the 1950s and, with his colleague
Peto, added much to our understanding of the link between tobacco and cancer. As
an internationally renowned cancer epidemiologist, Doll’s claim that (excluding
those caused by smoking) 70 per cent of cancers are caused by diet, carried consid-
erable weight with policy makers, particularly as costly high-technology cancer
treatments were making little headway against the disease. The notion that the
pain, suffering and medical costs caused by cancer could be largely avoided simply
by changing what we eat was compelling, but not without its critics.

Doll’s argument in The Causes of Cancer is supported by a wealth of references and
statistical evidence, but as Le Fanu32 has pointed out, the basic methodology is a
simple one. Essentially, his argument is based on comparison of specific cancer rates
obtained from the Connecticut Cancer Registry, with the lowest recorded rates for
those cancers elsewhere in the world, for example, Doll found 60 cases of pancre-
atic cancer per million head of population in Connecticut, compared with a mere
21 per million in India; a difference which Doll ascribes to the western diet which
is heavy in high fat meat and dairy produce. Le Fanu points out that while diet may
explain these variations, the evidence supporting this hypothesis is not nearly as
compelling as that for the link between tobacco and lung cancer; there are concep-
tual difficulties, including the strong evidence that cancers are caused by ageing,
and examples which contradict the dietary hypothesis:

The Mormons and Seventh-Day Adventists are identical in virtually every way:
they lead sober lives, don’t smoke or drink and go to church on Sundays. The only
difference is that the Mormons eat meat and the Seventh-Day Adventists on the
whole are vegetarians. If the ‘high fat diet’ explanation for cancer was valid, the
meat eating Mormons must by definition have a higher incidence of these cancers
than the Seventh-Day Adventists. But they do not.33

Others have also pointed to the lack of scientific rigour in much of the epidemiolog-
ical research on the relationship between lifestyle factors and disease, for instance,
Skrabanek and McCormick34 have argued that statistical associations between puta-
tive risk factors and health outcomes are frequently presented as cause-and-effect
relationships even though these apparent associations could be caused by the
effects of other factors which have not been controlled (confounding variables), or
could even be produced by chance (Type 1 error). This and other criticisms made
by Skrabanek and others are explored in greater depth in Chapter 2.

Despite a well-developed critique of the ‘junk science’ behind many of the claims
made for the role of environmental and ‘lifestyle factors’ in the causation of disease,
the epidemiological ‘goldrush’ continued to gain momentum, generating an ever
increasing tide of ‘health scares’ about the potential threat to health and wellbeing
posed by agents or substances encountered in everyday life, including: coffee 
drinking, hair dye, the use of phthalates in plastics, pesticide residues in fruit and
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vegetables, sunbathing, the MMR vaccine, formula baby food, mobile phones, oral
contraceptive pills – the list continues to grow.35 Such ‘discoveries’ make good news
copy and are frequently reported in the media in highly sensationalised terms with
scant regard paid to the scientific rigour of the research.

The unhealthy lifestyles perspective has also been criticised for victim blaming,
because it implies that unhealthy lifestyle choices stem from irresponsibility or
moral fecklessness and overlooks the extent to which choices are constrained by
structural and cultural factors.36 Not surprisingly, many in the social determinants
of health camp have set out to debunk the unhealthy lifestyles perspective, by
demonstrating the ways in which the choices of people living in poverty are con-
strained, for instance it has been argued that social security benefits are insufficient
to support healthy eating.37

Another strand of the victim-blaming critique looks at cultural and psychologi-
cal factors, for example suggesting that tobacco smoking and alcohol consumption
are deeply embedded in working-class culture and that their use may be determined
by peer-group pressure and the behavioural norms of the sub-culture.38 Gender has
also been presented as a determinant of lifestyle choices. The life expectancy of
men is shorter than that of women, and it has been argued that men’s higher mor-
tality results from a culture of masculinity that values risky behaviour, including
tobacco smoking and heavy drinking, and which discourages the uptake of health
services and other health maintenance strategies.39

At the heart of this debate is an old tension between notions of free will and deter-
minism. The unhealthy lifestyles perspective may (in early iterations) have over-
looked socio-cultural influences, but it did at least credit the individual with a high
degree of free will or agency, rather than viewing him as a pawn whose choices are
pre-destined. The criticism that the unhealthy lifestyles approach is victim blaming
is often founded on a far less optimistic assessment of human subjectivity. People’s
capacity to appraise the health risks of activities like smoking, weigh the likely costs
and benefits, and freely choose how to live their lives, is often down-played in favour
of a diminished sense of subjectivity in which individuals can never resist the influ-
ence of social determinants like peer-group pressure or stress. The assumption is that
the individual cannot transcend his milieu and consciously choose a course of
action which contradicts the script dictated by his social position.

The criticism that the unhealthy lifestyles perspective was victim blaming, empha-
sised the extent to which the approach initially overlooked structural and cultural
influences on behaviour in favour of moral exhortation and stigma; however, the
influence of this criticism has not been to shift attention away from the individual
and towards tackling the social determinants of lifestyle choices, rather it has resulted
in an approach which remains essentially individualistic but which emphasises the
individual’s diminished capacity to resist the external influences on behaviour.
Where earlier strands of the unhealthy lifestyles approach assigned a significant role
to personal choice and the individual’s ability to assimilate evidence about the risks
posed by unhealthy lifestyle choices, more recent approaches to the promotion of
healthy lifestyles assume a diminished role for subjectivity, for example, the reluc-
tance of some social groups to heed the evidence relating to the health risks of
tobacco smoking, is increasingly explained in terms of the potency of the addiction
and the individual’s inability to resist social and cultural incentives to continue smok-
ing.40 As we shall see later, this has led to the development of a therapeutic approach
to the promotion of healthy lifestyles which goes beyond the provision of health
warnings to offer interventions which aim to bolster the individual’s capacity to make
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the ‘right’ choice, for instance through the provision of nicotine patches to reduce
the potency of physical addiction, or psychotherapeutic interventions to boost self-
esteem or self-advocacy.

The unhealthy lifestyles perspective has also been applied to work-related stress.
When work stress first began to emerge as an issue it was often applied to senior
white-collar workers who, it was argued, were suffering from ‘Executive Stress’. The
assumption was that in vigorously pursuing career advancement by working long
hours at the office and taking on a heavy workload and onerous responsibilities,
such individuals were making themselves vulnerable to stress, burn-out and health
problems such as ulcers and heart attacks. Popular culture in the 1970s contained
several examples of former executives who had turned their backs on the ‘rat race’
in order to lead the ‘good life’. 

The implication is that choosing to work hard can be just as unhealthy a lifestyle
choice as smoking or eating a high-fat diet. This theme is still apparent in debates
about work/life balance which suggest that individuals need to adopt a healthy dis-
tribution of time and effort between the home and the workplace. This argument
is often directed towards women who pursue a career but also want to have chil-
dren or, in the language of popular culture, ‘women who want it all’. It is often
implied that such women are not only risking their own health and wellbeing, but
also that of their children who are placed in nursery schools and childcare.

As with other examples from the unhealthy lifestyles perspective the claim that
work stress is a consequence of personal choice is open to the accusation of victim
blaming. Not everyone has the luxury of choosing how to divide their time
between home and work, nor the freedom to determine their own workload. Again,
the response of the unhealthy lifestyles perspective to such criticism has been to
adopt a therapeutic approach to the stressed individual, for example through the
provision of stress avoidance or relaxation techniques. Again, this stems from a
diminished view of subjectivity; the belief that people lack the capacity to manage
their own mental life without the support of professional intervention.

The unhealthy lifestyles approach represents an advance on the social determi-
nants of health perspective because it recognises the role of subjectivity and individ-
ual choice in mediating the relationship between structural and cultural factors and
illness behaviour. However, the way in which this process of mediation is
conceptualised is simplistic and implies that unhealthy lifestyle choices either
stem from lack of information about the risks associated with a particular activity
or behaviour, or from a personal cognitive deficiency, which stops the individual
from choosing a healthy lifestyle even when they recognise it as such. While the
unhealthy lifestyles approach recognises that how we behave in the world is shaped
by how we understand it and the choices we make that stem from this understand-
ing, what it fails to grasp is the extent to which this understanding is not purely an
individual affair but a product of social interaction and negotiation. This becomes
apparent when we consider the third and final social model of health and illness.

The social construction of health and illness

Social constructionism is a means of conceptualising the way in which knowledge
or discourse is produced and the effects that knowledge has on behaviour. The
approach is based on the assumption that there is a gap between objective reality,
how the world ‘really is’, and the ways in which that reality is represented in
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human consciousness. We are able to observe the real world through our senses, but
the ways in which we label, understand and explain what we see are not simply a
mirror image of reality but also the products of human interpretation, imagination
and creativity. 

Soldiers returning from war, for instance, may exhibit symptoms and behaviours
which today might be labelled as ‘Post-traumatic Stress Disorder’ and, having
received this psychiatric diagnosis, they might be provided with a range of thera-
peutic services, excused from combat and perhaps given financial compensation.
However, this way of labelling, understanding and responding to the emotional
and behavioural problems of soldiers is not a unique or unmediated representation
of objective reality, but a historically and culturally specific way of understanding
and making sense of the phenomenon. In their account of military psychiatry in
the twentieth century, Jones and Wessely41 explore the different ways in which the
same symptoms have been labelled and understood. During the Boer War soldiers
whose emotional state rendered them unable to fight were diagnosed with
‘Disordered Action of the Heart’, a generation later in the First World War the same
symptoms were labelled as ‘Shell Shock’. During the Second World War, air crew
who had lost the will to fight were diagnosed as suffering from ‘Lack of Moral
Fibre’, not surprisingly many were reluctant to have their exhaustion and fatigue
stigmatised in this way, although the phrase is perhaps preferable to the earlier
‘Lack of Intestinal Fortitude’.

The shifting lexicon of military psychiatry represents much more than the appli-
cation of new names to old problems. It is not just the label that changes, but the
understanding and explanation of the symptoms, for example the labels discussed
earlier variously locate the origins of mental distress in the heart, the gut or the psy-
che. These different ways of understanding the phenomenon have implications for
the self-identity of the individual so labelled and for the ways in which others
respond to them. A modern soldier suffering from Post-traumatic Stress Disorder
will feel differently about himself and be treated differently to a World War II air-
man suffering from a Lack of Moral Fibre, yet both might be exhibiting the same
symptoms and behaviour. Indeed, during the First World War many soldiers were
executed because their mental distress was defined as cowardice. 

The ways in which we make sense of phenomena, the words we use to label
them, and the theories we develop to understand them, have fundamental conse-
quences for the self-identity of the individual who experiences the phenomenon
and also for the ways in which others respond. This approach was taken up in the
1960s by labelling theorists who explored the way in which ‘normality’ and
‘deviance’ were defined and enforced through the imposition of socially constructed
labels. The key insight of labelling theory is that deviance is not seen as inherent in
the behaviour of an individual, but dependent upon the imposition of a label by
powerful others; as Howard Becker famously put it, ‘deviant behaviour is behaviour
that people so label’.42 The value of this insight for medical sociology is immedi-
ately apparent; it raises the possibility that the diagnostic categories and labels
applied by the medical profession to their patients may be largely independent of
physical pathology. Robin Scott in The Making of Blind Men explored the way in
which visually impaired, but partially sighted, people were encouraged to relin-
quish their efforts to use their remaining vision and take on the role and self-identity
of complete blindness, through the process of diagnosis and labelling. He notes
that ‘the overwhelming majority of people who are classified as blind according to
this definition [i.e. the Snellen measure] can in fact see’.43
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Labelling theory raises the political question of which social groups have the
power to impose a label and make it stick. In a classic social experiment Rosenhan44

sent a group of volunteers to seek entry to 12 mental institutions in the United
States. All of the volunteers reported a single symptom consistent with a diagnosis
of schizophrenia: claiming to have heard voices in their head saying ‘thud’ or
‘empty’. All of the volunteers were diagnosed as schizophrenic and admitted to hos-
pital. Despite the fact that none of the volunteers were mentally ill and did not
exhibit further symptoms, they were kept in hospital for up to 52 days. While many
of their fellow patients detected their sanity, the psychiatric staff did not change
their initial diagnosis and interpreted the volunteers’ behaviour, for example the
writing of field notes, as further evidence of mental pathology.

Rosenhan’s study reveals the way in which expert knowledge, in this case psychi-
atry, is implicated in the labelling process, by providing an interpretation and a set
of expectations which can be imposed on the individual, often against their best
interests. For social constructionists, this insight applies beyond psychiatry, to a
much broader discourse of medical knowledge, for example, in the early 1970s Ann
Oakley45 challenged the way in which childbirth was increasingly constructed as
a medical procedure, dominated by high technology wielded by doctors, and
in which the expectant mother played a largely subordinate if not passive role.
Interestingly, Oakley’s work gave impetus to the natural childbirth movement,
whose promotion of home births, minimal pain relief, and breast feeding, is
arguably just as disempowering as the medicalised model it seeks to challenge.

Social constructionists share a common belief in the gap between objective real-
ity and the phenomenal forms or discourses through which reality is represented in
human consciousness. Where they differ is in the extent to which they believe that
this gap can be bridged by the scientific method. Among sociologists who apply
social constructionism to the study of health and illness there is a divide between
those who retain a realist orientation, which starts from the assumption that there
is an objective reality which can be known by humanity even if this knowledge is
vulnerable to distortion by social and cultural influences, and those who embrace
relativism, in which science-based knowledge cannot be viewed as any truer than
that derived from other belief systems, such as, Catholicism or homeopathy.

In the late twentieth century, epistemological relativism had a profound influ-
ence on British medical sociology, from those who were keen to elevate the lay per-
spective on health and illness:

medical theories and lay theories are, from a sociological point of view, of equal
interest and status. Magic, religion, politics, science, sociology, can all be seen as
folk systems for understanding the world. They can all be taken equally seriously.46

to those intent on diminishing the status of bio-medical science:

A body analysed for humours contains humours; a body analysed for organs and
tissues is constituted by organs and tissues; a body analysed for psychosocial func-
tioning is a psychosocial object.47

The notion that no belief system or discourse could claim to offer a truer account
of reality than any other has practical implications, according to those who advocate
medical pluralism. If bio-medical science has no epistemological primacy then why
should its practitioners have a privileged position in the diagnosis and treatment of
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illness; why should the oncologist be preferred to the acupuncturist; why should
the general practitioner’s diagnosis be accepted more readily than the patient’s
account? 

From this perspective, the production of medical knowledge or discourse is sim-
ply a means of justifying the exercise of power and the truth or falsity of that
knowledge becomes an irrelevant issue. The claim that scientific knowledge is
essentially concerned with the exercise of power rather than the pursuit of truth is
central to the work of Michel Foucault:

the problem does not consist in drawing the line between that in a discourse
which falls under the category of scientificity or truth, and that which comes
under some other category, but in seeing historically how effects of truth are pro-
duced within discourses which in themselves are neither true nor false.48

For Foucault, discourse is much more than a body of knowledge, it also includes
institutions, practices and technologies, thus the discourse of psychiatry not only
includes a set of beliefs and ideas about the functioning of the mind, but also the
therapeutic regimes and other apparatus used in the governance of the mentally ill.
Foucault’s project was a historical one, to reveal how different discursive formations
emerged over time, and their implication in the exercise of power; an approach
which he applied to criminality, madness, sexuality and, in The Birth of the Clinic,49

to medicine. Central to Foucault’s argument is the claim that the ‘clinical gaze’, as
it emerged in the hospitals of nineteenth-century France, did not simply reveal an
objective physiological reality which had previously lain undiscovered, but that it
simply created a new way of making sense of the body based on the techniques of
surveillance and observation, but also bound up in the exercise of power. Of course,
many others before and after Foucault have explored how social knowledge is used
to serve the interests of the powerful. Marx’s account of ideology claims that in any
historical period the dominant ideas will be those of the ruling class.50 However,
there are key differences between the approach adopted by Foucault and his follow-
ers and others who have adopted a critical perspective on social knowledge. 

First, where others see ideology as a distortion of objective knowledge, which can
be penetrated to reveal an authentic and essential truth, for Foucault there can be
no escape from discourse. Replacing one set of beliefs with another does not repre-
sent progress in the journey towards an objective account of reality and, to the
extent that emancipation can be achieved, it lies in rejecting the authority of truth
claims rather than in revealing their falsehood, for example while the discourse of
psychiatry may be implicated in the social control of deviance, liberation lies not
in replacing existing psychiatry with a discourse which more adequately grasps the
reality of madness but in questioning the distinction between madness and reason
and psychiatry’s right to police the putative boundary between the two.

A second difference lies in Foucault’s emphasis on the micro-relations of power.
Rather than seeing power residing in institutions, such as the state, or in a dominant
class, race or gender, Foucault sees power as something which cannot be accumu-
lated but only exercised in specific situations, such as the doctor–patient relation-
ship. Moreover, power is not exercised as repression but as a productive force, for
example in The History of Sexuality51 Foucault overturns the traditional view that the
Victorian period was characterised by sexual repression, by pointing to an explosion
of discourse on sexuality, producing new subjects, such as the masturbating child
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and the hysterical woman. It is this process by which discourse is internalised by the
individual as a means of making sense of his own subjectivity, that Foucault aims to
reveal, particularly in his later writings. It is not just the case that discourse legiti-
mates the coercive actions which others exercise over the individual, but the extent
to which discourse provides technologies of the self,52 ways of reflecting on and under-
standing our sense of selfhood. Thus, for Foucault there is no pre-social self existing
outside of discourse. While we may subjectively experience a sense of scepticism
about different knowledge claims and critique or challenge them, the apparatus we
use for this critique, be it rationalism, Marxism or psychoanalysis is itself socially
constructed – while we have the illusion of being an independent critical thinker, we
have only used one form of discourse to overturn another.

Not surprisingly, Foucault’s bleak conclusions and those of other strong construc-
tionists, have been challenged by critics in the realist camp. In the field of medical
sociology Bury’s53 critique of strong social constructionism has been highly influ-
ential and has provoked considerable debate within the sub-discipline.54 Bury’s cri-
tique contains three key components. First, that social constructionism does not
give sufficient weight to the lived reality of the body as it is experienced in every-
day life; pain suffering and death are only too real for those touched by them.
Second, Bury argues that strong social constructionists underestimate the demon-
strable effectiveness of bio-medical interventions in preventing and curing disease.
While mistakes have occasionally been made, and some of the improvements in
health status that have occurred over the last century may be attributable to social
development rather than clinical interventions, there remains a compelling body
of evidence to show that the eradication of many infectious diseases, the ameliora-
tion of physical trauma, and many other improvements in mortality and morbid-
ity rates are directly attributable to the practice of modern medicine. In response
constructionists have argued that this body of evidence relating to the effectiveness
of bio-medicine is itself a social construction which is specific to the time and cul-
ture in which it was produced. 

This leads to Bury’s third criticism, that the relativism adopted by strong social
constructionists is self-refuting: if one belief system cannot be judged more valid
than any other, then why should the claims of social constructionists be accepted
as truthful. Nicolson and McLaughlin have responded by suggesting that social
constructionists do not deny an individual’s right to judge the truth or falsity of
knowledge, only the claim that one belief system is truer than another. This defence
has its flaws, however. When social constructionists state that their analysis
debunks science’s claim to grasp objective reality more adequately than other belief
systems, they are surely saying that social constructionism is a more valid belief sys-
tem than science. Also, just how are individuals supposed to judge the truth or fal-
sity of knowledge if the evidence presented to support or contradict it must always
be dismissed?

The relativist strand of social constructionism reached its high point in the post-
modernism of the closing years of the twentieth century. More recently, a new
strand of social constructionism has emerged in medical sociology, influenced by
the critical realism of Roy Bhaskar and his followers.55 The ability of the scientific
method to produce knowledge which grasps objective reality more accurately than
other belief systems is accepted, but it is also recognised that other social and cul-
tural factors are bound up in the transition from rigorous scientific enquiry to the
production of a scientific discourse. 
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There is of course, room for scientific debate and contradictory interpretations of
data within the parameters of scientific enquiry. Moreover, scientific evidence can
be strong or weak depending on methodological rigour and the number of times
that an experiment or observation has been replicated. Thus scientific knowledge is
never fixed or irrefutable; there is always the possibility that new observations or
better data will lead to the revision or rejection of a scientific theory. Social and cul-
tural factors can also intervene to bias or invalidate scientific research. More
broadly, the decision to apply the scientific method to one area of study rather than
another is also shaped by social, economic, political and cultural factors. Most
importantly, the decision of how to respond to scientific evidence is shaped by the
same non-scientific factors, for example the link between tobacco smoking and
lung cancer is well supported by scientific evidence, but if and how to respond to
this finding, whether to ban smoking, produce information leaflets for smokers,
develop nicotine patches, or develop better treatments for lung cancer, or not to
respond at all, depends upon far more than scientific evidence of the likely out-
come of such responses.

Critical realism, therefore, entails an engagement with the scientific content of a
discourse, but also a sociological critique of the political, economic and cultural fac-
tors that determine the form taken by a particular discourse at a specific point in
time. Burgess’s analysis of the health scare surrounding the use of mobile phones,56

for example, comprises a thorough evaluation of the scientific evidence concerning
the health risks associated with mobile phones. Having established that the scien-
tific evidence of a health risk is very weak, Burgess goes on to explore the sociolog-
ical factors that have given rise to the ongoing discourse of risk management and
precautionary measures. The value of the analysis stems not from an outright dis-
missal of scientific evidence, but from the attempt to disentangle that in a discourse
which is rigorously scientific and that which is socially constructed.

As with Foucauldian social constructionism, critical realism is also concerned with
the ways in which discourse creates subjects and gives rise to particular forms of sub-
jectivity. Wainwright and Calnan’s57 analysis of the work-stress epidemic, for example,
critically engages the scientific evidence relating to the effects of paid employment on
mental health and provides a sociological critique of the social and cultural forces that
have shaped the work-stress discourse, but it also examines the consequences of med-
icalising problems at work rather than constructing them as political or economic
problems. While the discourse of work-stress is presented as an objective scientific
account of the psychological consequences of conditions in the workplace, the analy-
sis reveals that the emergence of the passive work-stress victim is contingent on
broader social and cultural factors, which give rise to this form of subjectivity.

Critical realism, therefore, neither takes scientific discourse at face value, nor does
it dismiss its claim to grasp reality more adequately than other belief systems.
Rather than overturning the scientific project, critical realism aims to complement
and extend scientific rigour by revealing the social and cultural aspects of scientific
discourse. The goal of this approach is to aid the development of critical conscious-
ness, which synthesises the insights of scientific enquiry, with an awareness of the
different ways in which scientific knowledge can be interpreted and applied to the
resolution of problems and the fulfilment of human potential. Scientific discourse
can never be reduced to a core of objective knowledge which is absolute and incon-
testable; there can be no purely scientific solutions to human problems and
advancement, but critical realism can bring into consciousness the conjuncture
between science, social and cultural distortions, and political will. 
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Conclusion

This chapter began by identifying some of the paradoxes, tensions and uncertainties
that characterise the contemporary experience of health and illness in western soci-
eties which, taken together, represent the emergence of a distinctly new discourse of
health. Objectively, our health is improving, but subjectively we have a heightened
sense of vulnerability, risk and anxiety. While rates of objectively measurable physi-
cal pathology are in decline subjective symptoms and associated forms of illness
behaviour continue to rise. Many of the improvements in rates of objective health
indicators stem from the application of modern scientific medicine, yet the trustwor-
thiness of the professions, institutions and organisations responsible for developing
and delivering effective health care is increasingly being challenged. Medical sociol-
ogy exists to understand and explain these changes, but is itself embroiled in them.

Medical sociology is in a constant state of flux. There is not a linear process of
development charcterised by a cumulative accretion of knowledge, but a continual
cycle of contestation in which different standpoints are adopted, challenged and
tested against the reality of lived experience and the problems of everyday life. In
this chapter we have considered three of the main strands of the social model of
health and illness. While each strand has contributed substantially to our under-
standing of health and illness there are fundamental problems with each. They
explain part of the human experience of health and illness, but leave unanswered
questions relating to free will and determinism, the mind–body problem, science
and discourse, individualism and collectivism, realism and interpretivism. There
are no easy answers to any of these questions, and it seems unlikely that a grand
unified theory lies in wait around the next conceptual corner. Even so, there is
some evidence of a growing recognition of the limitations of earlier approaches and
a willingness to develop new ways of thinking about health and illness that tran-
scend these limitations. Critical realism is one such attempt, but it is important to
recognise that this is not a fully extemporised theory in which all of these tensions
are resolved; it remains very much a work in progress. 

Discussion topics

Why has the relationship between medical sociology and medical science often
been an antagonistic one? Is this antagonism inevitable?
Are the three social models of health compatible, complementary or antagonistic?
What are the differences between strong social constructionism and critical realism? 

Further reading

Bury, M. (1986) Social constructionism and the development of medical sociology.
Sociology of Health and Illness, 5(1): 1–24.

The definitive repost to the post-modernist turn in medical sociology and a forthright
assertion of the need for sociological critique to be grounded in realism.
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Gerhardt, U. (1989) Ideas about IIlness: An Intellectual and Political History of Medical
Sociology. London: Macmillan.

Charts the development of medical sociology from 1950 to the mid 1980s.
Comprehensive and detailed.

Le Fanu, J. (1999) The Rise and Fall of Modern Medicine. London: Little Brown & Co.

An inspirational and highly readable account of the ‘twelve definitive moments’ that
comprised the clinical science revolution, coupled with a critique of the social model
and the new genetics.

Strong, P.M. (1979) Sociological imperialism and the profession of medicine. Social
Science and Medicine, 13A: 199–215.

A classic account of the tension between medical sociology and its subject matter and
the spark for an ongoing debate in the discipline.
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2
Doing Better, Feeling Scared: Health

Statistics and the Culture of Fear

Alan Buckingham

Health statistics show improvements in objective measures of health and
longevity yet, paradoxically, there is a growing sense of fear about illness
and an increase in subjective health complaints.
The methods and statistical techniques employed in mapping the relation-
ships between social factors and health outcomes often serve to amplify
perceptions of risk, thereby contributing to the promotion of health scares.
These methods and techniques are critiqued and their contribution to
health scares such as obesity, passive smoking and HIV/AIDS is explored.
The amplification of health risks is discussed in the broader context of soci-
ological theories of the risk society and the culture of fear.

If most people are healthier today than people like themselves have ever been, and
if access to medical care now is more evenly distributed among rich and poor, why
is there said to be a crisis in medical care that requires massive change? If the bulk
of the population is satisfied with the care it is getting, why is there so much pres-
sure in government for change? Why in brief, are we doing better but feeling worse?

Aaron Wildavsky, 1977

The citizens of western nations have never enjoyed such good health. The control
of infectious diseases and other medical advances means that we can expect to live
many more years than our great grandparents. But, there is a problem. While we
may be living longer, we feel increasingly worried about our health and vulnerable
to illness. This has been described as the ‘paradox of health’.1 The sense of fear
generated by these worries can, in turn, be seen as a cause of the increase in subjective
illness and medically unexplained symptoms (see Chapter 5). 

Health scares about everything from mobile phone masts to flu pandemics fill
the newspapers, giving rise to a heightened sense of physical and mental vulnera-
bility. As worries about our health increase, the burden on the health service has
also increased. A significant proportion of the General Practitioner’s (GP) workload
comprises patients with symptoms that cannot be medically explained. Anecdotal
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evidence suggests that the ‘worried well’ are filling GPs’ waiting rooms and jumping
queues in order to get the flu jab.2,3

This heightened sense of fear is often given succour by government, for example
the AIDS campaign of the 1980s painted a picture of an impending epidemic of het-
erosexually transmitted AIDS unless ‘safe-sex’ protocols were adopted. More recently,
the government has mounted a new campaign about the risk of contracting HIV
among heterosexuals and the need to practise safe sex, even though the evidence sug-
gests that most of the recent increase in HIV/AIDS cases can be explained by HIV-posi-
tive people coming to the UK (mainly from Africa) and being diagnosed once here.4

Since the 1980s the number of health scares seems to have risen exponentially,
including those linking oral contraceptive pills with thrombosis, and the link
between obesity and a range of health problems including diabetes. The public are
frequently urged to change their behaviour, to be vigilant and take precautions.
However, in many cases the risks are small and the campaigns merely serve to
further heighten fears among the well.5 Programmes of health promotion and
preventive medicine are often based on poor-quality or contested evidence. Even
well-established programmes, such as screening for breast cancer, can be questioned,
with the latest evidence suggesting that it may not save lives and may lead many
women to undergo unnecessary treatment.6

How did we get to this position, where the sense of fear around our wellbeing is
so out of touch with the empirical reality? We begin by examining objective and
subjective measures of health, before examining the ways in which the statistical
methods employed in epidemiological research can give a grossly misleading pic-
ture of health risks.

Measuring health and illness

Objective measures: ‘doing better’

Until the beginning of the twentieth century males and females born in the UK
could expect to live just 45 and 49 years respectively. Thereafter, life expectancy
increased rapidly reaching 77 years for men and 80 years for women by the end of
the century.7 Mortality rates, which had remained fairly stable for hundreds of
years, fell markedly during the twentieth century (Figure 2.1).

A large proportion of the drop in the mortality rate can be attributed to the drop
in infant mortality. In 1901 about a quarter of all deaths occurred in those under
12 months old. By the turn of the millennium, this had dropped to below 1 per
cent.8 Improved sanitation, nutrition and the advances of modern medicine have
reduced the risk of early death, not least by controlling infectious diseases (Figure
2.2). This increase has been bolstered by improvements in the treatment of coro-
nary heart disease and some cancers. For Le Fanu, these statistics mark one of the
greatest of human achievements: ‘we are citizens of a society in which, utterly
uniquely for the first time in history, most people now live out their natural lifes-
pan to die from diseases strongly determined by ageing’.9

Most objective measures of morbidity and mortality show that our health has
improved rapidly over the last 100 or so years, however, there exists an extraordi-
nary paradox in all of this for in recent years increasing evidence seems to suggest
that we feel less well.
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Subjective measures: ‘feeling worse’

In contrast to the sharp drop in organic illnesses and increase in life expectancy
across western societies, subjective medical complaints have become increasingly
common. A recent study of the Norwegian population found that within the
previous month, 75 per cent had experienced musculoskeletal pain (including 47%
reporting back pain), more than 50 per cent reported tiredness, 47 per cent
gastrointestinal problems and 29 per cent an allergy.11 When given a list of 25 possible
somatic symptoms, men claimed an average of 2.8, and women an average of 3.9,
symptoms in the last month.12 In other research, 81 per cent of college students
reported having at least one somatic symptom in a 3-day period.13 Cases of people
with a collection of somatic symptoms have also become commonplace, with
nearly a third of women reporting 5 or more concurrent symptoms and more than
1 in 20 reporting 12 or more concurrent symptoms.14

Research estimates that in around a third, and possibly as many as four-fifths, of
cases of reported somatic symptoms, no organic explanation can be found.15,16 The
prevalence of medically unexplained symptoms has serious consequences for
medical resources. Between 25 and 50 per cent of all primary care consultations
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involve patients presenting medically unexplainable symptoms, while the rate
among specialist consultations is estimated at between 20 and 40 per cent.18,19 In
the Netherlands, functional somatic symptoms are now ranked second on the list
of the ten most common physical symptoms presented to medical professionals in
primary care.20

Self-report data show that 20 per cent of people in Europe report long-term ill-
ness or disability. In Britain the figure is over 25 per cent while in Finland it reaches
nearly a third of the sample.21 Other data show that the proportion reporting ill
health has increased substantially over the last 20 or so years, even controlling for
the increasing age of the British population.22

Paralleling these data has been the ‘discovery’ and then medical classification
of a range of subjectively defined illnesses where no organic cause can be found,
such as irritable bowel syndrome, fibromyalgia and post-viral fatigue syndrome.
Typically, these syndromes are constituted by remarkably similar symptoms, most
of which also have no organic explanation.23 These complaints account for an
estimated one-quarter to half of all new medical outpatient consultations.24

Finally, such feelings of unwellness have also fed into behaviour. Currently over
2.5 million people in the UK are economically inactive and in receipt of state inca-
pacity benefits due to a health-related problem. Among the working population,
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the sickness absence rate is currently around 3 per cent while within the civil
service it has reached 4.5 per cent, accounting for over 10 days lost each year per
employee.25,26 In other countries the picture is very similar. In Norway, for example,
the total number of recorded sickness days has increased by 65 per cent between
1996 and 2003 and the number receiving disability pension has increased by 26 per
cent during the same period. Taken together, it amounts to no less than ‘an epi-
demic of common health problems (worry, sadness, back pain, etc.) among people
in receipt of income benefits and those who consult their practitioners’.27

Health statistics and the amplification of risk

Many have argued that the media play an important role in generating an atmos-
phere of fear and vulnerability through the regular diet of health scares and over-
reporting of minor health risks.28,29,30 While the media may be apt to inflate and
exaggerate risks there are some who argue that the science on which these reports
are often based is also a culprit.

In the view of writers such as Skrabanek31 and Brignell,32 a great deal of this
research is little more than junk science; the methods are frequently suspect and
morality rather than science is often the dominant driving force in the research.
The results usually go unchallenged and are important in providing justification for
government action in regulating social behaviour. Before examining some of the
methodological issues in the production of health statistics, we first examine the
notion of risk factors.

The obsession with studying risk factors

In the past many of the threats and hazards we faced were perceived as ‘natural’,
that is, they came from our inability to control the natural world. However, Beck33

argues that we now live in a risk society where the chief threats we face are the prod-
uct of human activity – they are created by us, for instance, through environmen-
tal pollution, and global terrorism. In the view of Giddens,34 while we have created
a world of man-made threats, in modern societies we also have the capability to
measure them and do something about them.

The precautionary principle is one such way in which possible hazards are
assessed and it is now the dominant principle by which risk is judged in areas such
as the environment and health.35 The principle is essentially conservative because
its default position is that precautionary measures should be taken unless it can be
shown that the particular activity poses no significant threat. It explains why seem-
ingly innocuous things like hanging baskets and doormats are sometimes prohib-
ited by over-zealous local authorities because they are said to pose a theoretical risk
to health.36 Sometimes referred to as the ‘better safe than sorry’ principle, it works
in practice by placing the burden of proof on showing that there is no threat.
Evidence of even a potential risk is enough to invoke safety measures. The rise of
the precautionary principle has given a strong imperative to the search for health
risk factors, which can be controlled in order to prevent the onset of disease.

The ability to seek out medical risks has improved substantially in recent years due
to a number of scientific and technical advances including the increased availability
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of large datasets, advances in statistics used to describe and analyse data, and vastly
increased computing capacity which allows data to be analysed quickly and
cheaply. While this has allowed genuine and significant health risks to be identi-
fied, the techniques have also given rise to an ‘epidemic’ of weak or spurious rela-
tionships between social/lifestyle factors and illness. We now turn to the dubious
methodological practices that have given rise to these spurious claims and to the
health scares that have developed from them.

Misleading use of risk ratios

How researchers choose to present their data can have a powerful effect on our
understanding of their findings. While we cannot make data say what we like,
certain interpretations can be favoured through the way the data are presented. To
understand this, take a careful look at Figure 2.3 and diagram A. At first you will
probably see a staircase viewed from above. However, if you keep looking at the
diagram you may find that your interpretation of the image switches. Now you will
be seeing the staircase from below. Now take a look at diagram B and then C and
you will see that the removal of a few lines can be crucial in influencing your inter-
pretation of the image. In diagram B it now seems quite obvious that you are view-
ing the stairs from underneath while in diagram C it looks like you are viewing the
stairs from above. The omission of a couple of lines in diagrams B and C has helped
us make our mind up about how to interpret the diagram. 

This example shows that facts are always interpreted by our brains and do not
exist independently of how we look at the world. Observation, therefore, depends
on our interpretation. This does not mean that we are free to interpret facts in any
way we choose and that there is no objective knowledge. No matter how hard we
look at the diagrams, we cannot see what is not there (you will not be able to see a
tree or a boat, for example) and we would all have to agree on certain things
present in the picture (for example, it consists of a series of straight lines). However,
interpretations can vary and, depending on the way that facts are displayed, differ-
ing interpretations can be favoured.

a

b

c

Figure 2.3 Data are always interpreted, but not just as we choose
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What this means in terms of the presentation of scientific evidence is that, while
researchers cannot make us believe what is not in the data, they can influence our
interpretation by choosing different ways to display the data. Let us take the exam-
ple of risk. The distinction is often made between scientifically established objective
risk and perceived risk37 as a way of separating the ‘true’ risk from our possibly inflated
sense of risk. While useful, this distinction ignores the fact that the objective scien-
tific risk can be reported in different ways and therefore perceived in different ways. 

When describing risk, depending on the descriptive statistics used, two quite
different pictures, one highly negative and one more positive, can be produced. The
negative picture emerges if we choose a relative measure known as a risk ratio. This is
the dominant way of describing social risk factors and works by comparing the risk
of one outcome with the risk of another outcome across two different groups. Take
for example the data on tobacco smoking and lung cancer. The typical comparison
made is between heavy smokers and non-smokers in their chances of dying from lung
cancer. Doll and Bradford Hill found that heavy smokers had a 24 times greater risk
of dying from lung cancer than non smokers, that is, the risk ratio is 24 to 1.38

The risk of contracting lung cancer from tobacco smoking appears to be enor-
mous and, indeed, subsequent research has yet to show any social or lifestyle
behaviour which comes close to smoking in respect of the relative risk of death.
However, the perception of risk is quite different if we consider the absolute risk
rather than the relative risk expressed in a risk ratio. The fact that smokers are 24
times as likely as non-smokers to develop lung cancer might give the impression
that most smokers will die from lung cancer, in fact, 16 per cent of male smokers
and 9.4 per cent of female smokers contract lung cancer – while 90 per cent of lung
cancers are caused by smoking, most smokers will not contract lung cancer. This
still amounts to thousands of avoidable deaths per year, and there are of course
many other smoking-related illnesses to consider; our point is simply that risk
ratios can lead to an increased perception of risk.

This amplification of perceived risk is even more apparent when other examples
are considered. Despite a regular diet of media stories about the effects of passive
smoking and government bans on public smoking in many western countries, the
relative risk (risk ratio) is tiny compared to that of a smoker dying from lung
cancer. Instead of being 24 more times at risk from lung cancer than non-smokers
(2400 per cent greater risk), passive smokers are about 1.24 times more at risk than
non-smoke inhalers (24 per cent greater risk).39

A 24 per cent greater risk may sound large but, in absolute terms, the annual risk
of dying from lung cancer for a person regularly exposed to secondary tobacco
smoke is just 0.008 per cent. The absolute risk from passive smoking is so small, if it
exists at all,40 that it is difficult to measure accurately and is of no practical relevance.
In addition, the findings are further undermined because a low-risk ratio like the one
between passive smoking and lung cancer suggests a weak relationship, one that
could easily be accounted for by error or some other third ‘confounding’ variable’.41

The one-sided and often inflated sense of hazard that risk ratios can portray
has recently been recognised by an international committee set up to improve
epidemiological research. It therefore recommends that absolute as well as relative
differences should always be reported.42 Despite this, absolute measures rarely make
an appearance in research papers. It would seem that risk ratios, unsullied by
absolute measures, are just too attractive to those who are signed up to the precau-
tionary principle. The consequences for the non-specialist is that without the con-
text of knowing the absolute risk, it is easy to become obsessed with the minute
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risks often portrayed in risk ratios and become obsessed with building one’s life
around avoiding any action that might increase the (relative) risk of ill health. 

Risk by extrapolation

A further way of heightening risk awareness is by extrapolating data, for example,
when the dire health effects of administering huge doses of a substance, (often in
experiments on animals), are used as evidence that the substance is dangerous to
humans, even though humans are only likely to consume tiny quantities of the
substance. The logic that operates is that if a substance can be shown to be harm-
ful, then regardless of dose – ceteris paribus – it must be a harmful substance. The
problem with this is that, given a large enough dose, everything is harmful and
given a small enough dose nothing is harmful.

A large number of environmental scares are based upon the fallacy of risk by
extrapolation. It is well known that in high doses radiation can be harmful to
health causing, among other things, leukaemia. Some years ago a cluster of cases of
leukaemia near the nuclear reprocessing plant in Sellafield led to claims that leak-
ing radiation from the plant had caused the cases. However, the exposure levels due
to the plant were found to be far less than everyday recorded background levels to
which we are all exposed and a minuscule proportion of the amount required to
cause leukaemia.43

The same is true for a host of environmental factors alleged to be responsible for
illness. For example, recent analysis of the radiation emissions from phone masts
indicates that they are hundreds or millions of times below international guide-
lines.44 Man-made pesticides in foods have been claimed to be carcinogenic but this
is only in very high doses and the daily quantities we consume are tiny.

A second type of extrapolation involves drawing long lines of prediction based
on trends of the last few years. Brignell45 calls this the ‘virtual body count’ because
trends extrapolated forwards produce larger and more scary numbers than can be
found in the present data. Sometimes the historic data on which the trends are
based only constitute a few years. The problem with this analysis is that it is akin
to driving a car by only looking in the rear-view mirror; it is very difficult to
predict the future based on scant evidence about the past. 

One example of the misuse of trend data comes from a recent Department of
Health-funded report examining future trends in obesity in England. This study
made big headlines in the British press in 2006: ‘England to Have 13m Obese by
2010’ ran one headline and, inevitably, such is the imminent threat before long the
text of the news story turns to the issue of government action and the banning of
junk food advertisements.46 The study itself attempts to predict levels of obesity in
2010 based on data recorded between 1993 and 2003 for adults and 1995 and 2003
for children. In the case of children the report predicts the prevalence seven years
into the future based on just eight years of previous data. Knowing so little about
past trends makes it likely that the forecasts will be inaccurate, especially when the
past data are without a clear trend. For example, examining the year-by-year data
for boys and girls on which the predictions are based, in only 2 of the 8 years was
there a significant increase in obesity. These two years therefore account for virtu-
ally all of the overall upward trend in obesity between 1995 and 2003 and it is these
two years that produce the upward trend in obesity that leads to the 2010 projec-
tions. Take away these two years and there is no upward trend in obesity. 
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Risk by definitional fiat

Inevitably we must impose our own categories on the world in order to be able to
make sense of the chaotic and disorganised world around us. Science does this
through classifications based upon a systematic taxonomic schema which groups
things according to similarity in some respect. The division into groups or classes
is usually based on some fundamental, categorical difference (for example, the exis-
tence of a backbone creates the classificatory division between vertebrates and
invertebrates). Even in areas where the divisions are less clear-cut, scientists try to
use rational, logical principles and argument to create categories. However, a
significant amount of research into social risk factors is unconcerned with the tech-
nicalities of classification and the rigour it involves. Definitions are often arbitrary,
lacking any clear rationale, and are liable to change. 

The debate about obesity is a good example of the use of untheorised, arbitrary
definitions. Obesity has been argued to be a risk factor in numerous diseases, from
arthritis to sleep disorders.47 The definition of obesity usually rests on the Body
Mass Index (BMI), calculated by dividing weight by height squared. While some
have questioned its ability to accurately measure excess fat, others have criticised
the way in which arbitrary BMI thresholds are chosen to define people as ‘under-
weight’, ‘desirable/normal’, ‘overweight’ and ‘obese’.48

Currently, the World Health Organisation (WHO) defines ‘overweight’ as those
with a BMI of between 25 and 29. However, the rationale for the figure of 25 kg/m2
has never been specified. In addition, over time the threshold has changed, gener-
ally moving to a lower figure and thereby increasing the number of people classi-
fied as obese. For example, in 1998 the National Institute of Health lowered the
US threshold for obesity from a BMI of 27 to 25. Overnight, without a single extra
hamburger needing to have been eaten, the change increased the number classified
as obese in the US by 30 million. Recently the WHO has suggested that the thresh-
old for ‘overweight’ among Asians should be reduced from 25 to 23 and the obesity
threshold from 30 to 25. If the new obesity threshold were to be accepted, magi-
cally all Asians currently defined as ‘overweight’ would become ‘obese’. By defini-
tional fiat these people are now firmly part of the ‘at-risk group’.

The Department of Health study on obesity trends referred to earlier is also inter-
esting, because of the role entirely arbitrary classifications play in producing the
apparently scary findings of an obesity epidemic. When making the forecast of obe-
sity levels in 2010, the study fails to inform the reader that a large proportion of the
predicted increase in obesity can be attributed to, not more people getting fat but,
people moving between the entirely arbitrary division of ‘overweight’ and ‘obese’.
In the case of obese women, while great play is made of the forecast 5 per cent rise
between 2003 and 2010, the 3 per cent drop in the proportion ‘overweight’ is given
scant attention.

The study also uses different and entirely incompatible measures of ‘obese’ for
adults and children meaning that it is impossible to compare rates. The way in which
childhood fatness is defined is particularly interesting because it is a statistical
creation, based on selecting children in the sample who were in the top 5 per cent of
the BMI distribution as recorded in 1990. Why 1990 was chosen as the base year and
why the ‘fattest’ 5 per cent were chosen to be defined as ‘obese’ is never explained. 

The truth is that categories are often morally conceived rather than scientifically
established. This is evidenced by the fact that the labels for categories often reveal
the moralising tendencies of the researchers. The Department of Health report, for
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example, sometimes refers to those with a BMI of between 20 and 24 as being of
‘desirable weight’. In other literature this category is referred to as ‘normal’ or
‘healthy’. The implication is that the remaining groups are undesirable, not normal
or unhealthy. 

If only we could do away with the risk of dying …

A fundamental but often overlooked fact is that we all die of something, be it an
accident, disease or illness. Life expectancy has a finite, biological limit and, in
western societies, we may be close to reaching this limit. Over three quarters of
all human deaths occur in those over the age of 75 and for these people death is
simply due to old age.49

The process of ageing inevitably increases our vulnerability to pathologies. Ageing
precipitates many of the common causes of death and, since we have not yet been
able to stop people from ageing, we must accept that many of the diseases associated
with old age, such as cancer and cardiovascular disease, are inevitable. As is often
remarked, advancing age is one of the most potent of all carcinogens. However, ‘in
the minds of policy-makers and many biomedical scientists, no one suffers or dies
from ageing’.50 Rather, it is always classified as a disease that is preventable. 

Since we have to die from something and since we have largely removed the
threat of death from infectious disease, we are increasingly likely to die of illnesses
associated with old age. However, the inevitable increase in these age-related dis-
eases is treated as a mystery and an increasing threat.51 Imagine for a moment that
we had somehow cured death from all illnesses – even age-related ones – then there
would necessarily be a very large increase in deaths from accidents. This is not
because the world would be becoming any more dangerous but because of the
logical fact that as one major cause of death recedes another cause must fill the vac-
uum. The paradoxical effect of medical advances in reducing the cause of one ill-
ness is that it necessarily increases the risk of dying from some other illnesses. 

A lack of understanding of this fundamental fact means that people feel increas-
ingly worried about illness as the media and experts report ‘mysterious’ and ‘inex-
orable’ increases in the prevalence of certain age-related illnesses. This is illustrated
by an article that recently appeared in The Ecologist, which makes the claim that,
‘Today chronic illness afflicts nearly half of all Americans and causes three out of
four deaths in the US … Things were not as bad in the 1930s’. In fact, it is suggested
that we should look to primitive societies for the key to wellbeing: ‘many observers …
have reported a virtual absence of degenerative disease, particularly cancer, in iso-
lated, so-called “primitive” groups’.52

The author of the article makes a fundamental error in not recognising that few
people will ever contract age-related diseases like cancer in underdeveloped soci-
eties because, as WHO data show, the average life expectancy in some of the African
countries the author refers to amounts to less than 45 years and they are unlikely
to live long enough to be at risk from such diseases.

Spurious risks

With an estimated $105.9 billion spent on health research a year,53 the potential to
find new risk factors is enormous. However, the surfeit of studies brings with it the

A Sociology of Health 

28

Wainwright-Ch-02.qxd  12/6/2007  4:37 PM  Page 28



increased chance of producing spurious results. It is a generally accepted rule
among scientists that results are not reported as significant unless they are at least
95 per cent confident that their findings are not chance findings. This, of course,
leaves us with up to a 5 per cent possibility that the results of the study might be a
chance occurrence. 

The 1 in 20 chance that any one study might find an erroneous relationship in
the data (a false positive) is increased substantially when similar studies are repeat-
edly conducted testing the same hypothesis. With the large amount of money
available for research and the ease with which data can be analysed, it is often the
case that research into a particular hypothesised risk factor is conducted not once
but 10, 20 or 100 times. The problem in all of this is, study a hypothesised relation-
ship enough times and, by chance alone, eventually a relationship will be found in
one study. 

This is not necessarily a problem if a balanced approach is taken, where the
results from each new study are placed in the context of the results of previous stud-
ies. The problem, however, comes from publication bias. This is the tendency of
researchers, journal article referees and journal editors to see positive results as
inherently more interesting and worthy of report than negative results. In short,
positive results are more likely to be submitted for publication, accepted for publi-
cation and reported in the media.54 The upshot is that the public disproportionately
get to hear about the studies reporting the link between some social or environ-
mental factor and a disease, and not the studies showing no relationship.55

Black box research: correlation does not equal causation

Risk factor health research only establishes associations, not causes. It does this by
establishing that an aspect of personal behavior or some social factor is associated
with a health-related condition. As Skrabanek makes clear: ‘Risk factors have noth-
ing to do with causes. They are risk markers, but they are neither sufficient nor
necessary to explain the risk’.56 So, for example, owning a driving licence is a risk
marker for death in a car accident but, as with virtually all risk markers, the driving
licence does not explain the causal mechanism behind road deaths. However, this
is exactly the logic by which the social theory of health operates. Having estab-
lished the risk marker, it frequently follows that there are calls for controls or bans
on it. This is analogous to banning driving licences to stop car accidents. Not only
would such action be draconian, it would fail to deal with the underlying cause of
car accidents.

Multiple risk factors

The tendency to accept multiple risk factors as likely causes for an illness is often a
product of the untheorised way in which correlations are accepted without any
reference to whether a plausible biological mechanism exists. There is rarely a rea-
soned hypothesis about cause and effect; associations are found and it is then usually
declared that social or lifestyle factors ‘x, y and z’ are determinants of illness ‘a’. A
relationship is only intelligible when we can establish a coherent and believable
reason for the relationship. As Weber made clear over one hundred years ago, ‘If
adequacy in respect of meaning is lacking, then no matter how high the degree of
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uniformity and how precisely its probability can be numerically determined, it is
still an incomprehensible statistical probability’.57 In other words, it is simply no
good blindly looking for associations if we do not have a reasoned, coherent and
believable theory about why they are associated.58

A clear illustration of this issue can be found in research suggesting correlations
between diet and coronary heart disease. A number of studies have shown that in
countries with diets low in saturated fats the rate of Coronary Heart Disease (CHD) is
much lower than in countries with diets high in saturated fats. It has also been found
that those individuals with high levels of recorded cholesterol have an increased risk
of CHD over those with low levels of cholesterol. The belief in the causal role of sat-
urated fat in CHD still influences government policy today, with the reduction of sat-
urated fat intake being a key aim of the NHS-funded Health Development Agency.
However, the mechanism by which saturated fat could cause CHD is not understood
and, some quite obvious evidence makes the alleged causal chain somewhat implau-
sible. First, CHD rose very rapidly in countries like the USA during the 1920s, 1930s
and 1940s at a time when there is no evidence of a correspondingly rapid change in
diet. Second, the 1970s and 1980s have seen very rapid falls in CHD in all western
societies even though diet changed little during this period.59

Confounding variables

A large but unknown number of health-related risk factors we seem to face are
simply spurious. This means that the claimed causal relationship between the
lifestyle factor and the illness can be explained by some prior third factor. Take a
widely reported recent article that appeared in the British Medical Journal claiming
that obesity is a risk factor in dementia.60 Apparently, people in their 40s defined
as ‘overweight’ are 74 per cent more likely to develop dementia compared to those
defined as being of ‘normal weight’. Not only is this relationship quite weak, there
is also good reason to think that it is spurious. In a response to this report a group
of researchers suggested a fundamental flaw in the study’s conclusion: 

Obese people visit a medical doctor more frequently. Because dementia was not
assessed for all participants of the cohort, but only for patients with a medical visit,
obese patients had a higher chance to be diagnosed with dementia. This is a seri-
ous methodological flaw that should be communicated to your readers.61

Therefore, the rather weak relationship between obesity and dementia, far from
being causal, as was suggested in many media reports, in all likelihood can be
explained by a third factor – the frequency of visits to the doctor. If you do not visit
a doctor it is difficult for you to be officially labelled as suffering from dementia. If
you do visit the doctor – as obese people are more likely to do – there is clearly a
greater chance of being defined as suffering from dementia. Of course, the possible
flaw in the study was never reported in the media.

Strength of relationship

In considering whether an association is causal or not, the strength of the relation-
ship provides good evidence about the likelihood of a causal relationship. In strong
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relationships it is unlikely that the relationship is spurious such that some third
confounding variable, undetected biases or chance could explain the relationship
between the two other variables. Strong relationships, like the one between smok-
ing and lung cancer show a very large difference in risk between smokers and non-
smokers (a risk ratio of 24 to1, it will be recalled). The strength of this relationship
suggests that smoking is likely to be a cause of lung cancer. 

Weak relationships, on the other hand, are much more open to the possibility of
the relationship being spurious: ‘The smaller the effect sizes in a scientific field, the
less likely the research findings are to be true’.62 It is for this reason that the usual
minimum risk ratio accepted as evidence of a possible causal relationship is not less
than 2 to 1.63,64 There are times when this strict level can be relaxed, such as when
there is supporting biological evidence, but relax it too far and the researcher runs
the risk of accepting spurious results. Lifestyle risk factor researchers, however, can
often be found reporting risk ratios of less than 1.5 and, as we have already noted,
in the case of passive smoking, risk ratios of 1.25 have been accepted as valid
evidence of a causal link between environmental tobacco smoke and lung cancer.

The strict principles that have traditionally guided scientific evaluation of data –
the need to demonstrate consistent, strong and theoretically informed relationships
in order to establish a causal relationship – have clearly been substantially softened
in lifestyle health research. Reflecting this, the British Medical Association recently
argued for the relaxation of long-held methodological principles used to establish
causation.65 This reformulation is based on the precautionary principle for it argues
that just because there is only weak, inconsistent evidence that lacks a plausible the-
ory it does not mean we can rule out the possibility of a causal relationship – better
safe than sorry. This is tantamount to opening the door to poor science. It is also a
recipe for scaremongering since it implies that weak and possibly flawed findings
should be considered seriously just in case they have some credibility.

Rubbish in rubbish out: the limitations of self-reported illness

The above criticisms of health statistics and epidemiological methods refer mainly
to the ways in which the relationships between objectively measurable risk factors,
such as smoking, obesity, and toxic substances, and objective measures of morbid-
ity and mortality, are conceptualised and presented. However, the scope for
misconception and error increases substantially when risk factors and health effects
are not measured objectively, but in terms of people’s subjective accounts. 

The problem is that there is often a poor correspondence between people’s
self-reports of illness and objective evidence of physical pathology. While it is fre-
quently the case that exposure to social stressors is associated with self-reported
illness, the link between self-reported illness and mortality is not strong.66 In fact,
some research shows an inverse relationship between self-reported illness and mor-
tality. For example, the US states showing the most rapid drop in the mortality rate
over the last five years are also the states that tended to show the most rapid rise in
the proportion of respondents reporting poor health.67

Seen in this way, self-reported data on health status have to be treated with sus-
picion, because illness claims may reflect lack of self-esteem, worry and vulnerabil-
ity rather than the presence of physical pathology. This is supported by research
which shows that a range of psychosocial factors correlate well with self-assessed
poor health but not at all with mortality.68 More specifically, McLeod et al.69
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found a significant correlation between stress and self-reported cardiovascular
morbidity but stress and cardiovascular mortality were not correlated. 

Worry is a powerful predictor of self-reported ill health. Worried and vulnerable
people are much more likely to report symptoms. In one study the key predictor for
symptom complaints after pesticide spraying in the area was worry and anxiety
about modern technology and health.70 Another study, examining students, found
that worries about modernity and vulnerability to outside threats correlated with
higher levels of health complaints and greater use of medical facilities.71 The authors
reason that those who are more concerned about environmental threats are also
more likely to process somatic information as signs of illness. If self-reports of health
status are not a reliable indicator of actual physical disease, then no amount of sta-
tistical finesse can overcome their limitations in exploring the relationship between
social factors and disease – ‘rubbish’ data must inevitably yield ‘rubbish’ findings.

Health statistics and the culture of fear

Taking the critique of epidemiological methods as a starting point it is tempting to
ascribe the amplification of health risks a primary role in the development of the
risk society or the culture of fear. However, having criticised the tendency to attribute
causality to relationships which are merely associations, we must take care not to
fall into the same type of error. The amplification of health risks may coincide with
the culture of fear, but there are many other sociological factors implicated in the
current age of anxiety. According to Furedi,72 fear has become firmly embedded
within our culture as a result of broad historical and political changes. The break-up
of traditional forms of social solidarity and cohesion, has reduced the sense of security
that comes from strong affiliation to a group. The failure and demise of transforma-
tory political ideologies and organisations has diminished the belief in our
collective capacity to humanise nature and adapt it successfully to our needs.
Similarly, the use of technology in war coupled with examples of environmental
damage resulting from the misuse of technology, has created a backlash against sci-
ence, and a desire to ‘return to nature’.73 These factors have given rise to a dimin-
ished sense of personhood, which emphasises powerlessness and passivity, rather
than the humanist belief in man’s unique capacity to transcend nature through the
application of reason and agency. The prevailing culture of fear stems from this
belief that the world is beyond our control; that we are individually and collectively
incapable of mastering nature.

Health scares contribute to the culture of fear, but they are also a product of it. For
Furedi,74 in an age where fear, fatalism and human vulnerability have taken hold, it
is not surprising that we worry about small and insidious threats to our health. The
medicalisation of many previously normal aspects of everyday life (for example,
pain, distress and sadness) acts to further widen the net of illness (see Chapter 6).
Many of these medicalised symptoms have no organic basis and are largely diag-
nosed on the basis of unreliable self-reported symptoms. Illness is such a worry that
it has become part of our identity and many people make sense of their experiences
by reference to a medicalised web of meaning. This is supported by the evidence that
the experience of illness is rapidly becoming normative rather than exceptional, with
large numbers of people considering themselves to be suffering from one or more
symptoms. The culture of fear and the amplification of health risks are mutually
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reinforcing. The widespread sense of vulnerability lies behind both the desire to seek
out and quantify even the most tenuous of health risks, and the tendency to water
down the scientific criteria by which the significance of this evidence is judged.
Once in the public domain, these often dubious claims serve to reinforce the sense
of vulnerability that precipitated them, and the circle begins again.

Vulnerability also gives rise to a strong moral impetus to regulate behaviour. The
Jamie Oliver school dinners campaign illustrates this drive to regulate, ban and gen-
erally control on behalf of the ‘vulnerable’. The crusade has led to a host of rules
being introduced around school meals and a ban on school vending machines.
Government guidelines now set highly prescriptive rules about what children may
or may not eat. In so doing, it has conveniently enabled ‘the dumping of every
other food prejudice into the mix’.75

Although most parents and children appear to have accepted the new regime
without a murmur, those who resist by bringing in ‘non-permitted foodstuffs’ have
been met with a tough response. The next step has been to monitor compliance
with the regime by weighing and measuring children and assessing whether they
fit within the ‘desirable’ BMI category.76 The long-term implications of this are to
socialise a generation of children into believing that the food they eat is a potential
threat which must be constantly guarded against and subject to statutory surveil-
lance and regulation. It is through these experiences that the vulnerable and inca-
pable individual, who takes seriously every media-hyped health scare, is reinforced.

Conclusion

This chapter has argued that the methods and statistical techniques used to map
and report the putative relationships between lifestyle and environmental factors,
such as dietary fat or passive smoking, and various measures of illness and disease,
often amplify the perceived magnitude of the threat to health. These findings are
often whipped up into ‘health scares’ through sensationalised reporting in the mass
media and occasionally by the hasty and ill advised introduction of precautionary
measures by government agencies (see Chapter 4 for a detailed account of this
process). Such health scares have done much to undermine our collective sense of
resilience by promoting a heightened sense of mental and physical vulnerability.
The cumulative effect is to conceptualise the body as a fragile organism encircled
by dangerous hazards lurking in even the most mundane substances and activities
encountered in everyday life. 

Discussion topics

Why is it that when most objective measures of health status are improving, more
people than ever report suffering from a long-term illness or disability?
When reading newspaper reports about an alleged new health risk identified by
research, what should you look for to assess the validity of the study and the
significance of the threat?
Why are the culture of fear and the amplification of health risks considered to be
mutually reinforcing?
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Further reading

Brignell, J. (2004) The Epidemiologists: Have They Got Scares for You! London: Brignell
Associates.

A highly readable and enjoyable critique of epidemiology’s role in the creation of
health scares.

Office for National Statistics (ONS) (2006) Social Trends. London: Palgrave Macmillan.

A key resource for health statistics and much more. It should be bedside reading for
all sociologists.

Skrabanek, P. (1991) Risk factor epidemiology: Science or non-science. In Health,
Lifestyle and Environment: Countering the Panic. London: Social Affairs Unit.

Skrabanek was the sternest and most compelling critic of risk-factor epidemology and
in this publication he summarises his assault on its claimed scientific status.
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3
The Object of Medicine

Stephen Bowler

What is specific to western medicine is a Cartesian view of health, in which
mind and body occupy different realms of meaning. By contrast, a non-
Cartesian view of health is the defining feature of ‘complementary and alter-
native medicine’, in which mind and body inhabit the same domain of
enquiry.
In treating disease as physical pathology, western medicine objectifies the
human body. In so doing it acknowledges and reflects a distinction between
biological apparatus and moral authority, as vested in a person’s subjective
state, which is, by turns, the locus of personal responsibility.
This division of labour does not stand alone, and is ultimately legitimated at
the level of society as a whole, where the aspiration to transcend the limi-
tations of nature determines the value placed on medicine as an institution.
The rise of ‘complementary and alternative’ medicine suggests a weakening
of this aspiration.

Charlie Allnut: A man takes a drop too much once in a while, it’s only human
nature.

Rose Sayer: Nature, Mr. Allnut, is what we are put in this world to rise above.
The African Queen, 1951

The crisis in medicine and the rise of

complementary therapies 

Following the Public Inquiry into events at Bristol Royal Infirmary in the late 1980s
and early 1990s, when paediatric cardiac surgery ran a ‘flawed’ service resulting in
inadequate levels of care, the President of the General Medical Council, Sir Donald
Irvine, observed how the ‘self-confidence of the medical profession, and public
confidence in the system of medical regulation, have been shaken to the roots by
highly publicised clinical failures’.1 Through the furore surrounding Alder Hey
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hospital in Liverpool, where body parts from child cadavers were routinely stored
without consent,2 to the striking-off of one of Britain’s most eminent paediatri-
cians, Professor Sir Roy Meadow (in July 2005) for having given evidence consid-
ered to be ‘erroneous and misleading’ in a murder trial, and on to the highly
charged stand-off over the safety of the MMR vaccine,3 modern medicine can
be seen to have experienced an unprecedented challenge to its legitimacy.
Unsurprisingly, doctors are reported to feel ‘overworked and undersupported’,4

‘beleaguered’ and ‘perplexed’.5 A ‘growing feeling that altruism in medicine, if not
dying, is at least declining’ has been noted.6

At the same time as modern scientific medicine – also known as biomedicine –
is experiencing a drop in confidence, both within and without, a rise in the for-
tunes of ‘complementary and alternative medicine’ (CAM) is evident. CAM ‘has
achieved an exponential growth over the last two decades. There is strong evi-
dence of its popularity amongst users and this trend is particularly pronounced
in the area of cancer’.7 An estimated 19 million people use CAM in the UK,8

where a ‘notable increase in the number of … patients who self-medicate …
with mineral and vitamin supplements over the last five years’9 reflects a widen-
ing sympathy with its values. CAM now sits firmly within the mainstream of
health care provision.10 BSc degree courses in Homeopathy are now available
within UK universities.11 There are five homeopathic hospitals, fully funded
within the NHS.12 The ‘NHS Directory of Complementary and Alternative
Practitioners’ sanctions a list of therapies from Ayurveda, Bodywork and Crystal
Therapy through to Radionics and Reiki.13 In the USA the market for CAM is
‘huge and growing’ and enjoys a rising legitimacy at the highest levels.14 Clearly,
the standing of medicine per se has not declined, only its specifically scientific
version.

One way of understanding why one kind of medicine is waning and the other is
waxing is to ask what medicine is for. Is the job of medicine to fix one’s body when
it breaks down, rather like a car, in order then to send us back out onto the high-
way of life, where we navigate our own way to our own chosen destination? Or is
medicine more about the choice of destination, the wisdom of going there, and the
kind of journey we might expect to have? Is the body an instrument to be used to
achieve a goal – a means to an end – or is it a site of existence in its own right,
which we should nourish and cherish? Is it a vehicle, or a temple? Do we need a
mechanic, or a priest?

Here we explore this question, of the inter-relationship between medicine as
an institution and our own inner expectations and needs as they are met – or
not – by that institution. To the extent that the practice and priorities of mod-
ern scientific medicine mesh with our own subjective understanding of health
and illness might it suit our needs and retain our confidence. Likewise with
CAM, as an alternative paradigm to which many now turn. How we experience and
enact our innermost aims and desires – our sense of person-hood or subjectivity –
is intimately related to the kind of care and assistance we seek when things go
wrong.

In order to understand how this works we need to unravel some basic concepts,
and introduce some new ones. We need to step back from the inherently fuzzy con-
cepts of sickness and health and assess the categories by which we make sense of
them. We need, in particular, a clearer idea as to the object of medical care. Is it just
the body, when it goes wrong? Or is its remit ‘the whole person’? 

The Object of Medicine 

39

Wainwright-Ch-03.qxd  12/5/2007  6:16 PM  Page 39



A Sociology of Health 

40

Humanism and truth

In an insightful consideration of What Is Specific to Western Medicine?,15 eminent
American psychiatrist and anthropologist Arthur Kleinman stresses the ‘monothe-
ism of the Western tradition’ that ‘legitimates the idea of a single, underlying, uni-
versalizable truth’. This is a truth that can be grasped by all, rather than an elect
few. One does not need a priest, shaman or healer to reveal it.

The truth of which Kleinman speaks is the wholly human capacity to exercise
reason, the scientific method to which it gives rise, and the physical, organic nature
to which it relates. It is monotheistic – that is, constructed in terms of a singular
God – because deeply indebted to the Judeo-Christian tradition. Originally reli-
gious, this is, however, a debt that has long been paid off in ‘the shift from the
explicit religiosity of the scientific revolutionaries of the sixteenth and seventeenth
centuries to the equally emphatic secularism of the western intellect in the nine-
teenth and twentieth’.16

It is hard now to appreciate that truth was once a quality handed down from on
high – as Galileo found to his cost when trying to convince the Papacy that the Earth
was not, in fact, the centre of God’s universe, and the Sun was. We take for granted our
capacity to think for ourselves, to question everything and seek out the inner logic and
outer proof of a given proposition. But this is a faculty with a most particular story
behind it, one that is synonymous with the broad church that is the western tradition,
and the liberal-democratic norms of person-hood with which it is associated. 

At ‘a certain point in history men became individuals’,17 embracing the idea that
we are each of us unique, with our own opinions, values and emotions and that
each of us has a right to determine our own destiny in our own way. This was a dra-
matic departure from the experience of anyone living in the medieval era. And just
as we might value our own individuality, so do we see this in others, recognising an
essential sameness across humanity that would also have been unknown in pre-
modern times.

This is the ‘single, underlying, universalizable truth’ of which Kleinman speaks.
Once very much a narrative of God and His wisdom, it became, through the past
two or three centuries or so, a wholly secular, irreligious truth, vested in the com-
mon human capacity to reason for oneself, and the ‘celebration of objectivity and
hardheaded commitment to fact’18 to which it gave rise. Enlightenment was a
movement in history that gave birth to science as we know it, but it was, more
importantly, the time when men began to understand themselves in a radically
new way, as agents of free will. It was ‘both an idea and an ideal … a vision, often
quite spiritually charged, of … a new time in which the world would be guided by
reason and free of superstition’.19

Symbolic potency

What is specific to western medicine, then, is a historically novel way of seeing
the world, constructed in relation to a ‘single, underlying, universalizable truth’ to
which we all have access. All the techniques and tools and institutional trappings we
spontaneously associate with medical science are ultimately products of this radi-
cally new kind of person-hood. Biomedicine is both an objectively identifiable set of
practices, but also a subjectively comprehended understanding of those practices.
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This is a complex point, but one that constitutes our key theme. It hinges on the
psychological and emotional internalisation of a most particular way of defining
the self, and how this outlook relates to the practice of scientific medicine. It is well
addressed by Jonathan Miller in The Body in Question, where he considers the many
and various ways in which disease has been understood over time, and how this is
reflected in methods and beliefs about healing.20

Beginning with the observation that it is man – and man alone – who when sick ‘is
endowed with the capacity to reclassify himself as something in need of help’, Miller
moves on to consider the means by which this might happen. Throughout recorded
history there have been healers, of one kind or another. To be successful a healer has
to establish a particular kind of relationship with his audience. He must:

identify himself with some principle which is popularly accepted as an authentic
basis of medical control … When an African villager submits to the regime of a
local magician, he is impressed by the colourful drama with which the remedies
are surrounded – by the mystery and the ritual and the esoteric confidence of the
practitioner – but what sways him most is the fact that this particular type of
healer acts upon the same principles of symbolic potency which the patient
applies to every other aspect of his life.

Put otherwise, we can say that there is a correspondence between subjective expec-
tations and objective practices – what might also be termed the ‘specific plausibil-
ity structures’21 underpinning the moment in question. Each element affirms the
other in its symbolic unity. For the exchange to even take place the practitioner
must connect with the inner expectations of the sick patient in terms of a shared
universe of meaning. The ‘same principles of symbolic potency which the patient
applies to every other aspect of his life’ constitute the grounds on which the ther-
apeutic encounter takes place.

Whether modern or not, the observation that medicine is embedded in a sym-
bolic order is persuasive. And to the extent that this order reflects what Miller calls
‘one of the most basic assumptions of western medicine; namely, that all serious
disease has an identifiable physical cause’22 does it confirm Kleinman’s view of
western medicine as the product of a specific and systematic way of understanding
the natural world, and man’s place in it. Physical causes, after all, are only identi-
fied as such because mankind chooses, at a certain point in history, to name them
that way – largely in the language of science. Doing so did not just change man’s
understanding of identifiable physical things on the outside; it also fuelled his own
sense of purpose on the inside, as a creature with a future that could be consciously
fashioned after his own interests. 

In and through the scientific revolution (from mid-sixteenth to late seventeenth
century23) this dynamic inter-relationship, between the possibility and the proof of
change, underwrote the death of the old order and birth of the new. With the genie
of human progress out of the lamp, a new narrative of the perfectibility of man
inspired both the search for order in nature – in the form of scientific truth – and
the confirmation of man’s exceptional place in nature that was, and remains, the
logical correlate of that activity. In the main this is a dynamic relationship that con-
tinues down to the present. 

Take the discovery of helicobacter. Before the 1980s the dominant understand-
ing of peptic ulcer was in terms of ‘stress’, and treatment reflected this view. But
with the identification of helicobacter as the physical cause of peptic ulcer, a
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whole ‘façade of knowledge’ fell apart, provoking what James Le Fanu terms
‘another “paradigm shift” in changing scientific understanding, not only of the
diseases with which it is directly associated, but of all diseases’.24 Confirmation
that peptic ulcer had a distinct physical cause had the consequence of stripping
this most commonly debilitating of diseases of its moral and behavioural conno-
tations. In identifying and manipulating a tiny part of nature, scientific medicine
confirmed a most particular view of nature, as authorised by that most unnatural
of categories – man. Through rigorous experimental calculation, helicobacter was
identified, analysed, and then neutralised, with the sole intention of enabling
the larger organism that is the human body to flourish on terms that are strictly
human. And if this is a ‘negative’ intervention, then consider a ‘positive’ in the
form of the contraceptive pill; no less biologically complex, but even more signif-
icant as a tipping point from one paradigm of person-hood to another, enabling a
whole generation of women to perceive of their potential in altogether more ambi-
tious terms.25 While the ultimate horizon of that ambition is not reducible to the
medical technology, the ‘feed back’ of real, demonstrable benefits for whole pop-
ulations reminds us of the cumulative and transformatory dynamic inherent in
the drive for more and better methods of managing the human organism on terms
that are more conducive to free willing human agency.

Mind and body

A useful way to begin to understand such themes is a report from a House of Lords
Select Committee on Science and Technology26 into the use of complementary and
alternative medicine (CAM) that is ‘widespread and increasing across the developed
world’. Usefully, the report maps the various branches of CAM before asking what
it is they share in common. 

In contrast to the narrower biomedical focus upon ‘elimination of symptoms and
disease processes’, CAM therapies attend to ‘attributes such as good energy, happi-
ness and a sense of wellbeing’ as a way of ‘strengthening the whole organism rather
than directly attacking the pathology (such as an infection or tumour)’, says the
report. ‘CAM therapies use different vocabularies to understand these emphases,
with treatment concepts such as detoxification and tonification, and with different
cultural concepts of “energy” as recuperative forces in the body’.27

CAM therapies attend to the whole person and not just their diseased part – their
subjective experience as much as their objectively identifiable pathology. This
‘holistic’ emphasis is the key to understanding the ‘different vocabularies’ and ‘dif-
ferent cultural concepts’ deployed within CAM. All of which is in marked contrast
to the biomedical approach, where it is the objective body – as opposed to subjec-
tive personality – that is understood as the site of pathology, and therefore the locus
of therapeutic intervention. To return again to Arthur Kleinman: ‘In the biomedical
definition, nature is physical … independent of perspective or representation …
The psychological, social and moral are only so many superficial layers of epiphe-
nomenal cover that disguise the bedrock of truth, the ultimately natural substance
in pathology and therapy’.28

In the words of the Select Committee, most CAM therapies ‘apply a non-
Cartesian view of health, making less distinction between the body, mind and spirit
as distinct sources of disease. The language used in CAM often tends to imply that all
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these dimensions of the human condition should be viewed in the same therapeutic
frame’.29 Mind and body, such as Cartesian dualism separates, are reunited in CAM,
the popular appeal of which lies in precisely this direction, ‘satisfying a demand not
met by orthodoxy’30 by attending to the non-physical – subjective – dimension of
modern person-hood. 

A Cartesian view of health

In focusing upon the whole person, and not just their body, CAM ‘applies a non-
Cartesian view of health’. Put otherwise, we can say that biomedicine applies a
Cartesian view of health. But what exactly does this mean? 

To begin to answer this we need to step back in time and briefly note the name
of René Descartes (1596–1650), the founder of modern philosophy and source of
Cartesianism as a school of thought. 

A devout Catholic his whole life, Descartes nonetheless established some of the
key tenets of progressive thought in and beyond the Enlightenment. Chief among
these, for our purposes, is his distinction between body and mind – hence Cartesian
dualism – in which the former is considered in mechanical terms, as in any other
animal, but the latter understood as divinely ordained soul. There was no other
explanation for the unique and privileged place of man in the world of nature than
the God-given capacity of men to exercise reason, argued Descartes. Brutes do not
‘have less reason than men … they have none at all’. Only man has a ‘rational soul …
entirely distinct from body’, and only man can wield that faculty to good effect. He
ends his famous Discourse on the Method (1637) with a declaration to spend the rest
of his life endeavouring ‘to arrive at rules for medicine more assured than those
which have as yet been attained’.31

In cleaving a ‘rational soul’ from a machine-like body Descartes made the case for
knowledge as we understand it today, as conscious, reasoned, critically articulated
insight. In bodily, organic terms man was no different to other animals. Indeed, in
many respects he was less well adapted to his life than were the animals to theirs.
But in one exceptional and precious sense he was blessed with an ability to stand
back from nature, including his own, and hold blind evolutionary forces at arms
length – to objectify them – in order to understand and mediate their impact. 

Instead of a life fully engaged in nature, Enlightenment man sought to disengage
himself from nature, the better to channel his passions more constructively and
exercise his uniquely fertile intellect.32 Our ‘raging motions, our carnal stings, our
unbitted lusts’ are mercifully tempered by ‘reason’: were they not ‘our natures
would conduct us to most preposterous conclusions’ wrote Shakespeare.33 For the
English philosopher John Locke (1632–1704), echoing the Cartesian wisdom of his
day, it was man’s ability ‘to suspend the prosecution of this or that desire’ that was
the source of his liberty: ‘in this seems to consist … free-will’.34

A Cartesian view of health, such as biomedicine applies, is a dualist view of health.
It is dualist in the fundamental assumption that mind and body denote two entirely
different realms. One is the seat of our spirit, or self, that is reckoned in moral and
intellectual terms, while the other is the form of our organic, natural existence. A
physician could no more fix a damaged soul than a priest cure a hernia. In a strictly
Cartesian world we seek out one kind of healer for one kind of problem, and another
for the other. Free will consists in our ability to do both, as necessary.

The Object of Medicine 
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A Cartesian view of health, such as biomedicine applies, is also an objective view
of health. It orders and addresses pathology in relation to categories of disease that
are universal, quantifiable and manipulable. Patients will have their own experi-
ences of sickness, but doctors diagnose in terms of those common features that
Arthur Kleinman describes as ‘the bedrock of truth, the ultimately natural sub-
stance in pathology and therapy: biology as an architectural structure and its chem-
ical associates’.35 It is mathematics, rather than morality, that informs the scientific
component at the heart of Cartesian biomedicine. This is not to say that medicine
is an amoral enterprise, far from it: only that it has, in the main, been most suc-
cessful when it has been most rigorously scientific, and therefore objective.

And finally, a Cartesian view of health is also a historical view of health. Just as
the ‘age of progressive optimism begins with the age of Descartes’ medicine’36 so is
The End of an Age of Optimism signalled by the ‘serious criticism of scientific medi-
cine’37 that arose in the late twentieth century. Put otherwise, the Cartesian view of
health is inseparable from the Enlightenment optimism by which it was autho-
rized. Peter Gay’s characterization of scientific medicine as ‘philosophy at work’38

captures the proximity of ideas to practice. As ‘an incomparable engine of analysis:
objective, critical, progressive’,39 science powered the Enlightenment and the med-
icine that was its ‘most heartening index of general improvement’.40 And just as sci-
ence was a broadly cultural as much as a narrowly technical quality from the time
of Descartes through to the second half of the twentieth century, then so is it also
contingent upon a wider progressive dynamic. The very qualities that made medi-
cine valuable were also the qualities that made everything else valuable in the pop-
ular imagination.

These are complex and difficult themes. They tend to be the preserve of philos-
ophy. But they are the key to understanding the distinction drawn by the House of
Lords Select Committee between those therapies that apply a ‘non-Cartesian view
of health’, and those that embrace the mind–body dualism of Cartesianism. What
makes this distinction such a pressing and significant issue, though, is less a matter
of medical technique than it is a representation of a wider cultural shift. As we have
seen, it is not the authority of medicine per se that is waning, only its specifically
Cartesian qualities. And in this consists the answer to our original question, of what
medicine is for. 

Before elaborating upon this, though, we should note some features of the ‘non-
Cartesian view of health’.

A non-Cartesian view of health

A non-Cartesian view of health is a holistic view of health, bringing mind and body
within the same frame of enquiry. Within this frame there is a fusing of categories
that remain distinct in biomedicine. The psychological, social and moral qualities
that are placed aside in biomedicine – not because they are inconsequential for the
patient, but because medical science cannot reliably objectify them – are placed
centre stage in the therapeutic procedures of non-Cartesian CAM. 

In bringing emotions, passions, and feelings into the diagnostic domain, CAM
expands the meaning of health. Issues pertaining to a person’s overall life course,
and not just their pathologised physiology, are conceptualised in terms of energy,
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spirit, drives and forces. The narrative of care extends to the soul, or self, every bit
as much as it extends to the body. Where scientific medicine seeks out facts, CAM
works with values. 

Perhaps the most significant value for CAM, as for any non-Cartesian outlook, is
a view of nature as a beneficent, energising, and ultimately spiritual force in the life
of man. In this it is in tune with one of the most influential strands of western
thought – Romanticism. This is a rich and complex current that has played a deci-
sive role in shaping how we perceive modern life in general, and science in partic-
ular. While individualism as we know it owes much to the idea of an autonomous
and free-willing rational soul, or self, separated from one’s own and other bodies, it
has also come to be indelibly associated with the naturalist imagery of Romanticism
and its ideal of earthy authenticity. In the words of one important text in this area: 

It is in literature and poetry that we first begin to encounter a reaction against
Enlightenment values that reveals a specific distrust of science, as well as a strong
reluctance to believe that mankind can be reformed along ‘scientific’ lines … the
poets [Blake, Wordsworth, Goethe] are linked by a strong commonality of thought.
Each distrusts the narrowly empirical and the strictly rational, each celebrates the
vital importance of the intuitive, the irreproducible moment of insight and of
direct access to truth in its unmediated essence. Each accuses science, especially
in its schematic mathematicized form, of blindness, or worse, stubborn refusal to
see. Each fears a world in which scientific thought has become the sovereign
mode, and recoils from the spiritual degradation and servility that, in his opinion,
must inevitably come to characterize such a world.41

As the sovereign mode of health care in our time, biomedicine is indeed unsympa-
thetic to intuition or insight. A Cartesian view of health deals in precisely those
factors that can be defined in the most objective – scientific – of terms. ‘Modern sci-
ence, least bothered with the definition of human nature, knowing only the activity
of investigation, achieves its profoundest results through anonymity, recognizing
only the brilliant functioning of intellect’,42 observes the central character in Saul
Bellow’s archetypal modern novel, Herzog. The ‘gilded age’43 of clinical medicine in
the post-war period, in which the novel is set, attests to the power of a mathemat-
ically grounded model of research, as well as a lot of state funding. This kind of
hard, cold, impersonal, materialism, is though, for Arthur Kleinman, indicative of
‘a thoroughly disenchanted world-view’ where there is ‘no mystery … no magic at
the core; no living principle that can be energized or creatively balanced’.44

The idea that biomedicine is ‘a thoroughly disenchanted world-view’ is signifi-
cant. Clearly, medical science has no interest in magic or mystery. If enchantment
means to fall under a spell, then modern medicine dispels and disenchants, recog-
nising only such methods as can be shown to work. ‘The dissecting blade of scien-
tific scepticism’ cuts away the mystery and insists that ‘theories are worthy of
respect only to the extent that their assertions pass the twin tests of internal logi-
cal consistency and empirical verification’.45

Romance, religion, and alchemy are alien to biomedicine. Where CAM focuses in
upon the ‘emotions, mind, attitudes and spirit of a total human being’, for whom
‘real health’ is said to depend ‘on the ability to express and be who [they] really
are’,46 biomedicine displays an ‘indifference to the experiences and emotions that
make up life’.47 Just as the mainstream of scientific thought says that ‘knowledge
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obtained through scientific investigation does not in itself have a moral dimension’,48

then so does the mainstream of non-scientific opinion tend to promote precisely
this dimension. The Prince of Wales, for example, a leading advocate of CAM, talks
of a ‘sacred trust between mankind and our creator … that has … become smoth-
ered by almost impenetrable layers of scientific rationalism’. We need, says Prince
Charles, ‘to rediscover a reverence … a sense of humility, wonder and awe about
our place in the natural order’.49 We need, in other words, re-enchanting.

It is worth noting a central confusion of CAM, which immerses itself in the mys-
tery of the very nature it reveres. It is in this respect thoroughly anti-transcendental,
and stands in marked contrast to the Enlightenment origins of biomedicine, for
which nature is a force outside of man, above which he seeks to rise. Put otherwise,
we might see CAM as an expression of a diminished sense of person-hood, wherein
reason is weakly conceived and takes the form of wishful thinking: ‘positive think-
ing’ is not uncommonly advocated as an approach to disease, as if the disease were
a product of ‘negative thoughts’. The consequence of this is a moralising of sickness
and an intensification of anxiety.50

The changing object of medical care

We have considered two broadly opposed schools of thought with regards to the
object of medical care, in terms of Cartesian and non-Cartesian views of health. The
merits of this approach may not be immediately obvious – and may indeed seem
rather complex – because of their historical and philosophical origins. It is,
nonetheless, the distinction utilised by the House of Lords Select Committee, and
the one explored here, for the simple reason that it cuts to the heart of the matter.

We have noted a relationship between mind and body, and the tension between
a dualist and a non-dualist view of health. In a dualist view mind and body are two
separate and irreconcilable categories: mind is immaterial, immortal, inorganic,
subjective and value-laden, while body is material, mortal, organic, objective and
value-free. Mind lends itself to intellectual, moral and spiritual enquiry while body
lends itself to practical, scientific and rational enquiry.

As we have seen, this is a polarisation with a most particular pre-history. These
are not timeless categories, but historical and relative to the sea change in human
self-knowledge that was the Enlightenment. Mind relates to body as private relates
to public, or self to society, in ways that are dramatically different from all preced-
ing periods in history. But without an underlying tension to polarise these qualities
they begin to lack meaning and can seem false. The dualism of Descartes and oth-
ers, who put man at the centre of things by pushing nature to the margins, loses
its dynamic, transformatory, transcendental edge. This is, arguably, where we are
today.

Quite how we got here is a topic beyond this chapter, as is a consideration of
‘underlying tensions’ as drivers of human self-discovery. These are complex ques-
tions, well covered elsewhere.51 Suffice to say, there is now wide sympathy for the
idea that we should live, somehow, closer to nature. To be ‘masters and possessors
of nature’, as Descartes once argued, has given way to a sense of ourselves as stew-
ards of nature; a force with which we should co-exist, if not in harmony, then at
least ‘sustainably’. The critical distance between distinctively human interests and
the rest of nature has narrowed, both in the cultural and political realm, but, more
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significantly, for our purposes, in the personal realm of health. It is this shift that
begins to answer the question raised earlier, of what medicine is for. 

Anti-dualism

The notion that modern man has travelled too far from his natural origins and
needs to reconnect with them now sits in the centre of the western zeitgeist.
Environmentalism is the key expression of this outlook, colouring all mainstream
opinion a shade of green. What might be called the ‘greening’ of the body, as that
part of nature for which one might entertain the deepest of reverence, and seek to
act in the most sustainable of ways, has become a common theme – ‘a return to
Nature, through herbal remedies, natural cures, spiritualism, jogging and gin-
seng’,52 as Roy Porter once put it. 

At the same time, though, we can identify a trend that seems to go in the oppo-
site direction, toward a deeper probing of human biology in ever more technical
terms. Every week we hear of new discoveries that link a particular gene to a par-
ticular trait, or reveal a place in the brain that determines a certain mood,53 or
claim to show the neurological origins of beliefs that might previously have been
reckoned in wholly moral terms.54 ‘Morality is as firmly grounded in neurobiology
as anything else we do or are’, argues the primatologist Frans de Waal,55 whose
writing expresses an increasingly confident outlook on the part of evolutionary
biology.56

What both these outlooks have in common is naturalism and a shared antipa-
thy to Cartesian dualism as it has been discussed here. Authority resides in the raw
data of natural forces in these perspectives, rather than the will of men. For sure,
there is a world of difference between those seeking more mystery in nature and
those wishing to decode it mathematically. But a rejection of the dualist distinc-
tion between an objectified physical body and a subjective agent of free will is one
that is common to both. And at the heart of this rejection is a suspicion that free
will is a dangerous illusion, used to justify an acquisitive and instrumental
approach to nature on the one hand, or a raft of irrational and dogmatic preju-
dices on the other. 

What has been squeezed out of the picture is freedom, as active self-knowledge.
The ‘idea of the individual human as a rational subject has taken a battering’ observes
Kenan Malik, ‘because the idea of freedom has become degraded’.57 While one might
imagine freedom in abstract or formal terms, as human rights or parliamentary
democracy, we refer here to that dimension of self that exists in a relationship of cre-
ative tension with the organic, physical self, and through this a relationship of cre-
ative tension with a wider natural order.58 The unique capacity of man to reflect back
upon himself and make his own history both reflects this creative tension and trans-
forms it along the way. In objectifying and engaging with an external realm of nature,
Enlightenment man forged a more rigorously critical and robust understanding of his
own nature such as gave rise to modern scientific medicine. 

But now we see a dimming of Enlightenment optimism and a near collapse in
the idea of man as the measure of all things. Instead, man is now commonly under-
stood as one part of a wider ‘Gaia’ – the ‘complex entity involving the Earth’s bios-
phere, atmosphere, oceans, and soil … which seeks an optimal physical and chemical
environment for life on this planet’59 – wherein humanity is invariably considered
a malign force. In which context the ‘non-Cartesian view of health’ – or anything
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else – begins to make sense, as unambitious existence, conscious more of the risks
of change than the benefits of progress.

Being and having

The relationship between internal, existential aspirations and external, political
possibilities is as broad as it is deep, and clearly beyond us here. We have acknowl-
edged this vast philosophical terrain as the backdrop to the deceptively terse cate-
gory of a ‘non-Cartesian view of health’ mentioned by the House of Lords Select
Committee.

We have also painted biomedicine in fairly fundamentalist terms, neglecting to
mention the various ways in which it does accommodate and address the subjec-
tive and qualitative dimension of patient care, from psychiatry to psycho-social
medicine to the somatising disorders that are said to account for as ‘many as one
in five new consultations in primary care’.60 Indeed, the story of modern medicine
in the twentieth century is often told from this perspective, taking the many and
various points of contact between biomedical authority and subjective experience
as markers of medicine’s ability to shape the innermost register of human health
and shape the healing process. A fascinating literature on the placebo effect, for
example, attests to the power and authority of medical science to harness the hopes
and fears of patients to positive therapeutic ends.61 Likewise, a rich strand of
humanist writing on the subtleties and moral depth of the doctor–patient relation-
ship attests to an understanding within medicine of its unique and privileged role
in society.62

More prominent are texts that see the subjective and qualitative dimension of
patient care in negative terms, either as a site of domination and control or neglect
and indifference. If the former tends to be the preserve of medical sociology, the lat-
ter tends to be articulated in more mainstream circles. What both express is a deep
unease with biomedical authority.

No less significant, though, are the various efforts from within biomedicine to
refashion itself in the image of CAM, or, at least, to divest itself of the burden of
the past and work toward a more ‘patient-centred’ model of care. It is important
to understand that this does not simply mean more ‘tea and sympathy’ for the
patient, but a clear downgrading of the authority traditionally accruing to a doctor by
dint of his association with a more objective and rigorous domain of knowledge –
science – than that available to the suffering patient. The inherent inequality of the
doctor–patient relationship – in its traditional form63 – is flattened and refashioned
as a ‘partnership … based on mutual respect’.64 In this it is entirely in tune with
wider social trends, where the authority of expertise is commonly tempered by calls
for ‘the “public voice” to be brought into the formative stages of decision-making’65

to facilitate the ‘opening up [of] conceptual borders’ that is thought ‘key to achiev-
ing mutual understanding’.66

What we see, then, is less a polarisation of opinion, between Cartesian and non-
Cartesian views of health, than a narrowing of the gap between them. This is what
makes the Select Committee’s distinction so useful, as ideal types that are them-
selves contingent upon the deeper, historically rooted paradigm of person-hood
associated with the name of René Descartes. This is the demise of the Cartesian
paradigm, not just in medicine, but more broadly too. To the extent that scientific
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medicine was popularly understood as the crowning achievement of modern rational
thought then so did it confirm a dualist view of the body, and how it might be fixed
in relatively mechanical terms. A strong streak of subjectivity in the life of an indi-
vidual – or a whole society – reflected and enabled a strong streak of objectivity on
the part of medical science. But where the creative tensions that push both sides
apart are absent, the desire for more holistic practice arises.

Holism is an opaque concept with a chequered history:67 ‘essentially relational;
it constitutes a rhetorical claim made in opposition to other approaches that are
characterized as excessively narrow or reductionist in focus’.68 This is the charge
against the biomedical approach, and one often made in the form of the argument
that ‘health is more than the absence of disease’. The question is, though, ‘how
much more?’69 At what point does health lose all meaning and become, instead, a
register of everything as it impacts, or not, upon an individual? At what point does
the individual become a product of all those forces, as opposed to a self-determining
agent in his own right? 

For such reasons have clinicians tended to stick with physical pathology, pre-
suming in the main that a person’s subjectivity is the moral property of the indi-
vidual. Classically – from the earliest days of Enlightenment to the latter part of the
twentieth century – the realm of ‘self’ tended to be off limits to medicine, which
took as its object of enquiry the organic, physical body. The logic of this focus lay
in the rationalism of the scientific method, which must, by definition, set aside fac-
tors that cannot be quantified and categorized in objective terms. Setting them
aside, though, is not the same as dismissing them, as critics of biomedicine tend to
imply. On the contrary; it is the moral authority of the free-willing individual that
endorses the expertise of the medical practitioner. 

At the heart of this ‘classical’ medical exchange is a division of labour in which
medical science attends to the body of man to the extent that the body of man is
thought to compromise his will. This is the nub of the Cartesian view of health,
which stands in direct contrast to the non-Cartesian view, which presumes an
understanding of health as a quality already written in nature, with which we
should co-exist, rather than continually struggle. The tensions inherent in the
modern human condition, between our animal past and our human future –
between essence and existence, if you will – are themselves posed as the problem. 

And, as we have seen, this tension is also the root of free will and the impetus to
transcend nature’s agenda and create our own. To live on, out and beyond imme-
diate organic circumstance is a hallmark of human consciousness that we tend to
take for granted. It underwrites our capacity to think of ourselves as autonomous
individuals. But the implication of this is an obligation to daily affirm our freedom,
both externally, in relation to a wider social world, and also internally, in relation
to our own organic selves. ‘Whatever is to be reckoned among the specific endow-
ments of human nature does not lie in back of human freedom but in its domain,
which every single individual must always take possession of anew if he would be
a man’, wrote Helmuth Plessner (1892–1985), who grasped so well the tension
between being and having a body.70 To ‘have freedom of decision regarding different
alternatives’, wrote the brilliant psychologist Kurt Goldstein (1878–1965) ‘is a
characteristic peculiarity of man’. Recognising this ‘peculiarity’ is the key, said
Goldstein, to unlocking the meaning of disease in man – as interruption of ‘his
necessity to realize his nature by free decision’.71 ‘We “have with us,”’ wrote
Maurice Merleau-Ponty (1908–1961), ‘all that we need to transcend ourselves …
choice and action alone cut us loose from our anchorage’.72
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The freedom to choose and act is also the freedom to not choose and not act.
Should the ‘whips and scorns of time’ seem too much, a retreat from temporal exis-
tence can seem attractive: to ‘end the heart ache and the thousand natural shocks
that flesh is heir to’ might seem, in ones darker moments, ‘a consummation
devoutly to be wished’.73 In the main, though, we choose life. And in choosing life
we deny death, with the active support and assistance of modern scientific medi-
cine. Life and death are the ultimate duality, of which man – and man alone – is
most acutely conscious. There is no death in nature, only blind evolutionary force
driving the life of a bacterium as much as a Bonobo. But for Enlightenment man
there is something unique about human life that cannot be reduced to organic ori-
gins. That transcendental ‘something’ has often been understood in religious terms.
But in the main it amounts to an entirely secular capacity, what Plessner terms ‘a
sustaining conception, that of being human – self-determining, responsible’74 –
freedom, in other words. Knowing what this means though, is a political question
that has become deeply confused in the twentieth century. 

Conclusion

The sad story of Albert Alexander, a 43-year-old policeman who scratched his face
on a rose bush in 1941 is an apposite example to end with. The wound turned sep-
tic and his condition rapidly deteriorated. ‘In great pain, desperately and patheti-
cally ill’ he was started on penicillin, then in its very earliest stages of development.
‘But on the fifth day … the supply of penicillin was exhausted. Inevitably, his con-
dition deteriorated and he died a month later’. A terrible fate for Albert Alexander,
his death nonetheless, writes James Le Fanu, ‘has a metaphorical significance – a
reminder to future generations of the crucial transitional moment between human
susceptibility to the purposeless malevolence of bacteria and the ability, thanks to
science, to defeat it’.75

In vanquishing ‘the purposeless malevolence of bacteria’ scientific medicine
acts as an instrument of man’s purposeful ambition. Nature is bent to serve the
interests of that most unnatural of categories – man. But this is not an inevitable
or one-way development. It hinges upon an active and questing sense of self-interest
at the widest, social level, where the discipline of medical science must ultimately
be legitimated. Without that endorsement even the boldest and most innovative
of biomedical methods and discoveries struggle to win acceptance, and trust falls
away. 

Discussion topics

Are the greatest achievements of modern medicine a product of the Cartesian
dualist legacy, and if so, why?
Explain what ‘holism’ is; what are the benefits and disadvantages of applying this
approach to medicine?
Which historical and cultural factors might account for the decline of the
Cartesian dualist approach to medicine?
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Further reading

Gay, P. (1967) The Enlightenment as medicine and as cure. In W.H. Barber, J.H. Brumfitt,
R.A. Leigh, R. Shackleton, and S.S.B. Taylor (eds), The Age of Enlightenment: Studies
Presented to Theodore Besterman. London: Oliver and Boyd.

A fine, pithy celebration of the primacy of medical knowledge and practice within the
overall discourse of Enlightenment. Should this be hard to trace, Volume II of Peter Gay
(1969) The Enlightenment: An Interpretation is on ‘the science of freedom’, and no less
informative.

Greco, M. (1993) Psychosomatic subjects and the ‘duty to be well’: personal agency
within medical rationality. Economy and Society, 22(3): 357–72.

Greco considers how one branch of modern medicine (psychosomatics) does indeed
attend to subjective/biographical experience, but tends thereby to construct pathology
in terms of disordered lifestyle. In contrast to Kleinman, Greco interrogates the conse-
quences of a medical paradigm that goes beyond the body.

Kleinman, A. (1993) What is Specific to Western Medicine? In W.F. Bynum and R. Porter
(eds), Companion Encyclopedia of the History of Medicine. London: Routledge.

Kleinman is critical of biomedicine for its narrow focus upon objectively verifiable
pathology at the expense of subjectively experienced suffering. His anthropological
approach usefully lays bare some of the underlying assumptions of twentieth-century
medical practice in the West.
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4
Health Scares and Risk Awareness

Adam Burgess

The prevalence of health scares suggests a profound shift in the way we
think about the world. 
The ‘risk society’ is a very recent and specific development.
Risk awareness has become a new moral code bound up with mistrust, with-
drawal from social interaction and the formalising of informal life.
Scares cannot be understood by their ‘scary’ characteristics alone; we also
have to understand the wider social context and background.
Alarms are created by particular actors and institutions and can flourish
given the defensiveness of scientific and political authority.

Try to read a newspaper or news magazine, listen to radio, or watch television; on
any day some alarm bells will be ringing. What are Americans afraid of? Nothing
much, really, except the food they eat, the water they drink, the air they breathe,
the land they live on, and the energy they use. In the amazingly short time of fif-
teen to twenty years, confidence about the physical world has turned into doubt.
Once the source of safety, science and technology have become the source of risk. 

Mary Douglas and Aaron Wildavsky, Risk and Culture, 1982.

The risk society

In modern western societies health-related scares and alarms have become rou-
tine. There are countless ‘risky’ problems drawn to our attention by the media
and government, and we appear to have become more receptive to worrying
about them. This trend emerged first in the United States in the late 1960s and
early 1970s, as the above quotation from one of the more important books on risk
suggests.1 More recently in the UK and Europe, we have become accustomed to
sudden revelations that foods we eat and everyday technologies we use may actu-
ally be harming us. Archetypal is the story suggesting that something hitherto
assumed to be inconsequential, even pleasurable, such as eating meat, using
deodorant or a mobile phone, has been discovered to be associated with an above-
average incidence of a particular complaint. Even when research is dismissed by
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the majority of scientists – as in the case of the study claiming an association
between the MMR vaccine and autism – conflicting views among apparent experts
may be enough to confirm for many people the possibility of a threat, and suggest
we take precautionary measures by steering clear of the subject of controversy.

Our apparent susceptibility to often rather obscure alarms is more ironic than is
often recognised. We are surely more worldly and ‘knowing’ than ever – captured
by the remarkable ease with which we deal with and absorb new technologies into
our lives. By contrast, even relatively recently, a general lack of familiarity with sci-
ence and technology sometimes combined with established superstitions to ridicu-
lous effect. It was widely believed that the speed of early rail travel would cause
injury, as the human body simply was not designed to manage such velocity. To an
extent, such attitudes were associated with an older generation less familiar with
and open to innovation. Thus a well-known cartoon pictures an elderly lady star-
ing up at a light socket (we assume shortly after the introduction of electricity to
her home), without a bulb with the thought bubble that perhaps ‘electricity was
leaking all over the house’.2

Despite greater freedom from traditional dogma and more familiarity with tech-
nology, alarms about improbable dangers sometimes make more of an impact on
society than ever before. During an earlier period of ‘classical modernity’ in the nine-
teenth and early twentieth centuries, society was often more open to the spirit of
experimentation; the very opposite of the contemporary culture of risk and anxiety.
Even if it was believed by some in the past that train travel might be dangerous,
these feelings were not allowed to get in the way of progress. Risk was balanced
against benefits, and typically found to be a more acceptable ‘price to be paid’ than
is now the norm. Today, an influential mode of thought suggests that because we
have ‘played God’ by ‘meddling with nature’ through techniques of genetic engi-
neering, for example,  that some kind of natural order has been disrupted and there
will be an inevitable, if unknown price to pay. The metaphor of Frankenstein’s mon-
ster is often invoked by the media and captures this sense of a revenge of nature. The
term, ‘Frankenfoods’ was used to describe genetically modified foodstuffs, for exam-
ple, and approvingly described by a prominent environmentalist as, ‘a stroke of
instinctive tabloid genius’.3 In a more elaborate form, the original thesis that we live
in a ‘risk society’ suggested that we are now paying the environmental price for the
unthinking process of modernization that created the industrial world.4 Closer
scrutiny of the subject of such fears reveals a pattern of them having little founda-
tion, however. It is unclear in what terms crops that have been subject to genetic
rather than more traditional modification might pose a human health hazard, for
example. There may be a hypothetical hazard from electromagnetic fields generated
by a mobile phone as opposed to the plainly ridiculous idea of ‘leaking’ electricity,
but in real human terms there sometimes seems little to distinguish the old and new
forms of technological risk aversion. In a sense we do not seem to have made much
advance on the old lady’s misunderstanding of electricity – and at least she had the
excuse of dealing with the new and unknown.

Technology as threat

Part of the explanation for our sometimes increased suspicion of technology is that
since the turn of the twentieth century humanity has been struck by a series of
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profoundly negative experiences, most notably two world wars, that have tempered
our previous optimism. The world’s experience of devastation from nuclear weapons
and a series of near misses at power plants have created suspicion rather than
enthusiasm for ‘radiation’. Yet we can also see that there is little direct relationship
between these negative experiences and the extreme caution that is now exercised.
The contrast between the actually quite limited human impact of the Chernobyl
nuclear accident and the mass devastation it was assumed to have caused suggests
we have come to expect the very worst irrespective of the evidence, for example.5

There has been no directly related tragic incident that explains why we should be
so anxious about genetic technology or the use of microwaves in communication.
Mistrust and suspicion appear to have taken on a life of their own, and aspects of
our lives now revolve around keeping such risks at bay – from eating organic foods
and avoiding pesticides, to guarding our drinks in nightclubs in case they are
‘spiked’ by a mysterious stranger.

Do these scares and alarms really matter? After all, many of them strike us as
plain silly, and what damage can be done by imagining more ‘pure’ products will
keep risk at bay? In some cases it is clear that alarms are of concern, as they have
manifestly negative consequences. The MMR scare has led to a serious fall in
vaccination rates in the UK, raising the spectre of more children contracting the
diseases against which it protects: measles, mumps and rubella.6 Measles is a poten-
tially fatal disease, highlighting the irony that some parents find themselves expos-
ing their children to a proven deadly risk because of concern over a disproved one.
Risk anxieties can be particularly fraught in such cases of competing risk where insu-
lation against one risk, exposes one to another (larger) one. In other cases there
seem to be no consequences to health alarms, as in the case of the constant warn-
ings about radiation from mobile phones promoted by the British media from the
late 1990s. The importance of mobile phones in our lives has led us to, ultimately,
ignore these health concerns. This example illustrates how, to some extent, our
avoidance of risk is governed by the availability of choice; there is no ready alter-
native to the mobile phone, whereas we can relatively easily avoid GM foods – and
even go for the organic alternative.

Reactions to health risk alarms are rarely straightforward. There is sometimes a
process we can describe as risk migration, where the focus of anxiety is subject to
change.7 While we ultimately chose to continue using mobile phones themselves,
many people seemed to have shifted their concerns onto a different part of the same
technology that seems less immediately necessary. People continue to campaign
against mobile phone masts, despite the fact that human harm from these structures
is even more scientifically implausible than from handsets. It is not unusual for risk
concerns to make only a short-term impact, such as in the case of the GM food alarm
that subsided by the middle of the first decade of the twenty-first century. And who
now recalls the ‘millennium bug’ that was going to devastate the world’s computer
systems?8 The passing of one concern does not seem to prevent new concerns appear-
ing to effectively ‘take the place’ of the last alleged threat to our health, however.

While the public has ‘bought in to’ particular health scares and alarms to very
varying degrees, it is clear that we do not believe everything we read. This should
be recalled when we find ourselves so readily blaming the media for the latest scare.
The media are generally only able to influence the general terms in which we think
about risks.9 The detail of stories is rarely recalled, suggesting the influence of the
media is indirect. It is also possible to detect an explicit cynicism about health
scares, particularly in the UK where they have become such a staple of ‘news’ reporting.
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Since the health scare about salmonella in eggs in 1988, the British public have been
inundated with media health alarms and it is unsurprising that many people have
grown (selectively) sceptical. Consider this response from a member of the public
to the first phase of scares about ‘mad cow disease’ back in 1992:

It’s a lot of nonsense really. I mean, to think that the government would allow us
to be put at risk from such a thing is ridiculous. The media are just playing things
up again and trying to scare us. I don’t believe a word of it, and I certainly haven’t
stopped eating meat.10

There are clearly limits to any assumption of public gullibility about the media and
risks. Impact also depends upon the extent of opportunity to influence the terms
of discussion – an extent that is limited in cases such as the outbreak of the disease
SARS which appeared from nowhere and was relatively quickly resolved in 2003.11

It should be added that the limits of media influence are not for the want of them
trying to make the news, rather than just report it. Especially in the UK, and illus-
trated by examples such as mobile phones and GM foods, particular newspapers
and television programmes have set out to consciously campaign against particular
technologies, and for particular risks. While the Daily Mail newspaper is most noto-
riously associated with this approach, it is by no means confined to this newspaper
or indeed more populist ‘tabloid’ newspapers in general. In the case of mobile
phone fears ‘quality’ outlets like the BBC and The Times were central to the con-
struction of alarm.12

Risk perceptions and the reorganisation of life

Thinking more widely and sociologically, it is not the extent to which we firmly
believe in a particular scare that is most significant. Nor is it necessarily the actual
threat said to be posed that is of lasting importance. One of the striking characteris-
tics of contemporary health alarms is that the majority are so quickly forgotten, sug-
gesting the purported threat was minor, illusory or simply one about which little
more could meaningfully be said or done. It is the individual and cumulative social
response to health threats and alarms that is likely to be more consequential, irre-
spective of the threat itself. Recall that it has long been understood that panic can be
a bigger problem than its ostensible source. There were large-scale deaths in theatres
in the late nineteenth/early twentieth century, for example. These were as likely to be
brought about by crushing that followed a false alarm, as they were by the effects of
real fire. This, perhaps curious phenomenon, is expressed by the increasing impor-
tance accorded perceptions of risk, as opposed to the actual objective risk posed, and is
at the heart of the social study of risk.13 Thus it is widely accepted that scientifically
there is no evidence that the radiation emitted by mobile phone masts can cause
human harm. Nonetheless, policy initiatives such as the official British inquiry into
the issue insisted that people’s perceptions that there might be became central to how
the issue was handled. In an age where authority is anxious to be seen to be taking
public health seriously, it is felt that even such suspicions must be somehow acknowl-
edged, even if it is difficult to actually do anything about them. This was reflected in
the conduct and findings of the official inquiry into the issue which was anxious to
entertain anything apparently related to public concern.14
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Risk perceptions have apparently taken on a life of their own, freed from the
restrictions of more scientific or objective assessment. There are other ways in which
unfounded claims of potential harm gain authority, and reasons why these might
make an impact irrespective of real confirmation. Until relatively recently it was
thought to be the job of politicians, scientists and health officials to alert us only in
case of a clear threat to the population at large and when practical steps necessary
to containment were deemed necessary. In modern Britain, since the experiences of
handling AIDS and BSE/vCJD in the 1980s, by contrast, it has become routine for
authorities to publicly share their own worst-case scenarios. This was the case with
dramatic predictions of large-scale casualties from bird flu in late 2005, for example,
despite the significant barriers to it becoming a serious human health problem. It
was a case of ‘when, not if’ we faced a deadly flu epidemic, according to the gov-
ernment’s chief medical officer.15 In the past such claims might have been dismissed
as irresponsible scaremongering, given that there was no clear purpose or benefit to
such action other than exonerating the authorities from any subsequent accusation
of a failure to forewarn. In a society that has become culturally risk-averse, however,
such messages can strike a chord with personal insecurity and the strongly held con-
viction that it is ‘better to be safe than sorry’. Although these impacts depend on
context and rarely endure, we can say that in the negotiation of risk evidence has
become relatively irrelevant compared to perceptions of risk. 

We are often urged to be ‘aware’ of risks no matter how rare the threat may be,
or how difficult to identify. Self-monitoring for signs of certain diseases is recom-
mended, for example, even though conclusive early diagnosis is difficult even for
medical professionals. A striking feature of contemporary risk awareness is that it
does not principally require or invite us to be, or become more factually informed.
The emphasis is rather on demonstrating that we are somehow conscious of the
problem and, better still, taking steps to simply avoid any kind of exposure. As we
habitually ‘think twice’ about what we expose ourselves to or digest, however, it is
curiously uncertain what we actually think about other than avoiding what we
might – sometimes very vaguely – recall being associated with a problem. For all the
publicity about mobile phone masts over the last decade, for example, most people
remain unclear about what the problem might be. In the absence of knowledge it
is easy to fall back upon intuition about what ‘seems to be right’; in recent times
perhaps the most influential is the rejection of anything deemed ‘unnatural’. Yet
any strict division between the ‘natural’ and ‘unnatural’ is scientifically meaning-
less; there are no ‘natural’ or ‘unnatural’ chemicals, for example, only chemicals.16

Nor is there any basis to the assumption that the more ‘natural’ must be better for
us – sometimes quite the opposite, as products that have been subject to more
direct human intervention and control may be safer. The meaning of the ‘E num-
bers’ that are so readily avoided when scouring product ingredients is simply that
they have been rigorously tested for human consumption – unlike organic foods! 

Regardless of its curiosities, ‘healthy living’ has become a mantra of our age, from
government campaign, to supermarket slogan and personal credo. As the notion
suggests, what we eat or are exposed to has taken on more significance than simple
nourishment or pleasure, to instead say something about who we are and what we
stand for. ‘What’s in your shopping basket?’, ask magazine features, as they assess
the healthiness of a celebrity’s weekly food consumption, and thereby determine
their virtue as an individual and role model. Living healthily and minimising risk
has become part of many people’s way of life; it is a conscious ritual pursued
through abstinence from unhealthy (but secretly desirable!) commodities.17
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It can be argued that risk awareness has become a new moral code through which
we conduct our lives; despite the often very scientific, at least mathematical appear-
ance of risk calculation it has a clear relationship to contemporary morality.18 In
one of the most important and influential books in this area, Risk and Culture,19 the
role and function that risk perceptions can acquire in cohering both more tradi-
tional, and modern American society was examined. The boundary between what
is claimed to be ‘natural’ and ‘unnatural’ forms an enduring focus for what society
deems acceptable, telling us what sort of society it really is, or aspires to be. From
such a perspective, risk perceptions can be understood to perform a function for
society comparable to religion or traditional morality. ‘Awareness’ of risks to our
health and security has become a new form of showing oneself to be a responsible citi-
zen; taking active measures to limit the impact of these evils an even greater sign of
modern virtue. 

In the past we were implored to avoid or abstain from what was deemed sinful
by religious authority. Adultery and gluttony were precluded, for example, and
their avoidance increased the chances of an afterlife free of torment. Yet we now
live in an age where traditional moral prescriptions to avoid sin have little pur-
chase; as traditional values have declined, even basic right and wrong are now
unclear.20 Contemporary western culture is characterised by confusion about what
to do for the best, even though it still feels the need to make such distinctions.
Aspects of a new secular morality to partially fill the vacuum left by traditional
morality’s decline can be discerned in the way that health and risk avoidance is pro-
moted and negotiated. Drugs are no longer rejected in British society on the
grounds that they are illegal or simply wrong, for example, but on the basis of the
(relative) health risks with which they are associated.21

It is not only in relation to our own health that elements of a new moral code
can be identified. As the example of the MMR vaccine indicates, we are at our most
vulnerable when considering risks to our children. Although many parents are
aware that the threat of ‘stranger danger’ is remote, and the risks to a child’s
wellbeing from ‘wrapping them in cotton wool’ are considerable, the responsible
parent is now one who demonstrates extreme caution with regard to their child’s
movement and whereabouts.22 The fear of attack from ‘stranger danger’ appears
now to be of greater concern than the potential for accidental injuries. Outdoor
play and independent activity are now policed and curtailed as the pattern of
family life has changed. It is in this realm that the ultimate logic of heightened risk
perception – the basic withdrawal from social activity is clearest. In its own terms life,
particularly young life, is one big risk and increased withdrawal from engagement
with it is the only certain path to safety. Yet this is not to suggest that young peo-
ple are all now imprisoned in their own homes. What it does mean is that exposure
to the outside world tends to be more self-conscious, regulated and monitored –
through the use of mobile phones, for example.23

There are two other related consequences that the elevation of risk perception is
having on society. Related to increased social withdrawal is an increase in mistrust, a
widely recognised malaise of late modern society.24 Sometimes explicitly, at other
times only implicitly, risk awareness preaches vigilance that is particularly directed
towards the unknown. The message of drug-assisted ‘date rape’ awareness in univer-
sities is to ‘trust nobody’, for example. Any male could be trying to add ‘roofies’ to your
drink, so attention is required as well as a device to protect your drink, according to
what has been described as a ‘synthetic panic’.25 The questioning of any unfamiliar
face near events and activities involving children such as football clubs in modern
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Britain is likely to invite even greater mistrust and hostility, irrespective of any rela-
tionship to incidents that have actually taken place in such settings.

A related development is that the erosion of trust involves the closing-down of
informal, unregulated space, or what we might describe as the formalising of the
informal.26 While informal interaction must continue in our society, the logic of risk
awareness is that the relationship be subject to contract and formal, even external
scrutiny, and this transforms the character of social experience. Thus formally inno-
cent informal activities, such as photographing one’s children taking part in school
events, often now require formalised consent. Now a suspicious activity, the pho-
tographing of children in public space becomes a self-conscious act subject to the
approval of authority – instead of capturing moments of human joy. The comfort
and help of children by carers and teachers have become more difficult as any form
of physical touching of children has become problematic.27

The emergence and understanding of modern risk

Particularly for those too young to have experienced society before the 1980s, it
may be difficult to appreciate the novelty of a life shaped by the negotiation of
everyday risks. Even for older generations, the elevation of risks has now become
routine. It can now be difficult to recall a very different, if relatively recent, world
when food was principally a source of sustenance (and occasionally one of plea-
sure!), and childhood involved leaving home in the morning and returning only
for supper, away from constant parental gaze – as was the case in this author’s expe-
rience of adolescence in the 1970s.

Risk alarms about minor or hypothetical threats and heightened perceptions of
risk separate from experience are generally particular to the modern, ‘western’
world. Still in contemporary Africa, people confront direct threats to their survival
rather than the more remote and changing health anxieties with which we are
familiar. The lack of clean water and basic medicines in many parts of the world
even today mean that the prospect of serious illness and premature death continue
to haunt those societies. Given such very real problems, it is difficult to imagine
widespread social anxiety about more remote ones like mobile phone radiation. It
is likely to strike those confronted by continual shortages of food as bizarre to worry
about whether it was genetically modified, or produced by the more conventional
process of human modification – agriculture. There is a geography of risk related to
the extent to which basic needs have been satisfied, allowing a focus on less imme-
diate concerns. By the same logic we can begin to appreciate that the perception of
health risks is not just peculiar to modern times, but the very recent past. After all,
it is only during the last century that even developed societies have been able to rel-
atively easily sustain their populations, manage the main killer infectious diseases
and find themselves in the luxurious position of being able to worry about what
they (partially) choose. 

Considering risk involves calculating the impact of our own actions rather than
accepting fate. This is illustrated by the important distinction between a risk and a
hazard. Hazard is the potential effect of a situation, process or product, such as it
being unstable, corrosive or carcinogenic. Risk refers to the actual chance of some-
thing happening, taking account of real behaviour or exposure. This is often
expressed as a probability. Everything we do exposes us to hazards, from knives in
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the kitchen to cars on the road. It is how we do things, and how often, that determines
the risk. So, for instance, stairs are a hazard, but it is the likelihood of injury that is
known as the risk. The latter will be a function of variables such as step height,
lighting conditions, age and speed.

Forgetting current associations with threat and hazard for a moment, the con-
cept of risk essentially concerns the idea of probability. Where there are seen to be
different possible outcomes people can think about taking a risk; gambling on what
may or may not happen. In this sense risk is also bound up with conceiving of the
future, as these outcomes are not yet determined, and will only become clear with
the passage of time. As sociologists and anthropologists have observed, the concept
of risk did not exist in pre-modern societies.28 It was not generally possible in these
societies to realistically conceive of the future, and hence of probability. Instead,
pre-modern societies were generally dominated by the present as a struggle for basic
survival, and the past in terms of the legacy of ancestors and the word of God(s).
In so far as they imagined the future it was likely to be the unearthly one of a pos-
sible afterlife. There was not widespread acceptance that things could happen
purely by accident rather than being a sign of having pleased or displeased divine
forces.29

This did not reflect a collective stupidity, so much as the conditions of life that
they endured. Conceiving of different future outcomes suggests particular kinds of
activity and a particular way of life. Traditional societies were typically dominated
by a routine of agricultural subsistence, where new possibilities were slow to pre-
sent themselves. Reflecting their generally more fragile existence at the mercy of
nature, things happened to them rather than them being able to make things happen
through their own planning and activity. The crops might inexplicably fail and
the whole community be immediately threatened as a consequence. They could
scarcely conceive of being able to control their lives in the present, let alone the
future. Even in the early modern England of the seventeenth century it was gener-
ally understood that illness was fundamentally a judgement of God, and therefore
little could realistically be done to cure the ailment – other than change one’s (moral)
ways.30

There are certainly moments in pre-modern societies where a sense of risk begins
to emerge. Yet the concept of risk really only makes sense in the socio-economic
system of capitalism which is essentially concerned with making profit, and has to
take future-dependent risks to do so.31 When people begin to systematically engage
in trade and manufacturing certain products to sell on an (uncertain) market, peo-
ple are taking risks whether they like it or not. And of course the market system
remains with us today and the traditional sense of taking risks therefore retains an
influence, even if in a more uncertain way than during capitalism’s more confident
early years. A qualification to the importance of the positive conception of risk in
classical capitalism is that risk was rarely reflected upon as a distinct category; in
the simplest sense risks were what society took, rather than speculated about.

A further historical distinction – in addition to that between pre-modern and
modern – needs to be made between an earlier period of classical modernity up to
the 1950s, and a subsequent late modernity. The language of risk was not nearly so
common before the last few decades of the twentieth century but it was central to
the operation of modern society as it emerged from the industrial, scientific and
intellectual revolutions that ushered in the modern era. The difference was that risk
prior to the 1960s/70s was generally understood in the more positive sense of
taking risks, rather than the defensive sense of feeling at risk.32
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While advanced modern societies faced what might broadly be termed negative
risks before the 1960s, they were typically more remote, specific, and more within
the realm of social and political influence. Thus the overriding international ‘risk’
in the decades following the Second World War was the threat of global nuclear
war. To an extent, this produced mass panic and was an important fear in some
people’s lives, particularly in the United States. And of course, this was a ‘risk’ that
threatened complete annihilation rather than the characteristically minor, even
hypothetical risk of today. Nonetheless, the threat of nuclear war was understood
to be contingent upon human, political activity – most importantly the state of
relations between the then two ‘superpowers’, Russia and America. Pressure could
be brought to bear on this relationship through mass campaigning activities to stop
nuclear arms proliferation and insisting that their use was unacceptable. We can
add that this was a distinctively global risk ‘out there’, rather than the everyday
dangers woven into the fabric of our lives confronted today. Contemporary envi-
ronmental risks, in particular, are fundamentally removed from the realm of
human activity; the damage has been done according to this perspective and it is
principally now a question of living with the consequences.33

It is only with the more personalised and pervasive sense of risk characteristic of the
post-1960s period that it became the subject of intellectual investigation. Risk began
to be thought about once these new risk perceptions became apparent and made an
impact upon, first, American society. This is perhaps unsurprising; it is only once
things become a problem that we typically set about trying to understand them. The
context was that scientific, commercial and political authority in the USA was alarmed
at an apparently sudden outburst of very public risk alarms in the late 1960s and early
1970s. Slightly earlier scares over cranberries, the pesticide DDT, and the sweetener sac-
charin, anticipated larger reactions over all manner of phenomena, as the quotation
with which this chapter began indicates. The accumulation of scares suggested that
Americans no longer trusted their businesses, scientists and government – to the extent
that they would allow them to be poisoned by pesticides and even drinks sweeteners.
Analysts were further struck by the apparent acceptance of some everyday real risks of
some concern to experts, sometimes precisely among the people who became so ani-
mated about ‘phantom’ ones. These concerns and questions were reflected in the first
article exploring contemporary risk, published in 1969.34 The curious discrepancy
between public and expert assessment of risk was central to this and subsequent
accounts. Masses of articles and books on risk, mainly evolved from a psychological
perspective, were produced and an industry of risk assessment and management began
to flourish in its wake, drawing upon its tools and concepts. 

So how did emerging experts attempt to understand growing risk concerns? This
is a particularly relevant question given that the still growing industry of risk ana-
lysts and managers have not been clearly successful in encouraging the more
balanced assessment of risk which it sought to do. In fact, an originally American
condition has spread to the rest of the developed world, suggesting fundamental
problems with their approach – assuming that analysis might be able to play a con-
structive role in moderating needless anxiety.

Studies of risk perception and the practice of risk management suggest that the
reaction to particular risks can be indirectly ‘read’ from the characteristics of the
object in question. The interaction between risk characteristics and individual psy-
chology is the key to understanding (and potentially defusing) risk perceptions in the
dominant paradigm.35 A risk study might, for example, highlight how fear of flying
may be improbable given the rarity of aircraft crashes, but nonetheless unsurprising
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given the unique ‘dread’ and apparent finality of a crash, and the lack of any sense
of control for helpless passengers. Greater communication might be seen to allevi-
ate helplessness; to help manage the risk. The amount of ‘dread’ that potential ‘risk
objects’ inspire, how much apparent choice is involved, and how much control
they appear to offer the subject, continue to be regarded as key predictors of a neg-
ative reaction. Combining the elements of hazard and risk, studies typically con-
centrate on exhaustive technical analyses of the potential hazard and risk, with
experiments in how these are perceived. 

The basic approach of risk studies has not fundamentally changed in its 35 year-odd
history. The focus remains on the technical characteristics of, and psychological
variables associated with risk objects. These are a useful introduction to understanding
and can be interesting in their own right, yet have limited explanatory power. Take
an example. It is useful to be aware of the characteristics of mobile phone radiation
if one wants to set about understanding concerns, not least because it allows us to
understand the scientific improbability of them having any harmful effect on
humans. Further, considering factors such as whether a risk is chosen or imposed
may help explain why some people are so angry about mobile phone masts (which
they don’t choose to be near), but not their handsets (which they do). Yet such fac-
tors fail to explain why such feelings vary so radically in intensity in different coun-
tries at different times; they do not explain why Italians appear to fear what they
call ‘electrosmog’ so much more than people from Finland, for example. Why do
most Americans appear happy to eat genetically modified food, while most Britons
appear absolutely opposed? Psychological and science-based accounts simply can-
not explain such differences. 

Some of the problems associated with the basic concepts and assumptions of the
technical/psychological approach to risk were usefully outlined by Douglas and
Wildavsky (1982) who demonstrated the implausibility of clearly establishing dis-
tinctions such as between voluntary and involuntary risk in the real, social world.
They indicated that reactions were bound up with their specific social and cultural
context. The rise of environmentalism in American culture profoundly affected the
perceptions of particular groups in their analysis, for example. The centrality of
context can be illustrated by considering that even the most apparently clear-cut
risk aversion is more conditional than it seems. Opposition to genetic experimen-
tation is one of the most pronounced contemporary feelings, playing as it does
upon a cultural script of the perils of ‘playing God’ and the horrors of the choices
it might make available (Nazi inspired mythical ‘designer babies’). In the language
of risk communication and management it has a very high ‘yuk’ factor. Yet, as
experiments inviting the public to taste a fictitious GM apple suggest, reactions are
conditional upon context.36 Asked a general question about GM foods in a survey,
respondents are likely to demonstrate their awareness of a dominant message about
healthy and responsible eating by rejecting them. However, given a more direct,
actual choice curiosity may get the better of a largely imposed agenda about
‘Frankenfoods’. Other research demonstrates the powerful influence of the media
in ‘framing’ opinion and ‘socially amplifying’ issues related to GM foods.37,38

Studies of risk typically fail to take sufficient account of context and how that
context is subject to continual change. Accounts have specifically failed to take
account of how official reactions themselves are an important, sometimes defining
part of the evolving issue. The way that authorities handled signs of growing but
initially limited concern sometimes helps explain how some risk issues go on to
become more significant, and others do not. The dismissal of any link between
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farmed salmon and ill health by the UK’s Food Standards Agency meant that this
American-inspired worry made no headway in Britain, for example. Since the first
risk alarms in the 1960s the way that the authorities have responded is absolutely
central to subsequent reactions, yet has remained of marginal interest to risk analy-
sis. There has been some recognition that reactions can be inflamed by (apparently
conspiratorial) silence from authorities; corporate failure to respond to damaging
rumours is seen as unwise, for example.39 Yet the now more common approach of
authorities is not only to rarely challenge risk concerns but to advertise possible
harms even before they become real. Such official pre-emptive warnings – such as
was seen with mobile phones, bird flu and many others – are likely to trigger con-
cern irrespective of knowledge about the object in question. Research on the impact
of explanatory leaflets accompanying mobile phones found that far from allaying
any concerns, in so far as any reaction could be discerned they stimulated it – on
the basis that there must be something worth worrying about if the government
thinks a warning is required.40 The focus on the technical and psychological char-
acteristics of risk has neglected not only other social and contextual factors in gen-
eral, but specifically the determining role that signals of officialdom send out.

The technical and psychological emphasis has usefully been contested in recent
sociological writings by for example, Beck41 and Giddens.42 At the same time, the
sociological encounter with risk that they initiated tends to jump from the
micro/psychological level of traditional risk studies to a grand macro-level of how
general social forces have created risk perceptions. In such accounts it appears that
risk is an inevitable product of the way in which society has developed in modern
times. This takes no account of the role played by more intermediate developments,
particular actors and a precise sense of what was happening in any given context.
What is more, the tendency to ‘objectify’ the emergence of the risk society tends
to objectify the risks themselves. While there are suggestions in the famous work of
Beck that risks are created by social circumstance and particular actors, the overall
emphasis is on the objectively given character of environmental risks and our
powerlessness to even understand the threat, let alone contain it. Thus it was the
particular and threatening qualities of radiation that were central to his account
of the Risk Society, and its popularity (with its publication coming so soon after the
Chernobyl nuclear accident). Yet it is clear that Beck knows little about the different
forms of radiation, nor does he feel obliged to ground his assertions in scientific fact
or empirical study. While the original ‘risk society’ thesis remains useful in empha-
sising what has changed about late modernity, it fails to clearly locate these changes
in social rather than technical processes.

More usefully, approaches have evolved that aspire to focus on the social con-
struction of risk, notably the now influential social amplification of risk framework.43

To go further, however, requires separating out the different elements and actors at
work in any given example. The most basic distinction to elaborate is between the
general conditions that make risk alarms possible, and then the different actors and
influences that determine which particular risk will become dominant.

Preconditions for the risk society

For the purposes of analysis and understanding, a distinction needs to be made
between three different levels, from the broadest, macro-level, to the impact of
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intermediate factors, and then the specific role of particular institutions and actors.
Taking account of all three elements can take us further in understanding why a
particular society might be concerned with a particular risk at a particular time. We
can first identify a set of factors that combine together to make a ‘risk society’, from
the most fundamental to the more intangible. 

Economic: ‘post-material’ society of consumer choice

As already suggested, the risk society is unimaginable where the basic necessities of
life remain unavailable and most of our energy continues to be absorbed by the
struggle for existence. A useful perspective here is the idea that we live in a ‘post-
material’ world.44 According to this theory, the increasing preoccupation with ideas
such as environmentalism from which we do not stand to directly gain is under-
stood as a luxury we can now afford. Having gone beyond the material stage, it is
now possible for us to concern ourselves with ideas, choices … and worries.

Medical: from specific causes to ‘risk factors’

A significant change began to occur in how patterns of disease were identified from
the mid-twentieth century that encouraged a new way of understanding modern
ill health. Instead of identifying microbes as the sole and definite cause of disease,
emphasis was increasingly placed on social, environmental and behavioural vari-
ables statistically associated with disease patterns. The turning point in the identifi-
cation of risks (as opposed to distinct causes) came with the establishment of the
association between cigarette smoking and numerous health problems in the 1950s
and 1960s. Despite lacking the clear and specific causality traditionally associated
with modern medicine (or an understanding of how disease was caused) the associ-
ation between smoking and significant harm was declared definitive. Subsequently,
far less statistically significant relationships than that between smoking and cancer
have become sources of publicity, worry and dispute.

Scientific/technical: increased capacity to identify hazards 

The risk society is unimaginable where we lack the capacity to identify hazards;
conversely, the greater our capacity the greater is the potential for an increased
number of risk concerns. Until society becomes aware of a link between smoking
and lung cancer, for example, clearly the potential for alarm is restricted. Less obvi-
ous and much more problematic is the increasing number of examples involving
the ability to identify theoretically harmful hazards in smaller and smaller quanti-
ties. Chemicals are a key example. We can now identify the presence of the tiniest
amount of chemicals in our food and other products, and these discoveries have
provided the basis for many recent risk alarms – and there are guaranteed to be
more as the European Commission has launched its REACH initiative to investigate
thousands of chemicals with ‘proven or suspected hazardous properties’.45 This is
notwithstanding the fact that chemical danger always concerns their quantity, not
inherently dangerous properties; in other words aspirin, for example, can be bene-
ficial in small doses but harmful, even deadly, in larger quantities.
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Structural/social: individualisation 

The risk society is unimaginable where powerful collective institutions and habits
dominate everyday life. A defining feature of modern societies is that they were
also mass societies. We no longer lived in small isolated communities, and nor
were we so susceptible to the suspicions and prejudices associated with such an
existence. In the modern world our experiences were tempered by wider knowl-
edge and associations that helped make sense of what might befall us. In the rel-
atively recent past we were embedded in communities, political and recreational
associations that created a feeling of collective confidence and wider responsibil-
ity. Even terrible experiences such as that of civilians during the bombing of
London in the Second World War could be stoically endured, even celebrated.
Being ‘all in it together’ makes for an entirely different experience of any misfor-
tune. As is widely observed, late modern life is much more fragmented and dis-
connected from other institutions and associations; we rarely even watch the
same television programmes today, or share in any kind of collective moments.46

Experiencing life alone leaves us prey to greater uncertainty and doubt. The
growth of a more individualistic human experience also directly suggests a pre-
occupation with personal health and survival. Disconnected from any wider sense
of national or generational continuity, personal survival and longevity become
paramount and leave us susceptible to a regime of risk awareness.

Cultural: end of deference

The risk society is unimaginable where the public accept lack of choice, and defer-
ence to traditional authority. Accompanying a society still shaped by need and lack
of choice, attitudes were resigned to accept what was available regardless of any
inherent risks or benefits. Britain was long distinguished by a reluctance to com-
plain about goods and services, for example: with food rationing remaining in place
until the 1950s and the relative absence of consumer goods there wasn’t a lot of
point! Intimately connected to deference is trust; people were also deferential
because there was more unquestioning trust. Until the late modern period the med-
ical opinion of doctors was rarely questioned, for example. Late modern society has
developed both the ability to seek multiple sources of advice and the confidence to
do so. This feeling is a powerful impulse creating openness to unknown, untold
dangers. In response, authorities have become increasingly fearful of keeping any-
thing from public scrutiny, even disclosure that in the past would have been called
‘scaremongering’. This impulse is central to setting many contemporary risk alarms
in motion. 

Ideological: dystopian future 

The risk society is unimaginable where society holds a firmly optimistic view of the
future, and the benefits that human intervention and technology can bring. The
assumption that human innovation must hold a potentially ‘dark side’ is particular to
a world that has lost its faith in progress and the power of ideas to change the world.47

Recall the example of the lack of concern about mobile phone radiation in Finland.
Partly this is because, unusually, Finns to some degree retain a now old-fashioned view
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of the benefits of science and technology. Outside the context of confidence about
human intervention and the future, change is likely to be experienced principally as
threatening and a source of worry. 

Political: end of politics and promotion of health

Closely related to the collapse of ideology is the end of politics in its classical mod-
ern form. The risk society is unimaginable where society is still shaped by compet-
ing visions of how society should be organised, and resources distributed. In the
more collective society characteristic of the twentieth century much of society’s
energies were invested in just such argument and debate. A major part of personal
identity was whether one stood on the left or right of the political divide, and
whether society should be socialist or capitalist. Public life was shaped by the major
political parties around the ‘big questions’ of who should own what, and why.
Connected to the fragmentation of wider ties and associations, politics has lost
much of its meaning and instead tends to latch on to, and express individual inse-
curities.48 Government policy initiatives such as NHS helplines instinctively seek to
reconnect with the public through the only aspirations that one can take for
granted in a non-political society: personal health and survival. Official endorse-
ment for these preoccupations endows them with authority and credibility beyond
the individual.

Intermediate, contextual factors

Lack of contexual knowledge

To an extent, the characteristics of risk objects do have a bearing on the possibility
of alarm being generated, but this is likely to be because of a contextual lack of
knowledge rather than because it is known what is threatening. The continued
mystery of autism is central to understanding the impact made by the false link
with the childhood vaccine, MMR, for example. It is partially because science cur-
rently still knows so little about autism that it is possible for unfounded theories to
make such an impact – particularly among parents desperate to understand their
children’s condition. Lack of scientific understanding in other cases such as BSE
provides the opportunity for alarmist ideas to develop.

Temporal coincidence with other alarming issues

When more than one worrying development follows another, there is the potential
for a greater sense of a threat and loss of perspective. Take the example of the SARS
virus. Its actual impact was relatively modest and localised, not least because it
could not be transmitted so easily as flu. In historical terms this virulent new virus
was most striking for the speed with which it was identified and isolated in the
period from March to June 2003. Yet, notwithstanding limited media shaping of
frames of reference, the virus generated panic in some societies, at considerable eco-
nomic cost.49 An important factor that explains the disproportionate reaction was
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that it happened in the climate of fear generated by 9/11 and the ‘war on terror’
mindset that followed. There is the potential for a ‘scenario’ being created when
alarms coincide, as opposed to single, manageable issues.

Legacy issues

The potential for alarm is strongly influenced by so called legacy issues: the cumu-
lative impact of previous, connected concerns in the past. Although it is a mislead-
ing label, mobile phones use a (harmless, ‘non-ionising’) form of ‘radiation’ and
this worrying connection is an important factor in framing how the issue is under-
stood. Similarly, anything related to the stigmatised terms ‘genetic’ and ‘chemicals’
are similarly liable, unless the association is consciously broken. 

Actors’ role in constructing alarm and

trigger moments

‘Risk entrepreneurs’

The risk society has encouraged the emergence of ‘actors’ dedicated to the promo-
tion of particular risks. Particular individuals and institutions have enhanced their
profile and prestige through identification with particular concerns and it is in their
interest to maintain their issue’s profile. For example, Dr Andrew Wakefield almost
single-handedly instigated the alarm over MMR. The lead quotations from stories
identifying mobile phones with health problems in the British media came from
three individuals. While they do not necessarily stand to gain financially, the iden-
tities and sense of purpose of ‘risk entrepreneurs’ become bound up with a contin-
ued high profile for their chosen concern.

Campaigners 

The role of campaign groups in the promotion of particular risk anxieties has
been recognised, if unexplored, since Douglas and Wildavsky’s Risk and Culture.50

Consumer and environmental groups were central to the emergence of a risk-averse
culture in the USA. They remain central to many contemporary risk alarms, such as
over GM foods and the corresponding promotion of risk avoidance through more
regulation. Given their sometimes high profile, their role can be exaggerated, how-
ever. Without the preconditions and some of the intermediate variables above, and
flattery by more important, state actors it is unlikely that their actions could be
influential.

The media

The media have been central not only to the dissemination of risk alarms, but
sometimes their virtual creation. This is hardly surprising given that concerns such
as those over radiation from mobile phones have no basis in everyday knowledge
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or experience, and can only be brought in from without. In the UK, in particular,
the media have been central to many key risk alarms. An edition of the television
show, Watchdog, in November 1988 concerned the theory that eggs were responsi-
ble for increases in food poisoning and created the pressure that led to alarm. An
edition of the same programme was similarly central to the mobile phone alarm.
However, the role of the media varies greatly from issue to issue, and is sometimes
liable to be exaggerated. In the case of SARS the media played a more incidental
role, whilst in the MMR alarm an active role in undermining risk – it was through
the investigations of journalist Brian Deer for the Sunday Times newspaper that
Andrew Wakefield was exposed and fatally undermined.51

Official responses 

The least widely examined, but arguably most important response that shapes sub-
sequent reactions is that of official authority and expertise. This is unsurprising as
even in a cynical and mistrustful age we expect the relevant authorities to take pri-
mary responsibility for any potential crisis. By comparison, no matter how alarmist
the calls of risk entrepreneurs, campaign groups and the media, their role is unlikely
to be decisive in itself, independently of how the authorities respond. The decisive
role of authority can be seen in the number of alarms that have been specifically
instigated by official statements and policy approaches. In December 1988, for
example, the then Junior Health Minister, Edwina Currie, uttered 20 words in a tele-
vision interview, sparking a food scare crisis that temporarily crippled an industry:
‘We do warn people now that most of the egg production in this country, sadly, is
now infected with salmonella’.52 The fact that her words, in themselves, were mild
and hardly alarmist underlines the centrality of official risk communication. 

Trigger moments and premature scientific revelation 

Finally it is important to recognise the impact made by a particular (preventable)
moment in the creation of risk alarms. Edwina Currie’s statement is a classic exam-
ple; had this statement not been made it is unlikely a crisis over salmonella would
have ensued. Further, it is possible to identify a common pattern to many of the
most important contemporary risk alarms that was set by the early example of sal-
monella. A common characteristic of such trigger moments is the sudden revela-
tion of a dramatic theory about a potential risk that has not been subject to
considered scientific scrutiny and debate. When Andrew Wakefield held the press
conference at which the theory of MMR’s link to autism was announced, an alarm
was made. In less dramatic fashion, the alarm over the human form of ‘mad cow
disease’ was triggered by the public revelation of the possible link at a time when it
could have little possible consequence other than alarm.

With hindsight these new theories have turned out to be of varying value. What
can be said is that some were announced without clear regard for the possible con-
sequences, or for the established process of other scientists checking new ideas. Risk
alarms are ultimately born of a nervousness and uncertainty among authorities
about how they should now manage anything that might be perceived as a threat
to public health. Increasingly, the sensible course of action from the perspective of
those in scientific and political authority has been one of shifting potential blame
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and responsibility elsewhere by immediately placing even uncertain knowledge
into the public domain. In the environment of the ‘risk society’ this has often
resulted in alarm and further uncertainty.

Conclusion

Health risk alarms are not isolated incidents but form part of an important pattern
in modern societies. They have only arisen during the last 40 years, first of all in
the USA. They need to be understood in the wider context of a ‘risk society’ marked
by greater choice and individualisation but weaker trust and belief in progress. The
relative strength of such characteristics influences the propensity for risk alarms.
Understanding why Americans are happy to grow and eat genetically modified
crops while Britons are more cautious, for example, is partially explained by the
more pro-scientific outlook and greater optimism about the future that prevails in
the USA. The stronger social solidarity still found within many European countries
tends to counter the tendency to alarms about paedophiles within the community.
Such alarms are not only a product of these forces, but actively reinforce a culture
of mistrust and the erosion of informality. Awareness of risks is not simply common
sense avoidance of clear dangers. It is also a demonstration of being a responsible
citizen in a post-political society where staying healthy has become an end in itself.

Risks cannot be understood in their own terms. It is the social, political and cul-
tural context that determines what is perceived as a risk, and whether an alarm is
triggered. Risk alarms are not only the product of wider social trends and forces, but
are actively made by particular individuals and institutions. Most decisive is the
approach taken by relevant state and government bodies; although they may per-
ceive their actions as a response to events, they are in fact the key to how society
responds. The generally very defensive reaction of state authority to risk concerns
in the late modern period has created a risk-averse society that sometimes appears
afraid even of its own shadow.

Discussion topics

Why has the avoidance of health risks become a moral imperative in British
society?
Does it matter if society is becoming more averse to risk?
How might the rising trend in risk alarms be reversed?

Further reading

Burgess, A. (2004) Cellular Phones, Public Fears and a Culture of Precaution. Cambridge:
Cambridge University Press.

This is a contemporary case study in the creation of a risk alarm that is very accessible
and provides interesting historical and national comparisons on a familiar issue.

A Sociology of Health 

72

Wainwright-Ch-04.qxd  12/6/2007  4:38 PM  Page 72



Douglas, M. and Wildavsky, A. (1982) Risk and Culture. London: University of California Press.

This remains the most thought-provoking reflection on risk alarms, also providing a cru-
cial reminder of how they first emerged in the USA.

Furedi, F. (1997) The Culture of Fear. London: Cassell.

This study dramatically outlines the social processes involved and the social conse-
quences of a society bounded by risk.

Giddens, A. The Runaway World: Risk. BBC Reith Lectures. Available at: http://news.bbc.
co.uk/hi/english/static/events/reith_99/week2/week2.htm.

This short lecture by Anthony Giddens is useful in historically locating risk and summar-
ing key issues.
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5
Illness Behaviour and the

Discourse of Health

David Wainwright

Sociologist’s distinguish between disease – the presence of physical pathology,
and illness – the patient’s subjective experience of symptoms.
Illness behaviour – includes all of the disturbances to an individual’s life
which stem from the experience of illness, including changes in functioning
and activity, and uptake of health services and other welfare benefits.
The discourse of health refers to the totality of cultural norms, expectations and
technologies through which a society understands and responds to illness.
Changes in the discourse of health have given rise to forms of illness behav-
iour for which little evidence of physical pathology can be found.
This epidemic of medically unexplained symptoms has been accompanied by
the development of new strategies for governing health and illness.

If I’d known I was going to live this long I’d have taken better care of myself.
Jazz pianist Eubie Blake shortly before his 100th birthday

Mrs Lancaster’s injury

On 5 July 1999 Beverley Lancaster left Birmingham County Court with £67,000 in
compensation for a ‘stress-related personal injury’. Mrs Lancaster had worked as a
draughtsman at Birmingham City Council, but when her post was abolished she
was redeployed as a part-time housing officer. As a draughtsman Mrs Lancaster had
not dealt with the public, but her new role entailed dealing with council tenants
who could be abusive. The Council had promised training, but despite several
requests this was not provided.

Within three months Mrs Lancaster found that she could not cope and took two
lengthy periods of sick leave, eventually retiring on grounds of ill health. Commenting
on the case, the head of legal services at Mrs Lancaster’s trade union claimed that: 

Initially it was quite difficult to bring the case to court because people are quite
dismissive of stress at work. But now employers know that if they damage the
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minds of their employees, they will have to pay out in the same way as if they did
not repair the stairs and someone fell down and broke a leg.1

Following the trial Mrs Lancaster returned to work as a school assistant for children
with special needs, although she felt that the stress she endured had done her last-
ing harm. ‘The pay-out is great,’ she said, ‘but it can’t compensate for what I’ve had
to face up to: the fact that going to work made me ill.’2

Mrs Lancaster’s injury raises questions about health and illness at the turn of the
millennium. Why are problems of everyday life, such as coping with the demands
of a new job, experienced as health problems? The trade union officer claimed that
emotional distress is equivalent to a broken leg, but is injury or illness fundamen-
tally a description of physical changes in the body, or is it a way of behaving in the
world which can exist independently of organic pathology? If illness resides in
behaviour rather than organic disease then who is responsible for its occurrence:
the person exhibiting it or the external agents or circumstances that provoked it? 

These questions apply not just to Mrs Lancaster’s injury, nor just to her fellow
work stress sufferers, but to a large and growing group of people who suffer from
new illnesses many of which would have been unrecognisable to their grandpar-
ents. The issues they raise are central to the contemporary experience of health and
illness in the developed world. The aim of this chapter is to explain the emergence
of these new forms of illness at this specific point in time. Our analysis begins with
what is perhaps the keystone of medical sociology – the claim that disease and ill-
ness are two things rather than one.

Disease and illness

The bio-medical model of disease emerged from the Enlightenment belief in the
application of science to the solution of human problems, but the medical model
is not a fixed set of beliefs suspended in amber since the nineteenth century, indeed
its defining characteristic is the constancy of change as better knowledge of physi-
ology is revealed.3 Nor is medical practice confined to the bio-medical model; doc-
tors use a range of interpretations and practices which lie outside of clinical science,
and their assumptions about the nature of illness and disease have broadened to
include insights gleaned from other disciplines. Even so, both supporters and crit-
ics of the medical model would recognise it as an ideal type and agree on its pri-
macy in western healthcare. 

The medical model is materialist, and assumes that the mechanisms of the body
can be revealed and understood in the same way that the workings of the solar sys-
tem can be understood through gazing at the night sky; by theories derived from
rigorous observation. The grounding of medical knowledge in empirical observa-
tion, rather than philosophical abstraction, differentiates modern medicine from its
predecessors. The ability to look inside the body has enabled modern medicine to
classify and understand diseases by observing pathogenic agents at work, for
instance, with infectious diseases, bacterial or viral organisms can be observed
attacking the cells of the body. This physiological pathway can be traced to observ-
able physical symptoms, for example, the actions of the common cold virus on the
cells of the body can be traced through to the onset of coughing and sneezing.

The scientific methods employed in the compilation of medical knowledge are
not foolproof, even dissection can produce knowledge which is invalid. During the
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nineteenth century the corpses of poverty-stricken inmates of London’s workhouses
were used to teach anatomy in the city’s medical schools. Today it is recognised that
extreme poverty often enlarges the adrenal glands, but during the nineteenth cen-
tury these pathological changes were mistakenly classified as normal. On the rare
occasions when corpses of the rich were dissected they were found to have ‘abnor-
mally’ small adrenal glands and a new disease classification – idiopathic adrenal
atrophy – was invented to label this apparent disease.4 Scientific knowledge may also
be distorted by prevailing cultural assumptions, for example, the disease of ‘drapeto-
mania’ was constructed to explain why slaves often ran away from their owners,5

and medical knowledge has often been implicated in the social control of women.6

However, such errors are rare and it is through more rigorous observation and appli-
cation of the scientific method that they are recognised and corrected.

As well as generating a system of disease classification based on rigorous observa-
tion, the bio-medical model also provides a systematic strategy for diagnosing and
treating disease, sometimes explained through the metaphor of a ‘faulty machine’.
A fault is identified or diagnosed by observing symptoms or conducting diagnostic
tests, a theory of what caused the fault is developed, an intervention is prescribed
to repair the fault, and the outcome is measured to test the adequacy of the diag-
nostic theory. The bio-medical model is not just a formulaic body of knowledge,
but a scientific method of clinical practice which uses observation, generation of
hypotheses and empirical testing.7 

Bio-medical science lies behind modern medicine’s spectacular advances in the
war against disease, but is disease the only factor that explains how people behave
when they are ill?

Medical sociologists draw a distinction between disease, defined as the presence of
a physical abnormality, and illness, defined as the experience of symptoms, the mean-
ings ascribed to them, and associated forms of behaviour including help seeking and
changes in role performance.8,9 The bio-medical model assumes that illness behaviour
is a direct response to physical pathology; the individual contracts a disease or injury
which causes them to respond and behave in a given way, for example a broken leg
will necessarily entail pain, impaired ability to walk and some form of clinical inter-
vention in order to heal successfully. While physical pathology can be a powerful
determinant of illness behaviour social factors are also important. This conclusion
was arrived at through empirical observation of social variations in illness behaviour. 

In the early 1950s, Zborowski found variations in the response to pain exhibited
by different ethnic groups attending New York City Hospital.10 Where ‘Old
Americans’ tended to respond with stoicism and Irish patients denied their pain,
Italian subjects were more concerned about obtaining pain relief, and Jewish
patients with what the pain meant and its significance for their future health.
Zborowski explained these differences in terms of the ways that different ethnic
groups socialised their children:

The child learns to pay attention to each painful experience and to look for help
and sympathy which are readily given to him. In Jewish families, where not only
a slight sensation of pain but also each deviation from the child’s normal behav-
iour is looked upon as a sign of illness, the child is prone to acquire anxieties with
regard to the meaning and significance of these manifestations.11

The response to physical symptoms is not a direct function of disease or injury; it is
also influenced by the ways in which people make sense of their symptoms and choose
to act. This process of ‘making sense’ is not exclusively conditioned by individual traits,
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but is the product of shared cultural beliefs and expectations exchanged within the
individual’s social network. Decisions about when to seek medical advice are influ-
enced by advice from family and friends or the ‘lay referral’ system.12

Illness behaviour also varies between classes. Koos found that middle-class peo-
ple were more likely to exhibit illness and help-seeking behaviour than working-
class people with the same symptoms.13 Decisions about whether to become ill or
seek medical advice are often weighed against competing demands from family and
work and the financial consequences of becoming ill.14,15 In their study of working-
class mothers Blaxter and Paterson found that children’s symptoms were only
recognised as illness if they impaired the child’s ability to walk or play, with func-
tionally insignificant symptoms dismissed as normal.16

Since the 1950s, social variations in illness behaviour have been extensively doc-
umented, however, the mechanism by which these factors exert their influence is
poorly understood.17 The difficulty in arriving at a comprehensive theory of illness
behaviour stems from a fundamental problem in social philosophy which relates
to the dichotomy of ‘free-will and determinism’, or ‘structure and agency’.18

Sociologists reject biological reductionism, and recognise that social factors are also
important, but if people behave differently in response to objectively similar symp-
toms, does this imply that such behaviour is freely chosen, or is it simply a response
to a different set of determinants, that is social factors rather than physiological
ones? Variations in illness behaviour imply that ethnic group, social class and gen-
der are powerful determinants, but this observation can lead to the adoption of a
social determinist model of illness behaviour that is as mechanistic as the biologi-
cal reductionism of the medical model. 

What biological and social determinist models both fail to recognise is the extent
to which illness behaviour is mediated by consciousness. There may be strong phys-
iological factors pushing someone towards illness behaviour, and equally strong
social factors channelling the form that illness behaviour will take, but within the
constraints imposed by even the severest forms of physical pathology and the most
adverse social circumstances, humans still possess the capacity to choose how to act.19

The social philosopher Margaret Archer20 refers to this as ‘the internal conversa-
tion’ and it applies well to the decision making that underpins illness behaviour,
for example, the individual who wakes with a hangover is confronted by a series of
choices: whether to stay in bed, or get up and go to work, whether to self-medicate,
or seek professional help. These choices might be constrained by the severity of the
symptoms, or by consideration of the social and economic consequences of becom-
ing ill: “Will I lose money if I don’t go to work?’, ‘Who will take the children to
school if I stay in bed?’, ‘What will my family and friends think of me if I succumb
to illness?’. This internal conversation may also be influenced by group norms or
broader cultural beliefs: “Is it normal for someone like me to take a day off work?’,
‘Am I the type of person who stays in bed with a hangover?’ This internal conver-
sation is not easily resolved, nor are the actions which stem from it easily accom-
plished. The physical reality of the impaired body can frustrate our most deeply
held plans and the force of social factors can also undermine our projects.
Negotiating the physical and social imperatives towards health or illness can be a
struggle, but it is the human capacity to engage in this struggle that lies behind
notions of resilience and courage.

That illness is not simply a direct function of disease, but the result of a complex
web of physical, social, and cultural factors, is perhaps the most significant claim of
medical sociology. Chapter 1 examined how these insights have given rise to different
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social models of health, including: the ‘social determinants of health’ perspective; the
‘unhealthy lifestyles’ approach; and the different strands of ‘social consructionism’.
Since the mid-twentieth century social models of health and illness have grown in
influence; resonating beyond the academic realm to influence the popular discourse
of health. Not only has this changed health policy and medical practice, it has also
changed popular definitions of illness and given rise to new forms of illness behav-
iour. The following section explores the ways in which the discourse of health has
been transformed by the incorporation of social models of illness.

The changing discourse of health

The discourse of health refers to the totality of cultural norms, expectations and
technologies through which a society understands and responds to illness. An obvi-
ous criticism is that this implies a consensus that cannot be found in reality, for
instance, a general practitioner may have an understanding of the social influences
on health which is different to that of a neurologist, and the pronouncements of
the Royal Colleges may have little resonance for doctors lower in the professional
hierarchy.21 Include not just other health professions, politicians, and policy mak-
ers, but also the broader population, and the notion of a single discourse of health
becomes difficult to sustain.

The discourse of health cannot refer to a fixed set of beliefs and practices uni-
formly subscribed to by all, but must encompass differences and contradictions,
varying not just between individuals, groups and places, but also over time.
Mapping these differences is a valuable exercise, but focusing on the micro-
sociology of health beliefs may overlook broader processes of change that occur at
the macro level – a case of not seeing the wood for the trees. Take for example, Mrs
Lancaster’s problem of work stress; there is within the discourse of health consider-
able disagreement over the nature of work stress, its causes and how it should be
dealt with, but the category of work stress is recognisable and available for contes-
tation in contemporary western societies in a way which it was not in, say, the
1930s.22 Only by moving from the micro level of personal problems to the macro
level of social issues can the sociological imagination reflect on these broad trans-
formations and their implications for everyday life.23 This is the analytical justifica-
tion for persevering with the notion of the discourse of health – although the
category necessarily lacks specificity and precision, it is essential to the project of
recognising and understanding broad patterns of social change.

The social models have permeated the discourse of health via several routes, but
two areas are particularly important in terms of the inflation of illness behaviour:
first is the emergence of the New Public Health movement, and the second is the
adoption of Patient-centred Practice which has altered the doctor–patient relationship,
particularly in general practice where over 90 per cent of patient contacts occur.

The New Public Health

For at least a century public health has provided the vehicle through which social
models of health have influenced health policy. As curative medicine expanded dur-
ing the twentieth century with increased spending on hospitals and high-technology
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medicine, the public health lobby argued for an alternative strategy of population-based
disease prevention and health promotion. 

Although spending on public health policies remains small in comparison with
acute services, it has had a substantial influence on shared beliefs about the mean-
ing of health. A key moment came in 1946 when the World Health Organisation
(WHO) redefined health as ‘a state of complete physical, mental and social well-
being, and not merely the absence of disease or infirmity’.24 A clear indictment
of the bio-medical model with its emphasis on organic disease, its neglect of the
subjective experiences of the patient and the role of social influences on health.
However, the WHO’s redefinition coincided with the beginning of a golden age of
clinical science25 and it was another 30 years before the New Public Health (NPH)
emerged as a serious challenge to the dominance of bio-medical orthodoxy. 

In 1977 the WHO and UNICEF launched a campaign demanding Health For All
by the Year 2000 (HFA 2000) at a conference in Alma Ata. The declaration provided
a rallying point for a new generation of health and welfare professionals, radicalised
in the late 1960s and early 1970s, who were growing disillusioned with the exhaus-
tion of traditional strategies for social change.26 The NPH proposed that social jus-
tice could be pursued through professional activities such as health needs assessment
and community empowerment.27

This political division was underlined by publication of the Report of a Research
Working Party into Inequalities of Health, chaired by Douglas Black and subse-
quently referred to as the Black Report.28 Commissioned by a Labour Government
in 1977, but reporting to the newly elected Conservative administration in 1980,
the report charted the widening gap in mortality rates between the richest and
poorest social classes, and proposed a substantial extension of the welfare state to
close the gap. It is difficult to find a working party whose findings were more at
odds with the ideology of the government to which it reported. In a foreword
penned by the Secretary of State for Social Services, Patrick Jenkins, the recommen-
dations were dismissed as too expensive, and adding a whiff of suppression, the
report was issued on a Bank Holiday in the form of 250 photocopies.

Though the Black Report’s recommendations were not implemented, its findings
coupled with the hostile response from government catalysed the NPH, stimulating
a wave of further research. At a time when old political strategies were crumbling,
the aim of reducing health inequalities offered a clearly defined project which
could be pursued, not as a political campaign, but as a neutral programme of scien-
tific enquiry and professional practice. Throughout the 1980s and early 1990s advo-
cates of the NPH were active in governmental and quasi-governmental agencies at
the international, national and local levels, and WHO continued its HFA 2000 cam-
paign, with the setting of national targets for European countries in 1985. During
this period the relationship between the NPH and government changed from one
of antagonism to one of increasing collaboration. This rapprochement entailed
adjustment on both sides. For the NPH programme to be acceptable to government
it had to be purged of its commitment to radical structural change and expansion
of the old-style welfare state, but by the same token in order to embrace the NPH
agenda, the Conservative government had to dilute its opposition to state interven-
tion in the personal lives of its citizens. This process of mutual adjustment quick-
ened in the early 1980s with the emergence of a decidedly old-fashioned threat to
public health in the form of HIV/AIDS.

Where the Black Report’s emphasis on inequality was anathema to the Conservatives,
the government had fewer objections to launching a campaign against the dangers of
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sexual promiscuity. In 1987 the Don’t Die of Ignorance initiative was launched. As well as
national advertising, resources were invested in ‘HIV co-ordinators’ and other health
promotion professionals, whose responsibilities initially included the promotion of ‘safe
sex’ among ‘high-risk groups’ such as gay men and intravenous drug users, transform-
ing over time to the promotion of ‘safer sex’ among ‘at risk’ groups – virtually anyone
who was sexually active outside of a stable monogamous relationship.

The AIDS campaign had two important consequences for the changing discourse
of health. First, it contributed to a heightened sense of personal vulnerability.
Government epidemiologists produced inflated estimates of the anticipated epi-
demic, claiming that within a decade everyone would know someone who had died
from the disease.29 Second, the AIDS campaign corroded the boundary between
public and personal life. The Conservative government may not have objected to
the pathologisation of extra-marital sex, but the AIDS campaign went much further
than traditional forms of moral regulation, breaking long-established taboos about
public discussion of sexual activity, and opening the private relationship between
sexual partners to governance by the state.30 This cycle of identifying a potential
health risk, amplifying public perceptions of vulnerability, and developing policy
initiatives to regulate the risk, has been constantly repeated since the mid-1980s in
health scares about: ‘mad cow disease’; sunbathing and skin cancer; the dangers of
mobile phone use; as well as traditional health promotion topics of diet, smoking
and alcohol.

By the late 1980s the reorientation of the NPH away from demands for structural
change, towards the politically neutral field of health promotion was well under-
way. By 1988 the Chief Medical Officer Donald Acheson was able to recommend an
extended role for Public Health doctors and endorse the WHO’s approach of setting
targets for public health.31 Following the demise of Mrs Thatcher, the assimilation
of the NPH into government policy took another step forward, when her successor
John Major and his Minister for Health, Virginia Bottomley, announced the Health
of the Nation strategy (Green Paper 1991, White Paper 1992).

Health of the Nation was cautiously welcomed by radical advocates of the NPH
as an important first step towards embracing the WHO’s HFA 2000 agenda. Even
health inequalities were no longer taboo, although referred to by the less con-
tentious label of variations in health. However, rather than ushering in a new age of
radicalism Health of the Nation marked the final separation of the NPH from its rad-
ical roots. The Black Report’s recommendations for wealth redistribution and
increased welfare benefits were ignored in favour of individualised health promo-
tion campaigns often mediated by community groups. 

Health of the Nation represented the effective co-option of the NPH into govern-
ment policy; shorn of its radical origins and equipped with a new operational arm
of intermediary agencies that occupied a space between the formal institutions of
the state and the informal groupings of civil society. This new apparatus for the reg-
ulation of everyday life may have been largely in place by the mid-1990s, but resid-
ual suspicions about the ‘nanny state’ and ‘coercive healthism’32 continued to
restrain Conservative Health Ministers from making full use of it. In 1997 a New
Labour government was elected that had no such reservations.

Apart from appointing a Minister for Public Health, the Labour government’s
early public health policy continued in much the same vein as that of the previous
administration. A White Paper in 1999, Saving Lives,33 introduced Health Action
Zones and a more extensive smoking cessation programme, effectively extending
the apparatus developed by the Conservatives. However, although Saving Lives originated
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in the Department of Health it was signed by nine other ministers, indicating
the need for ‘joined up government’ to tackle the problems of public health. The
notion that health is an outcome of broad social and economic factors is central to
NPH discourse and its proponents would not have a problem with other govern-
ment ministries joining the drive towards health improvement. However, the intra-
governmental collaboration expanded beyond pursuit of the health targets revised
in Saving Lives, it marked the expansion of the individualised therapeutic model of
health promotion into virtually all aspects of social policy.

Emblematic of this expansion was the Social Exclusion Unit set up in 1997 to
coordinate the new government’s policies on poverty. As Fitzpatrick has argued,
adoption of the term social exclusion in preference to poverty, marks more than
just a change in language.34 ‘Poverty’ is grounded in material disadvantage and
evokes the social democratic agenda of wealth redistribution and welfarism. Social
exclusion is concerned with how inequality is subjectively experienced by the
individual, with its effects on self-esteem and the behaviour of those affected. This
transition has its origins in the health inequalities debate, where social stressors
are seen as potent sources of emotional and physical strain, and unhealthy lifestyle
choices. The evolution of the NPH entailed a shift from redistributive solutions to
poverty, towards interventions aimed at managing emotional states and individ-
ual behaviour. Under New Labour this therapeutic approach to health policy has
been applied to a much wider range of social problems, including: reduction of
teenage pregnancies, improvement of educational attainment, and the control of
anti-social behaviour.

Furedi refers to this process as the development of a ‘therapy culture’ in which
health and social problems are increasingly explained in terms of the individual’s
inability to satisfactorily govern his own emotional and mental life, for example,
‘low self-esteem’ has become a potent folk myth invoked to explain virtually all
social problems.35 Furedi notes that in the USA there has been a backlash against
self-esteem interventions, with several studies suggesting that unconditional flat-
tery and unwarranted praise have created a generation of self-centred ‘brats’ whose
performance at school and subsequent behaviour has deteriorated. Whether raising
self-esteem is seen as a solution or a problem, both arguments assume that the basis
of social and health problems resides in the individual’s inability to adequately
manage their emotional and mental life. This orientation effectively locates much
of social policy within the broadened discourse of health. 

The NPH has come a long way from its radical roots. The demands for social
change and extension of the welfare state have largely been abandoned in order to
obtain greater influence over government policy. An orientation towards the social
determinants of health has been retained, but the focus has shifted towards the
identification of ‘risk factors’, giving rise to a heightened sense of vulnerability and
the extension of therapeutic intervention into new areas of everyday life. The effect
of the NPH on the discourse of health has been profound; however, other develop-
ments have also had a significant impact. We turn now to the adoption of the
patient-centered approach to general practice.

Patient-centred practice

The rapid increase in the efficacy of hospital-based medicine in the post-war period
provoked a crisis within general practice. By the early 1960s generalists were widely
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viewed as the ‘poor relations’ of hospital consultants, largely left behind by the
revolution in high-technology medicine and lacking the status and rewards of their
colleagues in the acute sector.36 This crisis coincided with the emergence of social
models of health which provided useful material from which general practice could
reinvent itself. Critics had long argued that bio-medicine should be complemented
by a holistic approach which addressed the patient’s subjective experiences and
social circumstances.37,38 The Peckham Health Centre experiment of the 1930s had
complemented traditional medical services with cultural and exercise facilities,39

but failed to take root and it was not until the rise of the New Public Health that
general practice became re-engaged with health promotion. Since the Health of the
Nation strategy was introduced in 1992, successive governments have extended the
responsibilities of general practitioners for health promotion and preventive medi-
cine, despite the ambivalence of the profession.40 However, the impact of social
models of health on general practice is more profound than government’s attempts
to embroil GPs in health promotion.

From the late 1960s general practitioners began to redefine their discipline in
terms of holism and the psycho-social model. Michael Balint’s The Doctor, His
Patient and the Illness,41 was particularly influential, arguing that effective general
practice depended upon a rich understanding of the patient’s social circumstances
and the ways in which he made sense of life events and experiences. Rather than
focusing exclusively on physiology the doctor must engage with the patient as a
conscious thinking subject; in effect adopting a patient-centred approach. 

The rationale for patient-centred practice stems from the limitations of the tradi-
tional medical model in addressing the full gamut of human suffering. Biological
reductionism might underpin the greatest achievements of modern medicine in
combating disease, but it has proven less effective in tackling the subjective aspects
of illness, and it is argued that in order to fully address the psycho-social aspects of
human suffering medical practice must forsake traditional mind–body dualism.42

For instance, Smith argues that successful pain management depends on not just
the dispensing of analgesia but also on medical practitioners making socio-
economic factors and psychosomatic experiences a part of their clinical concern.43

The medical anthropologist Arthur Kleinman has attempted to integrate this
approach into clinical practice by conducting ‘mini ethnographies’ of patients
which it is claimed leads to more humane care through ‘the empathic witnessing
of [their] existential experiences of suffering and practical coping with the psycho-
social crises that constitute the menacing chronicity of that experience’.44

The belief that healing is an art as well as a science has a long history in western
medicine, particularly in relation to the role of the family doctor; however, post-
Balint general practice is characterised by a radical recasting of the doctor–patient
relationship which has undermined the general practitioner’s authority to police
the boundary between illness and health and act as an effective gatekeeper to the
uptake of health services and other health-related welfare benefits.

When the patient was conceptualised as a set of physiological signs and symp-
toms to be diagnosed and treated by the doctor using the expert knowledge and
skills conferred by clinical science, the views of the patient were likely to be seen by
both parties as secondary to those of the doctor. The adoption of a patient-centred
approach turns this traditional relationship on its head. No longer a passive object
subordinated to clinical authority, the patient’s experiences and interpretations
become the key to defining the illness and selecting an appropriate treatment. In
the 1970s medical sociologists explored the problem of patient compliance with the
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course of treatment prescribed by the doctor.45 Today emphasis has shifted from the
paternalistic notion of compliance, to the more egalitarian principle of concordance,
in which doctor and patient share their ‘knowledge’ of the problem and agree a
mutually acceptable course of action.46 The recent ‘expert patient’ initiative takes
this redistribution of power one step further, suggesting that the chronically ill may
understand their illness better than their doctor.47

The elevation of subjective experiences of illness over objective evidence of
pathology has introduced a dilemma into diagnosis. What to do if no evidence of
pathology can be found, yet the patient persists in viewing the illness as essentially
organic rather than psycho-social in origin?48 The dilemma is all the more vexed
because many patients appear to conflate a psycho-social diagnosis with a diminu-
tion of the seriousness of their complaint or even as a moral judgement on their
lack of resilience. This is the great irony of the patient-centred approach: by defin-
ition it confers a great deal of explanatory power on patients’ subjective beliefs and
interpretations, yet when patients are empowered in this way they often deny the
possibility of a psycho-social explanation of their illness and insist that they are suf-
fering from organic disease. Having adopted a patient-centred approach the doctor
cannot revert to clinical science to debunk the patient’s illness claim without run-
ning the risk of invalidating the patient, thereby potentially adding to the patient’s
suffering and damaging the doctor–patient relationship.

This diminished capacity to reject illness claims which cannot be explained by
reference to observable pathology has substantially inflated illness behaviour.
Kroenke and Mangelsdorff’s retrospective review of case notes in a US ambulatory
care clinic (broadly equivalent to British general practice) found that the 14 symp-
toms most commonly reported to generalists could only be medically explained in
a minority of cases, for example, chest pain, headache, back pain and abdominal
pain could only be medically explained in 10 per cent of cases.49 Hamilton et al.
applied a similar methodology to outpatient clinics in the UK and found the fol-
lowing rates of medically unexplained cases: gastroenterology 53 per cent, neurol-
ogy 42 per cent and cardiology 32 per cent.50 A review of 7836 neurological patients
at the Charing Cross Hospital found that 26 per cent were medically unexplained,
while a further 4 per cent were diagnosed as suffering from ‘conversion hysteria’.51

The dilemma of how to respond to patients with medically unexplained symptoms
has contributed to the emergence of many new and contested diseases or syn-
dromes, such as irritable bowel syndrome, fibromyalgia, chronic or post-viral
fatigue syndrome, repetitive strain injury, and whiplash. These syndromes share a
common absence of observable physical pathology and rely on the subjective
reports of the patient. Somatic syndromes of this kind account for 20 per cent of
primary care consultations in the UK52 and 35 per cent of new medical outpatient
referrals.53

The new syndromes are contested because although their diagnosis is based on
self-reported symptoms which cannot be verified by reference to observable abnor-
malities in the body, patients insist that their condition is essentially organic rather
than psycho-social. Sufferers have formed pressure groups to promote understand-
ing of their illnesses, to lobby for further research to discover the elusive physiolog-
ical basis of the disease and to provide support for fellow sufferers.54 Social scientists
have documented the activities of such groups as well as researching the experi-
ences of sufferers.55,56 A common pattern emerges from these accounts: the onset of
disabling symptoms, followed by the doctor’s failure to arrive at a physical diagno-
sis, endless referrals and ineffective treatments, often concluding with the suggestion
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that the problem is psychological rather than organic. Importantly, it is often the
doctor’s invalidation of the patient’s illness claim, rather than the failure to provide
a satisfactory treatment or cure that causes most dissatisfaction.57 The career of such
patients and the agenda of pressure groups representing them is not primarily
about the pursuit of a cure, but the demand for recognition of the physical charac-
ter of their illness; described as the ‘search for legitimacy’, or more graphically as
the ‘pilgrimage of pain’.58

Wessely et al.59 argue that functional somatic syndromes of this kind have much in
common in terms of case definition, symptoms, and patient characteristics includ-
ing sex, outlook and response to treatment, and should be treated as a single (and
by implication psycho-social) syndrome rather than several different forms of
organic disease. However, syndrome debunkers face an uphill struggle. While the
scientific method can demonstrate that no evidence has been found that a partic-
ular syndrome is organic rather than psycho-social, it cannot claim that no such
evidence will be found in the future. Even when the available evidence appears to
have put the question beyond reasonable doubt, for example, in Andrew Malleson’s
compelling critique of the whiplash epidemic, popular support often keeps the phe-
nomenon alive.60

Whatever their origin it would be wrong to conclude that medically unexplained
symptoms are necessarily less disabling and distressing than those for which phys-
ical pathology can be found. Carson et al.61 in their prospective cohort study of 300
neurological referrals found that one-third had symptoms that were not explained
by organic disease, however, patients with lower organicity ratings reported more
pain and disability than those with observable physical disease. Other studies com-
paring non-specific and specific symptoms support this. Patients attending hospi-
tal with the medically unexplained irritable bowel syndrome exhibit greater distress
and disorder than those with inflammatory bowel disease,62 and chronic fatigue
syndrome is often more disabling than heart failure.63

Faced by the subjective experience of suffering, and mindful of the dangers of
invalidating the patient, general practitioners often feel obliged to accept the illness
claims of their patients even when no evidence of pathology can be found. A recent
study of sickness certification found that general practitioners had great difficulty
performing their role as gatekeeper to sickness benefits and that ‘in practice most
operate a “sick certificate on demand” system’.64 This has contributed to an epi-
demic of sickness and incapacity. The number of recipients of Incapacity Benefit
(the main welfare benefit paid to the long-term ill or disabled) rose from 700,000
in 1979 to 2.6 million in 1995 (although the increase has been stable since then),
with much of this increase attributable to non-specific illnesses, particularly
chronic pain and mental health problems such as work stress.65 The economic costs
are considerable, with the number of working days lost to work stress alone now
greater than the number lost to strike action during the ‘winter of discontent’ in
1978–9.66 However, the costs are not purely financial. There is evidence to suggest
that uptake of Incapacity Benefit may have a disabling effect, with mental and
physical health deteriorating rather than improving over time; after a year on
Incapacity Benefit recipients are more likely to die or retire on benefit than they are
to return to work. Focusing on the capacity for work, rather than encouraging the
adoption of a disabled identity not only brings economic savings, it is often also in
the best interests of the patient.

The epidemic of incapacity has raised the problem of how illness behaviour
should be governed, for example, the government’s recent reform of the Incapacity
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Benefit system is a response to this imperative.67 Piloted in the Pathways to Work
programme, the proposed measures aim to draw a distinction between those with
severe physical impairment who are incapable of work and those with less severe
illnesses who, with appropriate support and incentives, could return to work.
Ironically, the epidemic that such measures address has its origins in the changes
to the discourse of health associated with the incorporation by government of the
New Public Health and its active promotion of patient-centred practice. The redef-
inition and expansion of the categories of health and wellbeing; the heightened
sense of vulnerability generated by countless health scares and healthy lifestyle
campaigns; the erosion of evidence of physical pathology as the basis of diagnosis,
and its replacement by the patient’s subjective account of symptoms; have fuelled
an epidemic of illness behaviour which has little basis in disease. The following sec-
tion explores this contradiction.

Governing illness behaviour 

The changes that have occurred in the discourse of health over the last 40 years are
contradictory. The broader definition of health and the growing acceptance of the
social models have expanded the medical domain into new areas of everyday life,
but the authority of the medical profession to police the boundary between sick-
ness and health has been eroded as the adoption of patient-centred medical prac-
tice has undermined the doctor’s ability to reject the illness claims made by the
patient. To understand this paradox we must look more closely at how medical
sociologists have conceptualised the relationship between medicine and social con-
trol. We begin by going back to 1950s America and Talcott Parsons’s exploration of
the normative function of medical practice.68

The sick role

Parsons’s account of the sick role is not meant to describe illness behaviour and
medical practice, but to explain how medicine overcomes the disruption caused by
illness and returns the patient to ‘normal’ functioning. The doctor presides over
this process regulating access to the sick role by validating or rejecting illness
claims, and prescribing treatments which will restore health. For Parsons, the main
function of medical practice is the control of deviant behaviour and the mainte-
nance of social order, not through overt coercion, but by moral consensus over the
obligations and entitlements that the sick role entails, which are:

• suspension of some of the duties associated with normal social roles, for example,
paid employment, housework, looking after dependents;

• abdication of moral responsibility for the illness, that is, the patient is not blamed for
becoming ill;

• duty to leave the sick role as soon as possible and return to normal social functioning;
• obligation to seek professional medical care.

For Parsons, these entitlements and obligations stem from shared values which
emphasise normal role performance and the desire to overcome illness and return
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to health. The possibility that patients might engage in prolonged illness behaviour
in order to gain exemption from ‘the rigours of everyday life’ is recognised by
Parsons, but only as an ‘unconscious motivation’.69 The role of the doctor does not
entail policing the behaviour of the patient, but assisting in a shared project of
overcoming illness. 

Parsons has been criticised for assuming that this process of normalisation is con-
sensual. Freidson has argued that the doctor–patient relationship is often charac-
terised by conflict and negotiation rather than an unquestioning acceptance of
medical authority.70 The emergence of contested diseases, such as fibromyalgia or
RSI has heightened this tension. The doctor’s legitimation of entry to the sick role
is not a purely technical exercise based upon evidence of pathology, but a socially
negotiated process in which the patient’s subjective account of the illness may pre-
vail. In Parsons’s model, medical knowledge gives the doctor an easily exercised
authority over the patient who simply acquiesces in clinical decision making; how-
ever, as Hardey has pointed out, this power relationship is now in doubt.71 Not only
has the balance of power in the doctor–patient relationship changed, but the emer-
gence of patient-centered practice and initiatives such as the expert patient pro-
gramme reflect a broader questioning of medical authority which Parsons does not
address.

Parsons’s emphasis upon the return to normal social functioning does not fit well
with chronic or terminal illness. Parsons responded to this criticism by suggesting
that successful management or adaptation is equivalent to the restoration of
health.72 This revision extends the explanatory range of the sick role to include a
different set of endpoints, but it sheds little light on the epidemic of medically
unexplained (and usually chronic) illnesses. In Parsons’s later formulation the empha-
sis is still on the return to social functioning, but with the added recognition that
the physical reality of disease may limit the achievement of that objective. What
Parsons fails to recognise or predict is the extent to which the objective of return-
ing to normal social functioning would be eroded by changes in the discourse of
health.

Parsons assumed that the urge to recover from illness and return to optimum
role functioning is universal, but this leaves him unable to explain the well-
documented variations in illness behaviour between men and women, different
social classes and ethnic groups. The value ascribed to the duties and entitlements
of the sick role varies between social groups, reflecting differences in socialisation.73

The socialist critique of Parsons’s formulation suggests that the sick role merely
represents the articulation of middle-class values of commitment to work and per-
sonal responsibility, and that rather than undesirable deviance illness is a legitimate
form of social dissent.74,75 The proposition that entry to the sick role may serve as a
means of expressing alienation or dissatisfaction with the world of work is com-
pelling. The rapid rise in the number of incapacity benefit recipients in the decade
up to 1995 mirrored the decline in unemployment benefit rates as the government
tightened access to the latter, and the work stress phenomenon overtly links
unhappiness at work to sick role entry. However, as a form of dissent illness has lit-
tle to offer, for example, the identity of ‘work stress victim’ is essentially passive and
while many have presented it as a critique of capitalist production relations and an
imperative towards job redesign,76 in practical terms the response from employers
has been minimal and therapeutic, comprising for example, the introduction of
stress management and counselling interventions, rather than radical changes in
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job control or demands. Rather than the vanguard of social change, the ill represent
agency and political will at its most diminished.

Parsons’s account of the sick role may fit well with the Protestant work ethic,
serving to reintegrate workers into the production process, but where this cannot
be achieved long-term incapacity offers an identity which is almost as functional in
terms of maintaining social order, providing a sink for surplus labour and chan-
nelling those who cannot or will not work into the politically safe domain of health
services and welfare benefits. If Parsons is to be criticised it is for overlooking the
function of long-term incapacity for the maintenance of social order, rather than
for failing to recognise dissent.

Both Parsons and his socialist critics over-estimate the role of curative medicine
in maintaining social order. The duties and obligations of the sick role have been
eroded since Parsons first articulated them in the 1950s. The doctor no longer
stands as an effective gate-keeper to the sick role. Patient-centred medicine and the
critique of the bio-medical model have displaced evidence of physical pathology as
the entry requirement for the sick role in favour of the subjective claims of the
patient. Sick notes are given on demand and a host of new and medically unex-
plained syndromes are at hand to avoid invalidating the patients claims. The duty
to seek professional care may still formally exist, but the obligation to comply with
doctor’s orders has been weakened by notions of mutuality and concordance.77,78

These changes have substantially weakened what Parsons saw as the main moral
obligation of the sick role – the duty to recover from illness and return to normal
social functioning at the earliest opportunity. Rather than stigmatising long-term
illness and insisting on a hasty return to health, modern medicine has presided
over a rapid expansion of illness behaviour, mainly in the form of non-specific
psycho-social conditions. These changes amount to a fundamental decline in the
moral authority of curative medicine. Medicine still cures people and still returns
them to full social functioning, but the critique of bio-medicine and the valorisa-
tion of new illness identities have robbed this process of its moral force – as a
medium of social control curative medicine is a very leaky bucket indeed.

The moral authority of curative medicine, described in Parsons’s theory of the
sick role, may be declining, but the discourse of health is still embroiled in social
regulation, albeit in a different form. The imperative of health is no longer exer-
cised through the obligations and duties of the sick role, but through a new
emphasis on the pursuit of ‘wellbeing’. For Parsons, health was normative and ill-
ness was a form of deviance which medicine aimed to repair. The new discourse of
health has not so much inverted the relationship between health and illness so
much as clouded the distinction between the two. The belief that health is the
normal state of human existence, from which illness is a departure, has been
replaced by a heightened sense of vulnerability and risk in which the boundary
between sickness and health is less clearly defined and more easily crossed.
Bio-medicine has had considerable success in overcoming physical pathology, but
improvements in objective measures of health status have not led to an enhanced
sense of durability. Rather than feeling that we have triumphed over disease we
increasingly feel that health is a fragile state easily shattered by the wrong lifestyle
choices or social experiences.79 In Parsons’s conception of the sick role, the patient
was not responsible for his illness; disease was viewed as an aspect of nature that
was external to human consciousness and, therefore, beyond personal control.
This belief that disease is an external threat to humanity that must be defeated by
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curative medicine is rapidly being replaced by the anthropogenic view that ill
health is man made, either through personal behaviour such as smoking, bad diet,
lack of exercise, or through the actions of others who expose the individual to, for
example, environmental pollution, stressful workplaces, or unhealthy school
meals.

This approach has been described as ‘victim blaming’,80 but this is inaccurate as
ill health is seen as the product of a wider network of social relations and not just
the choices of the individual. More accurately the anthropogenic view of illness
could be referred to as ‘human blaming’. Moreover, the notion of ‘blaming’ implies
a post-hoc moral judgement ascribed to the ill; however, the vague concept of well-
being inverts the relationship between illness and blame, it is not so much that the
sick are blamed for their ill health, as that the disease-free are judged according to
their efforts in pursuing the elusive goal of wellbeing. Smokers, the over-weight,
heavy drinkers and the sexually promiscuous are increasingly stigmatised, not just
for the health problems they have, but also for their ‘high-risk’ behaviour which
may (or may not) lead to health problems in the future.81 Where Parsons’s sick role
viewed the patient as a blameless victim whose duty was to return to health as soon
as possible, moral authority is now exercised through the healthcare system by
pathologising the behaviour of those who do not follow the strict dictates of
‘healthy living’.

A consequence of this transition is to shift health from a normative state enjoyed
by most people, most of the time, though threatened by degenerative disease and
external pathogens, into an elusive and poorly specified aspiration. If health is con-
flated with happiness and wellbeing, then any problematic aspect of everyday life,
whether it is bullying in the playground, abusive relationships in the home or stress
at work, becomes a legitimate grounds for therapeutic intervention. Not only does
this expand the domain of health intervention to almost everyone, it also gives rise
to a new sense of personhood, defined by a heightened sense of vulnerability and
a tendency to suspend the duties and expectations of normal social functioning in
response to the challenges of everyday life.

The normalisation of illness behaviour has eroded the moral imperative to return
to normal social functioning which Parsons described as the main obligation of the
sick role. The emphasis has shifted from the struggle to overcome physical pathol-
ogy and recover from the limitations imposed by disease, towards endless exhorta-
tion to reduce risk factors and adopt healthy lifestyles, in order to avoid becoming
ill in the first place. This strategy, coupled with the other changes in the discourse
of health described earlier, has contributed to a continual increase in forms of ill-
ness behaviour which appear to have little basis in physical pathology. It seems that
the more effort is put into identifying risk factors and promoting healthy lifestyles,
the greater the increase in subjective health problems. The response to the epidemic
of subjective health problems has not been to reassert the sovereignty of physical
pathology as the entry requirement for the sick role, but the adoption of a psy-
chotherapeutic approach which effectively medicalises the management of subjec-
tivity and the negotiation of everyday life.82

Sociologists have long claimed that medicine is a form of social control.83 The
evidence presented in this chapter supports the view that health policy and the
healthcare system are implicated in social regulation, impelling people to moderate
risky behaviour and expanding the remit of the therapeutic state to oversee the pur-
suit of wellbeing. However, this form of social control is substantially different to
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the coercive powers of the state as they are exercised in, for example the military,
or the criminal justice system. Changes in the discourse of health have deepened
the state’s footprint in everyday life, but instances of direct coercion are rare. It
would also be a mistake to assume that there is a hidden agenda being pursued
which serves the interests of a political or professional elite. Some professional
groups, such as those engaged in health promotion or counselling, have expanded,
but the resources they command and their formal powers are limited. Fitzpatrick is
correct in referring to a ‘tyranny of health’, in which ever increasing areas of every-
day life are governed by the imperative of wellbeing,84 but it is important to recog-
nise that this is a tyranny which is largely free from direct coercion, which confers
little benefit on those who wield it, and which seems likely to further inflate the
epidemic of illness behaviour that it seeks to reduce.

Understanding Mrs Lancaster’s injury

This chapter opened with an account of Mrs Lancaster’s stress-related injury. Three
questions were posed which can now be revisited: Why are problems of everyday
life, such as coping with the demands of a new job, experienced as health problems
which can lead to sick leave or early retirement on medical grounds? Is injury or ill-
ness fundamentally a description of physical changes in the body, or is it a way of
behaving in the world which can exist independently of physical pathology? And,
if illness resides in behaviour rather than organic disease then who is responsible
for its occurrence; the person exhibiting it or the external agents or circumstances
that provoked it? 

The discourse of health has broadened beyond physical disease, to include emo-
tional states and social circumstances which previous generations would not have
recognised as health problems. The concept of work stress originates in this expan-
sion. Although stress has physical correlates, including the production of hormones
which prepare the body for action, it is not a disease as such, but a way of making
sense of experiences which can stimulate illness behaviour even in the absence of
disease. Work stress differs from a broken leg because it is grounded in the mean-
ing ascribed to experiences by the individual, rather than in unconscious damage
to the body.

Mrs Lancaster’s entry to the sick role was possible because of the emergence of a
patient-centred approach which prioritises subjective reports of symptoms over
physical evidence of pathology. Diagnosis of work stress does not depend upon
blood tests or X-rays, but on the patient’s claim that they are suffering from a con-
dition caused by their experiences at work. Although work stress is a form of illness
behaviour grounded in the subjectivity of the individual, the new discourse of
health locates its origins in external social determinants. Although this avoids stig-
matising the individual, it also constructs her as a passive victim rather than as an
active subject. This may shift responsibility from the employee to the employer, but
it comes at a high price. In return for time off work or financial compensation, the
work stress victim must enter the sick role, and endure all this entails in terms of
limitations on role performance and life chances.

Changes in the discourse of health provide a medicalised web of meaning through
which experiences at work can be made sense of. Mrs Lancaster’s ‘injury’ is a response
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to this, but it is by no means inevitable. Many people experience problems at work,
including a heavy workload, or antagonistic relations with managers or customers,
but not everyone makes sense of such problems by reference to the discourse of
health. Previous generations had different explanatory frameworks grounded in eco-
nomics, politics, or industrial relations. Historical change may have left these expla-
nations without practical strategies for achieving change, but the first step in
developing new ways of addressing the problems of everyday life is to reject the pas-
sive identity conferred by the sick role and embrace that of the resilient social agent.

Conclusion

This chapter has explored the ways in which our changing ideas about what con-
stitutes health and illness have influenced behaviour. Most dramatically, the broad-
ening of definitions of illness, coupled with the promotion of a heightened sense
of mental and physical vulnerability, have fuelled a rapid increase in illness behav-
iour much of which is medically unexplained, while the focus on patient-centred
practice has diluted the capacity of the medical profession to police the boundary
between sickness and health.

Discussion topics

What is the difference between disease and illness?
If no physiological evidence of disease can be found to explain a patient’s symp-
toms, in what sense is their claimed illness legitimate? Discuss with reference to
chronic fatigue syndrome or repetitive strain injury.
What effect have recent changes in the discourse of health had on the social con-
trol of illness behaviour?

Further reading

Arksey, H. (1998) RSI and the Experts. London: UCL Press.

A case study which explores the tensions between sufferers of this new ‘disease’ and the
medical profession.

Fitzpatrick, M. (2001) The Tyranny of Health: Doctors and the Regulation of Lifestyle.
London: Routledge.

A detailed critique of the New Public Health from a libertarian standpoint.

Wainwright, D. and Calnan, M. (2002) Work Stress: The Making of a Modern Epidemic.
Buckingham: Open University Press.

A critique of the scientific literature on work stress and an account of the historical and
sociological factors that gave rise to the epidemic.
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Young, J.T. (2004) Illness behaviour: a selective review and synthesis. Sociology of Health
& Illness, 26(1): 1–31.

An excellent account of the development of this key concept including recent formula-
tions of it.
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6
Medicalisation in a Therapy Culture

Frank Furedi

Medicalisation refers to the process by which everyday experiences become
redefined as health problems.
Early formulations of the medicalisation thesis viewed it as a conscious strat-
egy adopted by the medical profession to extend its power and influence.
The diminution of professional dominance, coupled with the emergence of
new forms of medicalisation which are largely independent of the profession
has led to medicalisation being reformulated as a broader cultural dynamic.
Where an earlier generation bridled against the intrusion of medicine into
everyday life, there is now a growing tendency to normalise illness and seek
therapeutic intervention as a means of defining and validating identity.

From sex to food, from aspirins to clothes, from driving your car to riding the surf,
it seems that under certain conditions, or in combination with certain other
substances or activities or if done too much or too little, virtually anything can lead
to certain medical problems. I at least have been convinced that living is injurious
to health. 

Irving Zola, 1972.

Medicalisation is the process through which areas of everyday life have come under
the purview of medical authority. Through this process a growing range of normal
experiences have become redefined as health issues that require medical interven-
tion. Medicalisation can also be seen as an attempt to provide an alternative inter-
pretation to problems of existence. Many issues that were the subject of community
deliberation, or the responsibility of religious leaders, families, or the individuals
concerned, are increasingly represented as matters for the health professional. With
the domain of emotions becoming a central site for professional intervention, med-
icalisation has steadily expanded in recent decades. 

Medicalisation is one of those rare sociological terms that have entered the
vocabulary of everyday life. Although the medical establishment was one of the
original targets of this thesis, doctors now denounce the threat of ‘creeping med-
icalisation’. The British Medical Journal, the prestigious publication of the UK med-
ical establishment published a special issue on medicalisation in 2002.1 The growing
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usage of this sociological concept is underpinned by its resonance with contemporary
cultural processes. Conditions such as cancer, obesity and AIDS, along with drugs
such Viagra and Prozac, have as many cultural significances as they have medical
connotations. The cultural significance of the idiom of health has steadily expanded
during the past three decades. Terms like ‘sexual health’ or ‘healthy lifestyle’ signify
normative and moral statements about the world. Advice on health has become
institutionalised and may have displaced the role previously assumed by moral
injunction.

Since its emergence in the late 1960s and early 1970s, medicalisation theory
appears to have been validated by subsequent developments. This period has seen
a steady expansion of medical boundaries as more and more individual and social
experiences are framed in medical terms as an illness or disorder. The promotion
and celebration of health as the paramount value of western society have encour-
aged people to interpret a growing range of human activities through the vocabu-
lary of medicine. Illness categories are used to make sense of routine problems of
existence. Shyness, apprehension of failure, the inability to focus on tasks, promis-
cuity, childlessness are just some of the problems that come with a medical diag-
nosis. Conditions that hitherto were confined to children, for example, Attention
Deficit Hyperactivity Disorder, are now diagnosed in adults. And men are now
claiming to suffer from illnesses that were until recently regarded as specifically
women’s conditions, such as post-natal depression and the menopause. They are
represented as ‘conditions’ that people experience rather than the outcome of the
way people behave. According to one study in recent decades the meaning of obe-
sity has been transformed ‘from being the product of something that individuals do
to something they experience’.2 The ever-widening definition of illness has been par-
alleled by the steady growth in expenditure on health. Not surprisingly, the health
industry has been an important beneficiary of, and contributor to, the medicalisa-
tion process.

Medicalisation and professional power

The medicalisation thesis emerged as a critique of medical professionalism, and
specifically of medical power. It represented a reaction against rationality, expert
knowledge and the biomedical model of health. Frequently the exercise of this
power was portrayed as a form of social control – particularly the control of women’s
bodies or of behaviour that failed to conform to prevailing norms. For many of its
influential proponents, medicalisation was associated with the conscious pursuit of
medical interest through establishing hegemony in defining and managing health
and illness. The metaphor of ‘medical imperialism’ was used to represent the idea
of the expansionary ambition of a predatory profession.

Freidson in his Profession of Medicine3 took the view that the exercise of medical
authority often contradicted the interest of the public. Others too argued that med-
icine tended to disempower the patient and that it did more harm than good.
Illich4 took the view that the medical profession undermined people’s capacity to
look after themselves and forced patients to become dependent on professionals.
‘The medical establishment has become a major threat to health’, claimed Illich.5

Michel Foucault argued that the ascendancy of professional power of doctors led to
their convergence around the medical gaze, through which the sick are represented
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as objects for surveillance and technical intervention.6 An early critic of medicalisation
expressed the fear that dependency on the authority of the medical expert would
lead to the ‘medicalisation of life’ where the status of ‘the patient’ could become
the norm.7

Concerns were also raised about the medicalisation of deviant behaviour. At
various times crime, alcoholism, mental illness, homosexuality, child and drug
abuse have been endowed with a medical label. It was suggested that such medical
labels serve as a form of veiled condemnation of groups whose behaviour was
labelled as a form of illness.8 However, it was also evident that medicalisation did
not simply focus on deviant behaviour, but also sought to give meaning to impor-
tant dimensions of everyday normal experience. Pregnancy, birth, death, ageing,
menopause, anger, shyness and anxiety are some of the ordinary aspects of life that
have been presented as medical issues requiring professional management.
Feminist writers claimed that women constituted a prime target of this process.
They argued that reproduction, pregnancy and childbirth had been transformed
and medicalised by the medical profession. In this way women were dispossessed
of their historically dominant role in managing the reproductive process. The shift
from a midwife-managed home birth to a male specialist overseeing it in a hospital
has been interpreted as the consolidation of male medical domination.9

Medicalisation was sometimes represented as an expansive process that threat-
ened to transform the day-to-day problem of existence into an issue of health. From
this perspective medicalisation is seamlessly bound up with the changing cultural
valuation of health and safety. According to Zola, since health has become a ‘para-
mount value’ in society the sphere of medicine inevitably assumes significance as
an institution of social control.10

The end of professional dominance

The strength of the medicalisation thesis was its ability to draw attention to the
tendency to reinterpret problems of existence as medical conditions. The weakness
of early formulations of the thesis was the association of the process of medicalisa-
tion with the promotion of narrow professional interest. As one of the early critics
of this argument stated:

in light of the multi-institutional and the cultural significance of health, illness, and
medicine in all societies it is both illogical and unlikely to believe that the current
process of medicalisation in American society has been engineered and main-
tained primarily by one group, namely, the physicians.11

The early focus on professional interest tended to distract contributors from explor-
ing the cultural influences that assisted the expansion of medicalisation. It is diffi-
cult to see how a project driven by narrow professional interest succeeded in
gaining such a powerful influence over people’s imagination. From a sociological
perspective it is evident that concern with health must resonate with cultural forces
if it is to gain influence over people’s lives. 

That the medical profession often acts according to its distinct interest is not in
doubt. That the exercise of this professional interest – particularly the maintenance
of a gate-keeping role to the regulation and management of health – can create dis-
tortions and conflict with the public good is also confirmed by experience. However,
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it is far from evident how the exercise of professional interest can account for the
powerful cultural currents that promote medicalisation. That is why from the out-
set the thesis of medical imperialism has been questioned by medical sociologists
such as Phil Strong.12 Others pointed out that in many instances, such as the man-
agement of alcoholism, the medical profession played only a marginal role in con-
trolling and defining an illness.

In the 1980s, the radical critique of professional power gained legitimacy from
the ascendancy of a wider mood of cultural suspicion of expertise and professional
authority. Furthermore, this radical critique of professional authority was comple-
mented by market-oriented and managerially inspired attacks on medical auton-
omy. One outcome of this process has been the growth of a trend towards the
diminishing of individual clinical judgment through the institutionalisation of
clinical governance frameworks and other forms of regulation. One important con-
sequence of this process has been the widely noted decline in status of the medical
profession. Studies of the ‘loss of legitimacy’ of the medical profession in the USA
point to the ascendancy of corporations, the pharmaceutical industry and of man-
aged care.13,14 In line with this development contributions on medicalisation
tended to attach less significance to the role of the profession in the promotion of
this process.

Throughout western societies the medical profession faces a crisis of authority
and confidence. There is now a growing literature that points to the displacement
of medical authority by the deprofessionalisation and deskilling of the medical
profession. Some contributors point to the growing pressure on the medical pro-
fession from the expansion of state regulation and managerial surveillance.
Suspicion towards doctors is further reinforced by the growth of alternative author-
ities such as complementary medicine, patients’ groups and the professionalisation
of other occupational groups such as nurses. It is evident that the cultural pro-
cess of medicalisation is not mediated only through the medical professions.
Psychologists, mentors, life coaches, herbalists, parenting coaches and bewildering
variety of counsellors are more than happy to offer their diagnoses of any illness
afflicting the individual. The institutionalisation of litigation has also played an
important role in the erosion of professional authority. The medical profession is
facing a challenge to its authority and claims to professionalism from patients’ and
self-help groups, environmental health movements, holistic and alternative critics
of biomedicine, advocacy groups promoting lay expertise or consumerism. This
challenge from below is encouraged by the cultural turn against expertise and
authority. The medical profession is also facing pressure from above. The manage-
rial revolution in health care and the growing tendency of the state to police pro-
fessional life has contributed to the decline of medical authority.

Today the growth of medicalisation coexists with the diminishing of professional
authority and power. That is why in the twenty-first century, the argument that
represents the profession as the main driver of medicalisation is rarely put forward
with conviction. Not surprisingly the emphasis of the medicalisation thesis has
shifted to account for new developments and the changing cultural norms through
which health and illness are experienced. In particular, the focus of the thesis on the
assertion of professional medical power has given way to a variety of other issues.
Peter Conrad, one of the early theorists of medicalisation accounts for this shift of
emphasis on the grounds that although ‘doctors are still gatekeepers for medical treat-
ment’, their ‘role has become more subordinate in the expansion or contraction of
medicalisation’.15 Conrad claims that in the past ‘the medical profession and the
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expansion of medical jurisdiction was a prime mover for medicalization’. However,
he claims that since the 1980s ‘pharmaceutical companies have become a major
player in medicalization’, which along with managed care, the transformation of
patients into consumers, and biotechnology are the ‘engines that drive medicalisa-
tion in western societies’.16

In recent years the role of the pharmaceutical industry has been associated with
the medicalisation process by a number of contributors. Carpiano’s study of the
way that erectile dysfunction came to be medicalised through Viagra reinforces
Conrad’s conclusion.17 Moynihan and Cassels argue that the aggressive marketing
of new drugs by pharmaceutical companies is often carried out through the
construction of new medical conditions. They illustrate their argument by pointing
to newly invented conditions, such as Female Sexual Dysfunction. This is one of
those conditions for which a drug exists before there is any clarity about how to
define the disease.18

While the pharmaceutical industry plays an important role in the construction
of new illnesses, it is far too simplistic to represent it as the engine that drives the
process of medicalisation. It is likely that the very idea of a consciously driven
process needs to be rethought. Institutions like the medical profession in the past
or the pharmaceutical industry in the present may reap some of the benefits of
medicalisation but the process itself is an outcome of a cultural dynamic rather
than of the intentional behaviour of individuals. As Verweij noted, ‘the involve-
ment of medical professions may be a consequence; it is not necessarily the engine
in medicalization processes’. It ‘is first and foremost a conceptual phenomenon: a
change in discourse and a concurrent change of the way people see and understand
certain things in their lives’.19

Medicalisation from below

The thesis of professional imperialism is not the only idea put forward by the early
theorists of medicalisation that appears to be inconsistent with the experience
today. It is increasingly difficult to sustain the claim made by the early proponents
of the medicalisation thesis, that the patient is the passive target of medical con-
trol. While the model of the top-down medicalisation process may have corre-
sponded to the experience of the late 1960s and early 1970s, it is difficult to argue
this case today. The past two decades have seen the rise of the ‘expert patient’ and
advocacy organisations and self-help groups that are devoted to contesting medical
authority. These movements contest the status of medical diagnosis and of exper-
tise. They assign lay experience a privileged status and demand institutional, scien-
tific and cultural affirmation for their representation of the constitution of illness.
In contrast to the expectation of some of the critics of the medical profession, these
groups do not threaten or diminish the power of the process of medicalisation. On
the contrary, it can be argued that today one of the more powerful influences on
the trend towards medicalisation is the transformation of the docile patient into a
consumer or an active patient in search of a diagnosis.

The shift from medicalisation from above to below is reflected in the growing
influence of the Foucauldian approach to this subject. Unlike the early theories
that stressed the importance of professional power and interest, proponents of the
Foucauldian approach stress the importance of medical discourse in the construction
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of identity. From this standpoint the construction of the self involves the individual
in the active processes of contesting and internalising elements of medical discourse.
This celebration of the active subject of medicalisation creates ambiguities in the way
that the process is conceptualised. Medicalisation is represented both as a potentially
coercive form of social control and a creative force in the construction of new identi-
ties, or the promotion of what some have called lay reskilling. Unlike the traditional
form of medicalisation identified by the early theorists, bottom-up medicalisation is
sometimes portrayed in a more positive light in the current literature. According to
one account, ‘for some people medicalisation provides meaning, understanding and
legitimation of their experience of impairment’.20

However it is conceptualised, medicalisation from below represents a challenge to
the thesis that it is a form of social control that is one dimensionally imposed from
above. According to one account, ‘in some situations lay people may initiate or
collude with the medicalisation of their distress in order to access the benefits and
support they need to manage their symptoms of everyday life’. In such circum-
stances ‘the undue emphasis in the analysis of medicalisation on a unilateral impo-
sition of meaning on patients’ bodies will not help solve the current dilemma’.21

The medicalisation of everyday life

Whether or not medicalisation involves the pursuit of professional interest, the
intentional promotion of professional power is not its main driving force. Rather
its growth has been underwritten by socio-cultural processes that continually throw
up a demand for medical definitions to make sense of existential problems. Above
all, the demand for medicalisation is generated by cultural changes that inflate the
sense of individuation and of powerlessness. These changes, such as the thinning-
out of community attachments and the decline of systems of moral meaning, were
reinforced in the 1980s by the demise of social solidarity. Since then, the individu-
ation of social experience has heightened the sense of personal vulnerability, creat-
ing further opportunities for health-related issues to encroach into the realm of
social experience. 

The experience of the 1980s represents a distinct phase in the history of med-
icalisation. Throughout the past two centuries there have been numerous strug-
gles against attempts to medicalise certain forms of behaviour and people. During
the 1960s, the anti-psychiatry movement was in the forefront of questioning
various claims that defined people as mentally ill. In the 1970s, the campaign
against the diseasing of same-sex relationships succeeded in demedicalising
homosexuality. Until the 1980s, the medicalisation of women’s experiences, par-
ticularly in the domain of reproduction, was fiercely contested. Feminist and
other critics challenged the medicalisation of childbirth and of abortion. In con-
trast, today leading feminist voices such as Naomi Wolf are in the forefront of
promoting the medicalisation of childbirth through popularising the diagnosis of
post-natal depression. ‘Postpartum depression affects 400,000 mothers per year in
the USA’, argues Wolf.22 Recent attempts to medicalise female behaviour –
pre-menstrual syndrome, battered women’s syndrome, new mother’s syndrome – are
now rarely challenged.

Since the 1980s, opposition to medicalisation has been minimal. This period has
also seen an unprecedented expansion in the medicalisation of social experience. This
is the era of dyslexia, sex addiction, attention deficit disorder, social phobia and

Wainwright-Ch-06.qxd  12/5/2007  6:17 PM  Page 102



co-dependency. Increasingly, it is not professional bodies but grass-roots campaigners
who are in the forefront of demanding a medical label to describe their condition.
Organisations demanding recognition for ME or fibromyalgia are highly critical of
doctors who are reluctant to recognise their claim for a medical label. Campaigners
promoting the cause of Gulf War Syndrome reject as an insult the suggestion that
they are not suffering from a physically based illness. Advocacy groups promoting
medical recognition of chronic fatigue syndrome have sought to raise money to
finance ‘the discovery of diagnostic markers and treatments that would legitimize
and indeed, medicalize the constellation of symptoms they experience’.23

In an interesting study, Conrad and Potter explore how the medicalised concept
of Attention Deficit Hyperactivity Disorder (ADHD), which was once diagnosed as
a children’s condition expanded to the world of the adult. The study emphasises
that medicalisation is ‘usually a product of collective action’ rather than a result of
‘medical imperialism. In this case it has led to the inclusion of an entire group of
people who were not originally part of the diagnosis of hyperactive children. It
points to the role of ‘diagnostic advocacy’ of social movements in expanding the
boundaries of medicalisation.24 They note that in contrast to the experience of
ADHD with children, this condition among adults tends to be self-diagnosed. From
their overview of this experience, the authors contend that ‘the lay promotion of
adult ADHD and the predominance of self-diagnosis contradict some of the basic
premises of labelling theory’ which ‘ suggests a fundamental conflict between social
control agents and putative deviants’.25 In this case, rather than serving as a form
of social control, medicalisation is ‘embraced and promoted by the people who
receive it’. This case also illustrates a trend towards ‘diagnostic expansion’; a process
whereby one ‘legitimated medical category can beget others’.26

The activities of patients’ groups and of movements critical of expertise, tech-
nology and professionalism are often interpreted as representing a trend towards
the demedicalisation of society. The influence accorded to holistic health and lay
expertise is sometimes represented as symptomatic of a trend away from medicali-
sation. However, a closer inspection of the activities of these movements indicates
that their target is not medicalisation per se but the professional authority of the
physician. Lupton writes of the ‘contradiction and naivities inherent in the calls for
“demedicalisation” since the exhortation for self-care can move medical and health
concerns into every corner of life’.27 As Williams hints, lay self-help groups are
involved in a ‘peculiarly medicalised form of demedicalisation’.28 Consequently it
is far more useful to conceptualise the activities of patient groups and advocacy
organisations as representing a challenge to the professional authority of the
doctor than to the medicalisation of social experience. The confusion of demed-
icalisation with deprofessionalisation distracts attention from one of the defining fea-
tures of contemporary times – which is that most significant developments that
shape the process of contemporary medicalisation are generated outside the insti-
tution of medicine.

Socio-cultural developments

From its inception proponents of the medicalisation thesis took the view that this
development was bound up with the imperative of social control. Some of the early
pioneers, Zola (1972) and Freidson (1970), took the view that medicine had assumed
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many of the functions of social regulation previously associated with religious and legal
institutions. According to Zola’s path-breaking analysis, medicine was ‘becoming
the new repository of the truth, the place where absolute and often final judge-
ments are made by supposedly morally neutral and objective experts’. He added
that the expanding influence of the institution of medicine was ‘largely an insidious
and often undramatic phenomenon accomplished by “medicalizing”much of daily
living, by making medicine and the labels “healthy” and “ill” relevant to an ever
increasing part of human existence’.29 This ‘undramatic’ phenomenon can be seen
as part of the process of cultural transmission whereby a growing range of human
experiences are represented as subjects that are interpreted through the prism of
health and illness.

The growing demand for a diagnosis is linked to wider socio-cultural develop-
ments. The objective of a healthy life-style is promoted through a network of pub-
lic institutions. According to one account, it is the representation of wellbeing as a
fundamental right that encourages individuals in society to become preoccupied
with their health. This sentiment leads to the idealisation of ‘positive health’ – a
valuation of wellbeing in all spheres of existence: ‘The concept of positive health is
responsible for the steadily increasing tendency to medicalisation because it favours
the involvement of medicine not only in the diseases but also in the psychological,
social and ethical illnesses’.30 That is why ‘the push for medical legitimation’ may
‘never in fact have been greater’ than today.31

Health promotion has acquired an obsessive character. It has also been embraced
by governments committed to establishing points of contact with an otherwise
disengaged public. One of the implicit messages transmitted through campaigns
against obesity and other ‘unhealthy’ life styles is that health is not something that
people have, but something that can only be achieved through effort and work.
From this perspective, health acquires an elusive quality and illness is transformed
into a normal state of existence. Perversely the paramount value attached to health
has the effect of normalising illness. At the same time, as Azzone contends, the line
that used to divide an illness from disease also becomes blurred. He argues that ‘the
conceptual and practical blending of disease and illness favours the medicalisation
of the patient’s personal experience and behaviour’.32 It can be argued that the con-
stant preoccupation with health can have the perverse outcome of undermining
one’s ‘feelings of confidence and security regarding one’s health and well being’. In
circumstances where people are instructed to ‘constantly anticipate threats against
their health’, confidence in one’s state of health may be undermined.33

One of the disturbing developments associated with the process of medicalisa-
tion has been the confusion that accompanies debates about the meaning of illness
and health. Consequently, the line that divides health from illness has become
increasingly blurred. In previous times, the sociology of medicine was based on the
premise that the sick role was a temporary one and that illness was an undesirable
state and not a normal state of being. In his major contribution to the subject,
Talcott Parsons assumed that the relationship between a doctor and patient was
underpinned by a shared positive valuation of health and a negative valuation of
illness.34 Yet today, definitions of illness are highly contested and a negative valua-
tion of illness is itself a subject of controversy. ‘For some, the patient career may be
a permanent way of life, with a self-supporting network of friends, activities, doc-
tors and treatments’, writes Showalter.35 Being ill can now constitute a defining fea-
ture of an individual’s identity. The positive valuation of certain forms of illness
even enjoys a degree of cultural affirmation. One study of women’s experiences of
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fibromyalgia claims that the illness can create intimacy and kinship. It suggests that
this experience ‘provides one with an opportunity to recognise oneself’.36 Another
study of cancer-related identity speculates about how this illness can be a ‘poten-
tially positive experience.37 In popular culture identities associated with an illness
are often portrayed in a positive light. In some cases individuals suffering from
Asperger’s Syndrome and other types of disability are portrayed as possessing spe-
cial positive qualities that their healthy counterparts lack.

Confusion about the meaning of illness has encouraged conflicting valuations of
medical conditions. Some illnesses have been harnessed to the project of identity
construction. The medicalisation of social experience has encouraged some to
regard their illness as not something they suffer from, but as the defining feature of
who they are. Some groups and individuals claim to positively value being deaf or
blind. Literature produced by some patient groups enthuses about the positive
experience with their illness, claiming that it helped construct a sense of intimacy,
kinship and community. Newspaper columns written by individuals living with
cancer examine the virtues of their condition. This valorisation of the ‘positive’ fea-
tures of illness calls into question the original conceptualisation of the sick role.
According to its original formulation, the sick role is interpreted as a temporary
episode. If, as today, the sick role is experienced as an affirmation of identity, it is
likely to assume a more durable character. Terms like ‘cancer survivor’ or ‘recover-
ing alcoholic’ testify to a growing tendency to represent illness as constituting a
long-term influence on identity.

Of course most people who are ill endeavour to get well as fast as possible. Most
people seek health and are not likely to reconcile themselves to being ill. But
confusion about the meaning of health and illness, and the development of illness-
based identities constitute a continuous invitation to the expansion of medicalisation.
It indicates that the expansion of the boundary of medicine has the unexpected
consequence of contributing to the normalisation of illness.

In its original form the medicalisation thesis highlighted the process through
which social deviance was frequently recast in a medical form. Activities that were
traditionally interpreted as immoral or socially undesirable were redefined as symp-
toms of illness. The focus on the medicalisation of deviance has been systematically
elaborated in the contributions of Peter Conrad. He presented this dimension of
medicalisation as an important form of social control.38 But what happens when ill-
ness is not represented as a form of deviance? One interesting outcome of medical-
isation is the normalisation of illness. As the state of illness assumes a normal form,
it becomes more and more difficult to interpret it as a form of deviance. Insofar as
there is a relationship between medicalisation and deviance it is not focused on a
specific condition but on the refusal of the individual to seek help. Help seeking is
invariably represented as a marker of individual maturity. In contrast, individuals
who refuse to seek help are condemned for their irresponsible behaviour.39

Influence of culture

People’s perceptions of health and illness are shaped by the particular account that
their culture offers about how they are expected to cope with life and about the
nature of human potential. Individuals make sense of their experience through
reflecting on their specific circumstances and in line with the expectations trans-
mitted through prevailing cultural norms. People have no inner desire to perceive
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themselves as ill. However, powerful cultural signals provide the public with a
ready-made medicalised interpretation of their troubles. And once the diagnosis of
illness is systematically offered as an interpretative guide for making sense of dis-
tress, people are far more likely to perceive themselves as ill. That is why, despite
the steady advance in public health and medicine, an increasing section of society
define themselves as ill, or suffering from a long-term illness or disability. In the
UK, government officials have been at a loss to account for the fact that between
1985 and 1996 there has been a 40 per cent increase in the number of people who
consider themselves disabled. The authors of the survey have concluded that the
difference between the 1985 and 1996 figures ‘appear too large to be explained by
a real increase in the prevalence of disability’ but find it difficult to explain why
more and more people are so enthusiastic about embracing the disabled label.40

The readiness with which the pathologisation of human behaviour is embraced
indicates that the medicalisation of life has become an accomplished fact. The
demand for a medical diagnosis is fuelled by confusion about individual percep-
tions of the self. At a time of existential insecurity, a medical diagnosis at least has
the virtue of definition. A disease explains an individual’s behaviour and it even
helps confer a sense of identity. The medicalisation of everyday life allows individ-
uals to make sense of their predicament and gain a sense of identity.

The search for identity: demand for diagnosis

The growth of identities that are embodied in a medical condition creates a demand
on doctors to validate their patients’ accounts of their experiences. In this relation-
ship medical authority remains intact but the imperative towards medicalisation is
initiated from below. Doctors who fear that affirming their patients’ diagnoses may
have negative consequences sometimes become uncomfortable accomplices in the
process of medicalisation. Some doctors who have resisted the pressure to endow a
patient’s complaint with a medical label have faced intense pressure and hostility.
For example, Chronic Fatigue Syndrome activists in the USA have reacted with fury
against doctors who question this diagnosis, accusing them of an act comparable to
Holocaust denial. Some illness groups justify their existence on the ground that
their claims are not legitimised by medical authority. Successful advocacy by The
Fibromyalgia Association, and other like-minded groups, that the condition’s suf-
ferers were ignored led the World Health Organisation (WHO) to incorporate
fibromyalgia into its International Classification of Diseases. The medicalisation of
a condition through an officially designated label is seen to give legitimacy to those
living with this illness. In turn, those who suffer from this condition claim that the
legitimation accorded their diagnosis has helped them gain meaning from it.

The campaign to gain recognition for the diagnosis of fibromyalgia demonstrates
that in contemporary times the demand for medicalisation comes from below.
According to an important study of this search for symptom meaning ‘a key ele-
ment in the process of medicalization is the coming together of sufferers within
self-help communities to translate their individual experiences of distress into a
shared expression of illness’.41 This search for an illness identity is an important
theme in contemporary claims making. Indeed, for some people the search for a
medical diagnosis has assumed the character of a crusade. In the European Union,
an organisation titled ‘Rare Disorder Alliance’ has been launched to gain prompt
diagnosis for people suffering from rare disorders.42
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Under pressure from advocacy and parents’ support groups, a growing number of
British doctors now diagnose and treat hyperactivity in children. Those who pro-
mote ‘awareness’ of this illness, claim that ‘identification of the problem is useful
in itself’ because ‘any harm done by labelling’ is outweighed by the benefits to self-
esteem.43 Medical labels are eagerly sought by some parents for their children. So
hyperactive children are now ‘considered to have an illness rather than to be dis-
ruptive, disobedient, overactive problem children’.44 Parents are actually relieved
when they ‘discover’ that their child has got some medical problem and is not
responsible for his or her behaviour. ‘I got my best Christmas present a few days
before the big day this year’, wrote a mother in The Times. She was referring to the
wonderful news that her son was diagnosed as dyslexic and was therefore clearly
not lazy, as she previously feared.45 Until this diagnosis, school reports characterised
the child as ‘easily distracted’ and ‘occasionally disruptive’. As a victim of dyslexia
the child will no longer be subject to official disapproval. Instead, the child can
now expect recognition and moral support. 

Henrietta Rose, who has written a book – A Gift in Disguise – about her difficult
experience of bringing up a son with severe learning disability, is still disappointed
that her son Tom was never diagnosed with a named condition. She claims, that as
a result she ‘missed the opportunity to start mourning’ the loss of her dreams and
expectations’.46 This importance attached to recognition means that often parents
look for a named condition, even when their children do not have a serious dis-
ability like Tom. A medical label eases the difficulty of dealing with problem behav-
iour. There is evidence in Britain that both teachers and parents collude in the
popularisation of the learning disabled classification in schools. At a time of exis-
tential insecurity, a medical diagnosis at least has the virtue of definition. A disease
explains an individual’s behaviour and it even helps confer a sense of identity. The
medicalisation of everyday life allows individuals to make sense of their predica-
ment and gain moral sympathy. Klasen argues that ‘parents tended to experience
medicalization and labelling as important aspects of validation and legitimation of
their experience, which gave them a sense of control and led to improved parent-
child relationships’. From this perspective the demand for the medicalisation of
children appears as a positive act of empowerement. That is why Klasen warns doc-
tors who are reluctant to medicalise that they can ‘deligitimate parents’ experience,
this increasing their suffering’.47

An important study into the experiences of women claiming to suffer from
Repetition Strain Injury stresses the significance that the claimants attached to
gaining recognition for their plight. The authors of the study report that the ‘issue
which dominates many of the women’s accounts of their illness is that of credibil-
ity’. The study describes the naming of their condition as Repetition Strain Injury
as the initiation of a ‘pilgrimage of pain’, the seeking of external validation of their
condition. ‘Women spoke of their symptoms as if the diagnosis was a matter of
faith rather than medicine, and their pilgrimage centered on finding other believ-
ers who may be able to offer help’, observed the authors.48 This search for sympa-
thy and recognition and validation through a medical label motivates many of the
illness groups that are mushrooming throughout society.

The association of identity with a medical condition encourages the expansion
of medicalisation and also creates a demand for new forms of treatment. It has
given a major boost to the medicalisation of sexual behaviour and of sexual plea-
sure. Sex has been recast as an important dimension of a healthy lifestyle and peo-
ple are encouraged to ‘seek treatment’ if they do not feel sexually gratified. The
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term ‘sexual health’ indicates that the conduct of intimate life has also become
dominated by the medical imperative. The medicalisation of sexual pleasure illus-
trates how treatment supported identities help fuel the market for health. The mar-
ket for health is influenced by the construction of a demand from below which is
encouraged and cultivated by institutions of health promotion and the pharma-
ceutical industry. In this process doctors still play a role, albeit a modest one. 

The experience of the past three decades indicates that the medicalisation
process is driven and shaped by influences that are distinct from the activities of
the medical profession. Moreover the expansion of medical boundaries may well
conflict with the interests of the medical profession and may even have contributed
to its demise. Traditionally, medicalisation has been seen as a means by which doc-
tors increased their power over other associated practitioners, such as midwives and
herbalists, and over patients. Today, medicalisation needs to be understood in a dif-
ferent context. Strangely, one of the most significant by-products of medicalisation
is the end of the professional dominance of the doctor. In a society that privileges
the discourse of health and wellbeing, vested interests in medical matters extend far
beyond doctors. Indeed, those who were once in the centre of the picture now seem
to be pushed out of the frame.

The colonisation of everyday life

The process of medicalisation is not confined to diagnosing problems linked to the
body. In cultural terms it involves exporting the ideas of illness and disease beyond the
body to make sense of conditions and experiences that are distinctly cultural and
social. One of the most important ways in which medicalisation has evolved during
the second half of the twentieth century has been through ‘discovering’
diseases that are non-physical and are to do with emotional problems. Increasingly,
psychological problems to do with stress, rage, trauma, low self-esteem or addiction
provide a medical label for interpreting virtually every human experience. The growth
of a cultural sensibility oriented towards therapy offers medicalisation a vast territory
for further expansion. Strictly speaking, the process that we are describing can be more
accurately expressed as that of psychologisation rather than medicalisation. However,
given the wide spread usage of the latter we shall use it to describe the process through
which personal problems are recast as medical or psychological conditions.

The ascendancy of therapeutic culture should not be confused with the growing
influence that therapy exercises over people’s lives. Growing interest in therapy should
be conceptualised as a cultural phenomenon rather than as a clinical technique. As the
sociologist Robert Bellah put it, it is ‘a way of thinking rather than as a way of curing
psychic disorder’.49 A culture becomes therapeutic when this form of thinking expands
from informing the relationship between the individual and therapist to shaping pub-
lic perceptions about a variety of issues. At that point it ceases to be a clinical technique
and becomes an instrument for the management of subjectivity. 

A culture encompasses a system of beliefs about the meaning of life and offers a
vocabulary through which we can make sense of an individual’s relationship to soci-
ety. Cultural representations of this relationship are underpinned by perceptions of
what constitutes the individual. Every culture offers a statement about human
nature and insights into the potential and limitations of human action. Therapeutic
culture today offers a distinct view about the nature of human beings. It tends to
regard people’s emotional state as peculiarly problematic and at the same time as
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defining their identity. As a result, therapeutic culture regards the management of
emotion as the most effective way of guiding individual and collective behaviour.
The management of emotion is invariably conducted through its medicalisation.

Professionalisation

The process of medicalisation has been inseparable from that of professionalisation.
A diagnosis is a prelude to its professional management. As James Chriss writes, ‘pro-
fessional organizations whether organized around medicine, law, business, social sci-
ence, or the burgeoning array of helping professions – always seek to expand the
range of objects and phenomena to which their members’ expertise may arguably be
applied’.50 This expansive dynamic is in part driven by economic expedience and by
the opportunities created by the modern state. As Dineen argues, the Psychology
Industry is ‘first and foremost a business, intent on selling its services and expand-
ing its market’.51 Since the nineteenth century, professionals have been remarkably
successful in creating a demand for their services. Lasch claims that ‘the new pro-
fessions themselves invented many of the needs they claimed to satisfy’. He adds
that ‘they played on public fears of disorder and disease, adopted a deliberately mys-
tifying jargon, ridiculed popular traditions of self-help as backward and unscientific,
and in this way created or intensified (not without opposition) a demand for their
own services’.52 However, the pursuit of professional self-interest cannot, on its own,
account for the all pervasive tendency to medicalise social experience. As Hochschild
notes, ‘the significance of the growth of new therapies cannot be dismissed by the
argument that they are simply a way of extending jobs in the service sector by cre-
ating new needs’. The question remains, ‘why these needs?’.53

These needs – including the demand for medicalisation – are generated by cultural
changes that inflate the sense of individuation and of powerlessness. These changes –
the thinning-out of community attachments, the decline of systems of moral
meaning – were reinforced in the 1980s by the demise of politics and social solidarity.
The individuation of social experience has heightened the sense of personal vulner-
ability creating further opportunities for the market to encroach into the realm of
social experience.54 According to the British psychologist David Smail, ‘there was a
positive explosion in the expansion of the therapy and counselling industry in
Britain’. This explosion was made possible by an all-pervasive cultural tendency to
redefine personal difficulty as a pathology requiring professional management.
Smail notes that as part of this process ‘the market was extended in several new
directions and “counselling” – previously considered a minority practice of doubtful
validity – suddenly became the self-evident necessary antidote to occasions of dis-
tress which up till then people had just had to muddle through as best they could’.
Smail gives the examples of disaster counselling and the development of the concept
of Post-traumatic Stress Disorder as examples of the ‘extension of the frontiers of the
market into previously non-commercial territory of ordinary social intercourse’.55

The readiness with which the pathologisation of human behaviour is embraced
indicates that the medicalisation of life has become an accomplished fact. New
opportunities exist for the professionalisation of human behaviour and in turn
professional intervention creates a greater demand for medicalising the problems of
day-to-day living. The provision of counselling advice – no matter how sound and com-
mon sensical – further diminishes the capacity of people to negotiate the problems they
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encounter. The problem is not that professional advice is always misguided, but
that it short-circuits the process through which people can learn how to deal with
problems through their own experience. Intuition and insight gained from per-
sonal experience is continually compromised by professional knowledge. This has
the unintentional consequence of estranging people from their own feelings and
instincts since such reactions require the affirmation of the expert. In such circum-
stances people’s capacity to handle relationships and to have confidence in their
relationships diminishes further.56 This only creates new opportunities for profes-
sional intervention in everyday life. 

Professional intervention unleashes a process whereby the dependency of the
individual on the expert becomes increasingly more systematic. The mediation of
experience by the professional has the effect of distancing people from one another,
thereby fragmenting the network of relationships further still. Although the process
of fragmentation is bound up with the process of modernity, its professionally
mediated form is a relatively recent development. Moreover, the mediation of expe-
rience through the professional alters the very character of human relationships.
The mediation of experience undermines the organic links that sustain relation-
ships. The problem is removed from its real-life context and is reconstituted as an
object of professional management. As mediators of experience, professionals can-
not help but alter the relationship between people. Couples who carry out intimate
communication with their counsellor end up communicating to one another in a
different way. Parents who are discovering their children’s problems through dis-
cussions with the expert become distracted from developing forms of communica-
tion with their children that are the outcome of spontaneous interaction.
Interdependence between people vies with dependence on the professional,
thereby complicating the conduct of relationships. 

Probably the most significant legacy of professionalisation is that it encourages
the formalisation of relationships. A seminal study carried out by Robert Bellah and
his colleagues draws attention to the way in which therapeutic attitudes distance
American people from their ‘social roles, relations, and practices’. Instead of friends,
neighbours, elders and the many informal roles that have no name, we have peers,
mentors, appraisers, life-style gurus, personal trainers and a whole army of counsel-
lors. Even intimate relationships have become subject to the influence of contract-
like procedures. Bellah is not so much concerned about the danger of professional
domination of personal life. He fears ‘that too much of the purely contractual struc-
ture of economic and bureaucratic world is becoming an ideological model for per-
sonal life’. He concludes that ‘the prevalence of contractual intimacy and procedural
co-operation, carried over from boardroom to bedroom and back again, is what
threatens to obscure the ideals of both personal virtue and public good’.57

It is the ability of therapy to reinterpret social experience into personal meaning
that motivates many to seek professional support. However, the attempt to contain
the psychic effects of rationalisation through therapy has the perverse consequence
of expanding rationalisation into the domain of intimate relationships. Through the
professionalisation of everyday life, formal procedures are introduced into the realm
of personal relations. The formalisation of relationships imports ideas of self-interest,
calculation and mistrust into the realm of intimacy. Its effect is to render relationships
impersonal – thereby creating an even greater demand for the promise of a personalised
remedy offered by therapeutics.

From the standpoint of the therapeutic imperative it is not so much a profes-
sion but the professionalisation of human life that encourages the promotion of
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medicalisation. The medicalisation of human experience is not so much about
rendering people ill as about casting them into the role of powerless and helpless
individuals.

Conclusion

Medicalisation has been a central concept in medical sociology since the early
1970s. Early conceptions focused on the efforts of the medical profession to pro-
mote its status and power at the expense of the passive patient. Today medicalisa-
tion refers to a much broader cultural process than professional self-promotion.
Instead the impetus for medicalisation comes from below, as medicalised frames of
reference are invoked to explain and give meaning to ever wider areas of everyday
life. At the same time, the therapeutic relationship through which the power of the
medical profession was exercised over patients has been duplicated in countless
other relationships, formalising them and rendering them impersonal.

Discussion topics

Has the medicalisation of life become an ‘accomplished fact’?
Is medicalisation best characterised as a conscious strategy adopted by a vested inter-
est in order to extend its power, or, as the product of a more diffuse cultural dynamic? 
What are the consequences of translating the troubles of everyday life into health
problems?

Further reading

Azzone, C.F. (1998) Medicine from Art to Science. Amsterdam: IOS Press.

Azzone provides a useful historical account about the transformation of western medi-
cine and its status. This book provides an interesting background to contemporary
debates on the legitimacy of medical knowledge.

Conrad, P. (2005) The shifting engines of medicalization. Journal of Health and Social
Behavior, 46(1): 4–5.

Peter Conrad’s work on medicalisation has influenced sociological thinking on this sub-
ject. This article provides useful insight into the changing influences on the process of
medicalisation.

Furedi, F. (2004) Therapy Culture: Cultivating Vulnerability in an Uncertain Age. London:
Routledge.

This book explores the way that medicalisation has shifted its focus towards mental
health and the emotions. Its emphasis is on the cultural influences that shape percep-
tions of individual wellbeing.

Medicalisation in a Therapy Culture 

111

Wainwright-Ch-06.qxd  12/5/2007  6:17 PM  Page 111



Williams, S.J. (2001) Sociological imperialism and the profession of medicine revisited:
where are we now? Sociology of Health and Illness, 23(2): 135–58.

A useful update on the tensions between medical sociology and its subject matter, first
addressed by Phil Strong (see further reading to Chapter 1), with particular emphasis on
medicalisation.
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7
The ‘Feminisation’ of Health

Ellie Lee and Elizabeth Frayn 

The past 20 years have seen the emergence of a new discourse of health, at
the centre of which is the idea that ‘prevention is better than cure’.
Contemporary health concerns are often ‘gendered’. The emergence of
campaigns about ‘men’s health’ is a notable development of recent years.
There is a striking contrast between feminist constructions of the problem
of women’s health in the 1970s, and the contemporary problem of gender
and health.
In the context of the new discourse of health, ‘masculinity’ has come to be
defined as a barrier to health. ‘Feminine’ attitudes such as a willingness to
consider oneself vulnerable and ‘at risk’, and to seek help have, in turn, been
validated as desirable characteristics for both men and women.
Contemporary gendered health concerns have much less to do with evidence-
based developments in science and medicine, than with developments in
the spheres of politics and society.
The practical outcome of the feminization of health is that men as well as
women may become more anxious and worried about their health, for
little discernable benefit.

Masculinity is among the more significant risk factors associated with men’s
illness. [It] is not only a risk factor in disease etiology but it is also among the most
significant barriers to men developing a consciousness about health and illness.

Michael Kimmel, 1995

A cursory examination of contemporary health concerns suggests that gender is
significant for their construction. The idea set out above, for example, that ‘mas-
culinity’ is a key ‘risk factor’ associated with ill health, is now widely held. The
notion that a ‘male’ outlook on life is ‘unhealthy’, and is likely associated with the
development of disease, has become commonplace. 

It is not only the specialist and academic literature that discusses the signifi-
cance of gender for ill health in this way. Cultural support is offered to the notion
that ‘masculine’ attitudes and behaviours are unhealthy and undesirable, and
by implication ‘feminine’ ones preferable. ‘Binge drinking’ for example, is often
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typified in the media by images of drunk, young women staggering through town
centres. Headlines draw attention to the idea that a part of this problem of alco-
hol consumption today is the way in which young women are ‘copying’ the ‘mas-
culine’, ‘risky’ behaviour typical of young men. An unfortunate outcome of greater
sex equality, this approach suggests, is that women are becoming more ‘unhealthy’,
as they are prone to behave in a way that is more ‘male’ than that of women in
the past. 

What should we make of this way of thinking about health and illness? How and
why has ‘masculinity’ come to be stigmatised as unhealthy? It is useful to think of
the ‘gendering’ of health concerns as part of the overall process this volume seeks
to investigate. This is the emergence of what has been termed the ‘new paradigm’
of health and health care,1 or, the new discourse of health (See chapters 1 and 5),
and it draws upon the following set of related precepts:

• Ill health is caused by attitudinal and behavioural factors. Disease in contemporary soci-
ety, it is claimed, results from the way society is organised, and in ‘unhealthy’ behav-
iour and attitudes that emerge as a result. 

• The emphasis of health care should shift from cure to prevention. Health care, it is argued,
needs to become more focused on health promotion programmes that encourage
people who are not yet ill to be alert to the need to ‘choose health’ and modify their
behaviour accordingly. 

• The meaning of ‘health’ should be redefined. ‘Health’, it is suggested, should no longer
be an assumed state of normality, and become instead a state of being that all appar-
ently healthy individuals should ideally actively pursue in the course of their everyday
life, through changing their behaviour. 

• Illness is best considered less an occasional aberration from normality to be addressed
when it occurs, more a constant risk facing everybody. It is suggested that an awareness
of the risk of becoming ill is a useful outlook for people to have, since this requires us
to engage as a matter of course in minimising our likelihood of becoming ill. 

In sociological terms, this approach to health and illness can be thought of as one
that makes identity central to definitions of health and ill health, as the following
extract explains:

Rather than simply being told how to act, or being treated by medical interven-
tions when ill, people are being increasingly induced to monitor their own health
and are being instilled with healthy attitudes. The control of health must therefore
come from within the person.2

The new discourse of health brings with it an important socio-cultural process. It is
the life inside the individual that is deemed in need of modification, since in order
for health to be attained, change must take place within the person. In other words,
it is attitudes and emotions, how individuals think and feel, that become the focus for
the pursuit of health; or in the words of Kimmel, it is a ‘consciousness of health and
illness’ that is considered to be the ideal mindset, and those who seek to improve
health must find ways to develop this consciousness in others.3

In contemporary society, the means through which modification of behaviour,
attitudes and feelings is now enacted is legion. There are many different ways in
which people are being encouraged to monitor and control health from ‘within
the person’. Confronting and changing ‘masculinity’ can be considered one of them,
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however, and the primary purpose of this chapter is to explore this aspect of the
new discourse of health.

To do so, we discuss gender and health in three ways. First, we consider how the
problem of women’s health has been defined in the past, to draw attention to some
differences with today. Second, we detail some of the main features of the contem-
porary problem of men’s health. Finally, we use the case study of campaigns about
cancer screening, to illustrate the nature of, and problems with, this aspect of the
new discourse of health. 

The problem of ‘women’s health’

In contemporary society, attitudes and behaviours – in particular those considered
to be associated with ‘masculinity’ – have come to be defined as ‘unhealthy’. The
construction of health concerns in terms of gender is a fairly recent phenomenon.
The gendering of health is a development inextricably linked to the second-wave
feminist movement, a movement that made the relationship between women,
medicine and society a matter of significant public debate and contest. The devel-
opment of the term ‘medicalisation’ – defined sociologically as the process through
which experiences come to be understood in medical terms – is strongly associated
with this historical development.4 Employed to explore a range of experiences it is
aspects of women’s lives that have been particularly subject to analysis through use
of this term by feminists.5

Feminist literature from the 1970s and 1980s ‘emphasized the breadth of the
medicalization of women’s lives’, notes Conrad.6 Where women’s lives were des-
cribed and analysed as subject to medicalisation, at this time it tended to be the
problematic effects of this process that were emphasised. As Reismann put it in her
oft-quoted contribution on the subject, women were viewed as the ‘main targets’ of
the medicalisation processes, indicating that the definition of women’s experiences
in terms of illness was considered to be negative. ‘A plethora of female conditions
has come to be … reconceptualized as illnesses’ she wrote, citing as examples sex-
ual dysfunctions, pregnancy care, fertility, menopause, ageing, teenage pregnancy
and wife battering, premenstrual syndrome, and weight gain.7

Why did feminists respond to illness definitions in this way? One objection to
medicalised accounts of womens experiences is that they naturalise demeaning and
degrading ideas about women, a point made in one of the founding feminist state-
ments about the problem of medicalisation, by Barbara Ehrenreich and Diedre
English:

The medical system is strategic for women’s liberation … It holds the promise of
freedom from hundreds of unspoken fears and complaints that have handicapped
women throughout history … But the medical system is also strategic to women’s
oppression. Medical science has been one of the most powerful sources of sexist
ideology in our culture. Justifications for sexual discrimination – in education, in
jobs, in public life – must ultimately rest on one thing that differentiates women
from men: their bodies. Theories of male superiority ultimately rest on biology.8

Medicalised explanations for women’s experience ‘reduce women to their biology’ it
was argued, by explaining sex differences in society with reference to reproductive
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organs and hormones. In turn explanations of this sort continually draw attention
to the idea that women are ill. ‘Medicine’s prime contribution to sexist ideology has
been to describe women as sick, and as potentially sickening to men’, stated
Ehrenreich and English. Women throughout history have been considered ‘the
weaker sex’ and excluded from major areas of social life on these grounds, they
claimed, an outcome they described through discussion of nineteenth-century
‘‘‘sick” women of the upper classes’, made hypochondriac and hysterical through a
life of enforced leisure, and the ‘sickening women of the working classes’, deemed a
threat to social order in general and to children in particular. Medicine in this
framework was viewed as one, very powerful, aspect, of an overall ‘sexist ideology’,
and concepts such as ‘hysteria’ and ‘pre-menstrual syndrome’ were contested and
objected to for this reason. 

Another important theme in the discussion of medicalisation emphasised that
medical interventions can disempower women. While medicine promised ‘libera-
tion and freedom’ through, for example, enabling women to effectively regulate
their fertility by using contraception and abortion, women’s experience in practice
was very different, argued some. An outlook of protest regarding medical interven-
tions emerged as a result, described in 1976 by the feminist sociologist Ann Oakley:

These protests cover such topics as the undue use of surgical abortion techniques …
the overuse of radical as opposed to constructive surgery for breast and repro-
ductive tract diseases … and perhaps, most central of all, the modern, male-
controlled, hospitalised and increasingly technological pattern of childbirth
management.9

Medical care for women, it was claimed, failed to reflect women’s needs and inter-
ests, a problem most clearly apparent when women experienced childbirth.
Through the modern profession of obstetrics and the development of hospital-
based childbirth, feminist critics claimed pregnant women had come to be con-
strued as patients, with healthy women treated as if they were sick, and women’s
pregnancy and childbirth experiences consequently controlled by the medical pro-
fession.10 Women’s own control over their bodies and reproductive experience was
for this reason diminished and childbirth emerged as probably the key area for crit-
icism of medicalisation.

Some saw alternative health care as a solution, and they set up their own health
care provision. The best-known project of this kind was the Boston Women’s
Health Collective which advocated self-help for women, rather than reliance on
doctors, and whose manual Our Bodies Ourselves first published in 1972 rapidly
made an international impact. In the Preface it states, of the women who set up the
Collective:

We had all experienced similar feelings of frustration and anger towards specific
doctors and the medical maze in general, and initially we wanted to do some-
thing about those doctors who were condescending, paternalistic, judgemental,
and non-informative … [over time] we realised we really were capable of collect-
ing, understanding and evaluating medical information.11

Exemplifying the spirit of defiance informing this approach was the Chicago-based
underground abortion service ‘Jane’. Set up when abortion was still illegal in the
USA by women who believed abortion to be a basic precondition of women’s equality,
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‘Jane’ was staffed by a group of women who, first under the guidance of a doctor,
trained themselves to perform abortion, and eventually carried out around 11,000
safe and successful abortion procedures during the early 1970s.12 Such initiatives
were more prominent in the USA and Australia, although there were attempts by
British feminists to provide alternatives to mainstream medicine.13

There has been much debate about these feminist criticisms of modern medicine.
One area of dispute concerns historical accuracy. Some feminist representations of
modern medical care have implied there was once a ‘golden age’ of woman-centred
‘natural childbirth’, but little evidence has been presented to substantiate this
claim. Such claims also run counter to evidence of a somewhat barbaric experience
that led women to demand precisely the interventions subsequently represented as
part of the unwelcome medicalisation of childbirth – for example drug-based pain
relief.14 Indeed, ‘the movement for “natural” childbirth only arose when medical
advances had freed women from these fears [of the pain of childbirth]’, argued
Strong.15 In turn it has been suggested that there is no good reason to assume that
female-dominated midwifery is ‘good’ for women, and high-tech reproductive
medicine ‘bad’.16

The 1980s and 1990s saw the emergence of arguments that approached the prob-
lem of ‘women’s health’ in a way that departed from that of the 1970s.17 Some have
revised the original feminist formulation of the problem of medicalisation, in order
to emphasise the possibility of women benefiting from and taking advantage of
modern medicine. Attention has been drawn to the diversity of women’s experi-
ences of healthcare; women can and do benefit from mainstream medical treatment
and are not passive recipients of it, it has been argued.18 ‘It is now difficult to iden-
tify a single feminist critique of medicine. Instead a variety of feminist approaches
to health and health care have emerged’, concludes Doyal of these developments.19

In relation to the main subject area of this chapter – the rise of concern about
men’s health – a third difference between feminist definitions of the problem of
women’s health in the 1970s, and more recent claims about this social problem are
important. The former, as we have emphasised, articulated suspicion about female
acquiescence to medical authority and intervention, and some on this basis made
bold attempts to provide alternatives to mainstream medicine. In contrast, the
problem of women’s health is today often defined quite differently. It tends to be
the absence of official, medical intervention that is bemoaned, and the need for
more professional help is advocated. As we will go on to argue, it is this sort of
approach, rather than that apparent in earlier decades, that has crossed the gender
divide, and underpins the approach of those who argue that more needs to be done
about men’s health.

Take, for example, post-natal depression (PND). This psychiatric category was
rejected at one time by many feminists for medicalising maternal experience and
misrepresenting its nature.20 More recently, in contrast, the category PND has come
to be widely embraced as a useful term to describe how new mothers feel. A bur-
geoning body of literature emerged through the 1990s, including titles such as
Surviving Post-natal Depression and The New Mother Syndrome: Coping with Postpartum
Stress and Depression. The over-riding message of these books is that women have
been left by doctors to ‘suffer in silence’, and it is vital that society, and in particu-
lar the medical profession, does more to recognise and diagnose PND and encour-
age women to seek medical help. The project of the authors of such books is
to generalise the incidence of PND, so that most mothers come to be defined as
victims of it. Thus the writer Kate Figes, in her widely read advice book for new
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mothers, argues, ‘It [PND] is a sliding scale, starting with the “baby blues” affecting
80 per cent of women, and ending with puerperal psychosis … The vast majority of
women sit somewhere on this scale’.21 Interestingly, some feminists share this
approach. American feminist Naomi Wolf for example claims that 400,000 American
mothers each year are affected by depression after they have a baby, and she high-
lights what she sees as ‘medical complacency in the face of women’s suffering’,
because routine screening for post-natal depression is not normally provided in the
USA by doctors.22

Post-natal Depression has thus come to be represented as common in one form
or another to all mothers, and in turn most mothers are deemed in need of med-
ical diagnosis and treatment. The demand is for more diagnosis not less, and this
demand is not restricted to PND. Many illness categories, including pre-menstrual
syndrome and post-traumatic stress disorder are discussed as ‘hidden epidemics’
that need to be more widely diagnosed in women by doctors. In recent years
new categories of illness including Battered Women’s Syndrome, Rape Trauma
Syndrome and Childbirth Trauma Syndrome have been ‘named’ and their medical
diagnosis promoted by some.23 Some campaigners also argue that women need
more screening of the cervix and breast, and more advice and guidance from doc-
tors about issues including weight gain, weight loss, exercise, and pregnancy. 

If in the past the problem of women’s health was shaped by a feminist approach
that comprised in part at least the defiant rejection of official illness categories, this
suggests that other definitions of health and illness are now ascendant. The forth-
right message that women should resist the unwelcome foisting of medical labels
and treatments upon them has waned, and the stronger tendency has been towards
the emergence of the contrasting notion that too little is done by society to allow
women to recognise their health problems. One implication of this redefinition of
the problem of women’s health is a shift in emphasis regarding the value of the
‘feminine’ and the ‘masculine’. 

Agnes Miles has explained this point, with reference to the work of the feminist
critic of psychiatry, Philys Chesler. Chesler explained, in her account of why objec-
tions should be raised regarding ‘the feminine’ in the context of health and medi-
cine, that ‘women are socialized and pressed into accepting the feminine role,
which is compatible with the position of a submissive and dependent help-seeker’.
The role of help-seeker is a ‘dependent and submissive one’, she thus explained. For
Chesler, in other words, ‘help-seeking’ was an outlook bound up with ‘feminine’
attitudes of passivity and submission which women were socialised to adopt.24

This point was made by Chesler as part of an account of why women were more
likely to feel ill and visit doctors than men, and her emphasis was on the connec-
tion between ‘help-seeking’ and a damaging and negative socio-cultural context for
women. The now widespread advocacy of the positive value of help-seeking draws
attention to the extent to which a new validation of ‘the feminine’ has emerged. As
we now detail, it is this development above all that is made manifest by campaigns
about ‘men’s health’.

Men’s health and the problem of ‘masculinity’

Within twenty years the feminist campaign to seize control over women’s health
from the medical profession has given way to a state-sponsored, doctor-led
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system of vaginal examination and cervical surveillance. It is doubly ironic that
within the same period, male resistance to medical regulation was replaced by the
demand, under the banner of ‘men’s health’, for invasive screening tests analo-
gous to cervical smears.25

The problem of ‘men’s health’ has, as Fitzpatrick acerbically indicates, rapidly
gained visibility and recognition. Twenty years ago, there was no such problem.
Men of course more or less willingly visited doctors when confronted by symptoms
of ill health. But there were few active efforts to encourage men to become con-
cerned about their health. Since the early 1990s, however, activities and initiatives
that seek to bring the problem of men’s health to public attention, and which in
particular aim to change the attitudes and behaviour of men themselves, have
become a ubiquitous feature of social life. 

The most obvious example of this new preoccupation is the emergence of a
specialist popular literature for men about their health. Traditionally marketed for
women, men’s health magazines first appeared on the British market just over a
decade ago.26 It was at about the same time that campaign groups were established
to ‘raise awareness’ of ‘men’s health needs’. The best-known and most influential
such British group, Men’s Health Forum was founded in 1994.27 Little more than
ten years later, such initiatives are numerous and very visible. Male students at
the University of Kent are welcomed to their campus with posters asking them
whether they have recently examined their testicles, and encouraging them to visit
the doctor if they have not. Awareness campaigns of this type are now common-
place. A wide range of projects seek to promote the need for male awareness of con-
ditions ranging from prostate, testicular and breast cancer, to anorexia and bulimia,
post-natal depression and heart disease. What are the features of this new health
concern? Four themes can be identified. 

The bifurcation of health concerns 

One of the most notable aspects of men’s health concerns is the way advocates of
their recognition often self-consciously challenge sex-based distinctions associated
with health campaigns in the past. Men are the ‘forgotten victims’ of post-natal
depression, argues the author of one book on the subject, since ‘becoming a father
can have a huge impact on a man and yet all the attention seems to be focused on
the woman’.28 Male cancers such as prostate and testicular cancer are promoted as
important health problems that should be taken as seriously as breast cancer, and
breast cancer itself is now defined as an under-recognised men’s health problem.
The menopause has also crossed the sex divide, with some claiming it affects men
in middle age as well as women. 

The health of young men and boys has become a particular focus for claims of
this kind. Anorexia and deliberate self-harm in the past considered psychological
problems associated most often with young women, are thus represented as
disorders that affect more and more young men. The problem of ‘poor sexual
health’ is also now widely considered to be a male as much as female problem
with claims made that boys in particular need to be targeted in programmes that
aim to improve sexual health, and combat teenage pregnancy. The process of
‘medicalization’ – the definition of social experience in medical terms – has, as
was noted earlier, been strongly associated in sociological literature with the
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experiences of women. As Rosenfeld and Faircloth detail however, this sort of
contemporary experience suggests there is now a strong tendency for men’s lives to
also be increasingly medicalized.29

A common diagnosis for a range of conditions 

A second feature of the problem of men’s health is that a wide range of different
diseases and complaints, which have very little in common in a medical sense, are
united by one common diagnosis. Taking as their central trope the idea of ‘tradi-
tional masculinity’, advocates of greater recognition for the problem of men’s health
blame ill health in men – in whichever form it might appear – on a particular set
of attitudes and sensibilities. Regardless of which men’s health problem is at issue,
the ultimate cause of the problem – ‘masculinity’ – is always the same. 

Thus argued one early advocate of the need for more to done about men’s health,
‘The road to improvement in men’s health lies in puncturing typical myths of mas-
culinity such as that it’s good to be daring, unemotional and in control’.30 In this
framework, it is men’s attitudes, their alleged ‘daring’ and ‘unemotional’ outlook that
constitutes the barrier to health, regardless of which medical problem is at issue. 

Social psychologists Lee and Owens also centre their analysis on ‘hegemonic mas-
culinity’, defined as ‘toughness, unemotionality, physical competence, competi-
tiveness and aggression’.31 Illness-inducing behaviours associated with ‘hegemonic
masculinity’, they claim, include ‘relative reluctance to seek help for medical and
psychological problems’, ‘avoidance of the expression of emotion’, and ‘a high
level of involvement in risky behaviours, which include both the socially sanc-
tioned risks involved in dangerous sports and the more deviant masculine-type
risks such as crime and violent behaviour’. Similarly, according to one health web-
site, it is ‘male stereotypes’ that damage men’s health, centrally the ‘macho’ stereo-
type that centres on ‘an inability to admit vulnerability’.32 In this framework, ill
health of all types is thus commonly caused by a particular form of identity, that
which is ‘masculine’, meaning it is only when men adopt a different set of atti-
tudes, crucially those that involve a ‘feminine’ acceptance of vulnerability, and
embrace the need to seek help, that health can be attained. 

‘Men’s health’ as a socio-cultural problem

The speed at which men’s lives and experiences have been medicalised points to the
conclusion that developments in science and medicine cannot be solely responsi-
ble for this development. It would be difficult for even the most energetic and
enthusiastic ‘medical imperialists’ to generate the degree of interest in men’s behav-
iour and attitudes that now exists, suggesting there has been a broader socio-cultural
shift. Certain perceptions of what is positive or negative about attitudes and behav-
iour have come to be socially and culturally validated, and these perceptions have
been imported into debates about health. The idea that ‘masculinity’ is a plastic set
of attitudes and behaviours that can and should be modified is associated originally
with the fields of sociology and social psychology.33 Through a process of cultural
transmission, it seems such theories about men and their (allegedly problematic)
behaviour have come to influence much wider arenas, including the medical.
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A problem definition that influences the medical world

The way that men think about themselves can be quite unhelpful … Most men
don’t like to admit that they feel fragile or vulnerable, and so are less likely to talk
about their feelings with their friends, loved ones or their doctors. This may be the
reason that they often don’t ask for help when they become depressed.

Concerns about ‘masculine’, ‘unhealthy’ behaviour and attitudes, if non-medical in
origin, have come to be strongly endorsed by the medical world. The degree to
which ‘masculine’ values and attitudes have been stigmatised (and ‘feminine’ ones
validated) is indicated by the extent to which the claim that men need to be
encouraged to be less ‘tough’, ‘invulnerable’ and ‘in control’, and more ‘open’,
‘soft’, and prepared to ‘seek help’ informs health-related institutions, and the med-
ical profession itself. Despite the dubious efficacy of almost all interventions for
men justified on such grounds many medical bodies endorse the idea that there is
need to address men’s health in this way.35

The Royal College of Nursing, the British Medical Association and the Royal
College of Psychiatrists all have initiatives that aim to encourage men to seek help
and which aim to counter the allegedly detrimental effects of ‘masculinity’ for
health. In 2005 a range of international medical societies came together in Vienna
for a ‘World Congress on Men’s Health and Gender’. ‘[M]en’s health is much more
than just about diseases that affect men’, argues the doctor who organised the con-
ference. ‘It is also about the consequences of male attitudes to health in general’,
he claimed.36 Official health promotion programmes in Britain explicitly target men
on just this basis37 and key organisations also promote the need to change ‘men’s
attitudes’. 

In summary, the growing visibility of the problem of men’s health implies cul-
tural stigmatisation of particular attitudes, for example resilience, and the valida-
tion of others, for example risk aversion and help-seeking. This in turn implies a
significant increase in the medicalisation of men’s lives, as men are encouraged to
seek help, if possible in advance of any symptom of ill health. It is for this reason
that, on the one hand, the alleged reluctance on the part of men to go to the doc-
tor is bemoaned, and on the other, regardless of their dubious efficacy, programmes
that seek to encourage more men (and women) to take up preventative health mea-
sures are championed. 

It is perhaps the advocacy of screening programmes for cancer that illustrates most
clearly the central aspects of the changing definitions of gender and health discussed
so far. It is to this case study of the ‘feminization’ of health that we now turn. 

Cancer and cancer screening

It is hardly possible to take up one’s residence in the kingdom of the ill unpreju-
diced by the lurid metaphors with which it has been landscaped.38

In the 1970s Susan Sontag wrote, in her book Illness as Metaphor, about the social stigma
of the cancer sufferer. She described the metaphors and mythology surrounding cancer,
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and the way this mystification made it harder for cancer sufferers to come to terms with
their illness as an illness. 

In recent years, cancer has been demystified, both in medical terms, and also in
terms of public discourse. The gradual introduction of more effective treatments, in
some cases cures, alongside development of a more interventionist model of pal-
liative care have meant that in western societies, the burden of physical suffering
caused by cancer is considerably reduced. The theories Sontag describes about the
psychological basis of cancer, from Galen’s description of ‘melancholy women’ in
the second century to the 1970s ‘cancer personality’ (depressive, repressed, with
poor relationship skills) have been overturned, and now seem unscientific and
indeed cruel, as we have learned more about the genetic and environmental causes
of the disease. Sontag describes a French oncologist who told her that less than a
tenth of his patients knew they had cancer. Only 30 years later, this level of denial
seems unimaginable. 

It would be wrong to draw the conclusion that mythology about cancer has dis-
appeared, however. Some of today’s beliefs about cancer are summed up in the
opening paragraphs of the Haynes Men’s Cancer Manual from 2004: ‘although about
one man in three will develop a cancer at some time in his life, the most common
forms are almost entirely preventable or treatable through early diagnosis’. In other
words, it is suggested that if we behave responsibly, by reporting suspicious symp-
toms to our doctors, and following the type of lifestyle advice contained in the
Haynes manual, we may avoid cancer altogether or certainly drastically improve
our chances of survival. The message of this campaign is that ‘awareness saves
lives’. As we shall see however this simple, apparently commonsensical message is
unfortunately not borne out by the evidence. The real impact of ‘awareness cam-
paigns’ is not less cancer, but ironically a higher incidence of cancer, along with a
new consciousness of the possibility of becoming sick, and further legitimation of
help-seeking behaviour. 

Breast cancer

Cancer campaigns have gained enormous popularity and publicity in the UK and
USA. Take the example of breast cancer. Three-quarters of a million women were
expected to take part in the ‘Race for Life’ in 2006, a three-mile run organised by
the UK charity Cancer Research. Over a million take part in the annual ‘Race for the
Cure’, the US equivalent. Barbara Ehrenreich wrote about this popular movement
after she was diagnosed with breast cancer herself:

Culture is too weak a word to describe all this. What has grown up in just the last
fifteen years more nearly represents a cult – or given that it numbers more than
two million women, their families and their friends – perhaps we should say a full-
fledged religion.39

The roots of this ‘religion’ arguably lie in aspects of the feminist movement of
which Ehrenreich herself was a part. In the 1970s, the impact of the women’s move-
ment in relation to breast cancer was two-fold. First, women were encouraged to be
more open about their bodies and diseases. Various American celebrities of the time
‘went public’ about their breast cancer and treatment, notably First Lady Betty Ford,
newsreader Betty Rollin, tycoon’s wife Happy Rockefeller and former child actor

A Sociology of Health 

124

Wainwright-Ch-07.qxd  12/5/2007  6:18 PM  Page 124



Shirley Temple Black. Black justified her decision to speak out in early 1972 as one
made ‘for all my sisters who have lost a breast, for all my sisters who fear they may’.
Second, the women’s movement was an important part of the drive towards more
conservative, less disfiguring treatment for breast cancer, which formed part of its
criticism of medical control of women. In the words of Black again: ‘The doctor can
make the incision, I’ll make the decision’.40

This challenge to medical paternalism had a real impact. Combined with new
medical advances and understanding about the way cancer spread, it brought
improved treatment to sufferers. The contribution of feminism to the eventual
death-knoll of the radical Halsted mastectomy (involving removal of the breast,
chest muscles and axillary lymph-nodes) practised since the 1890s has been
described this way:

Transforming the prevailing mind-set would take more, much more, than data,
statistics and refereed articles in scientific journals. American surgeons did not
come around for years, not until the sexual revolution and modern feminism
altered the cultural and political landscape, changing forever American attitudes
about power, eroticism and physical beauty.41

What is different about today’s breast cancer campaigners? The emphasis on the
‘survivor’ speaking out is still with us. Indeed, for breast cancer sufferers in the pub-
lic eye, it now seems almost obligatory. When pop singer Kylie Minogue was diag-
nosed in 2005, the details of her subsequent surgery made headline news. There
was never any question that Minogue had a choice in the public discussion of her
medical problems, as her surgeon gave daily press briefings on the hospital steps.
She was congratulated by the press as she issued statements denying that she was
using alternative therapies, conscious of the influence attached to her celebrity.

But Minogue’s case shows how the aim of ‘speaking out’ has changed. Her situa-
tion was used not to challenge medical control, but as an opportunity to educate
others about ‘breast cancer awareness’. Television news interviewers approached
random young women in the street, asking them whether they examined their
own breasts for signs of cancer and sought medical advice. Rates of young women
requesting mammograms soared in Minogue’s native Australia. The role of the
celebrity survivor today is thus not to help women find an independent way to
respond to an illness, but rather to encourage as many people as possible to be
‘aware’ and take the advice of cancer campaigners and charities, and seek help from
doctors in the form of cancer screening. 

Rather than struggling to free women from unnecessary tests and over-treatment
by a conservative medical profession, today’s campaigners seem relatively unques-
tioning about the need for as many tests and as much treatment as possible. The
charity Breast Cancer Care has thus recently organised a specific campaign to raise
breast awareness among black and ethnic minority (BME) women in Britain, and
publicised the following comment: 

43 per cent of BME women said they never look at or feel their breasts. 45 per
cent of BME women of screening age (50 to 70 years) had never attended the
NHS breast cancer screening programme. Breast Cancer Care is committed to
ensuring that everyone in the UK has access to high quality breast awareness and
breast cancer information. We believe this is an essential part of strategies to
increase early detection.42
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The justification for raising awareness here is increasing early detection, as women
will be encouraged to examine their breasts and go for screening. Although this is
not spelled out, the implicit presumption is that this will also improve women’s
chances of surviving breast cancer, yet problems can be identified with this idea. 

Perhaps surprisingly this idea is not borne out by the medical evidence. Take
breast self-examination, until recently a central facet of awareness campaigns. For
many years, women were encouraged to use a technique similar to that used by
medical practitioners to examine their own breasts, looking for suspicious signs of
cancer. Several trials have discovered that not only is this not beneficial, it is over-
all a harmful exercise.43 Groups of women who were taught how to examine their
breasts were compared with those who were not, and the results showed no differ-
ence in mortality between the two groups, but an increase in potentially harmful
benign breast biopsies in the group examining themselves. 

The benefits of mammography, used widely to screen for breast cancer, are also
contested in medical circles. A review in October 2006, by the highly respected
Cochrane group, suggested that

for every 2000 women invited for screening throughout 10 years, one will have
her life prolonged. In addition, 10 healthy women, who would not have been
diagnosed if there had not been screening, will be diagnosed as breast cancer
patients and will be treated unnecessarily. It is thus not clear whether screening
does more good than harm. Women invited to screening should be fully informed
of both benefits and harms.44

This caution regarding efficacy is rarely expressed by breast cancer charities, and it
is particularly the failure to provide clear information and advice to women which
incenses critics of breast cancer screening. Informed choice, one of the buzzwords
of modern medicine, is often overlooked in promotion of mammography accord-
ing to the UK breast surgeon Professor Michael Baum:

Tensions exist between the demands of the screening industry’s ‘pursuit of good
uptake’ and properly promoting informed choice of patients … Most women who
are screened have neither suffered nor been educated about the reality of the
uncertainties, harms, and limitations of screening or the consequences of finding
pathology of borderline importance.45

One Australian study reviewed 58 leaflets given to women to explain mammogra-
phy.46 The researchers found that the leaflets were much more likely to quote the
statistics for lifetime risk of breast cancer (1 in 10 by the age of 85) rather than the
lifetime risk of dying from breast cancer (about 3 in 100). Benefits of mammogra-
phy were explained in terms of relative risk reduction, with estimates from 30–50
per cent improved survival (estimates which it would be difficult to support from
medical literature). No leaflets at all cited the more prosaic ‘number needed to treat’
format, as used by the Cochrane review mentioned earlier. 

This disregard for medical evidence seems to indicate that the goal of awareness
has become an end in itself. Indeed, in the words of Breast Cancer Care’s literature,
‘The campaign seeks to emphasise that anyone can be affected by breast cancer,
whatever their background, and everyone should be breast aware’.47 There is a
moral imperative here, in the demand that all of us should live life with an aware-
ness of mortality and human susceptibility to disease, regardless of the relatively
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low risks the disease poses for a particular individual. In this regard, it has been
argued that some contemporary cancer campaigns misrepresent the medical evi-
dence. The imperative to ‘be aware’ also creates new difficulties.

The effects of ‘awareness’ are perhaps shown most clearly in the display of the
pink ribbon. A tenet of breast cancer campaigning is that women are encouraged to
identify their support and awareness publicly, a trend epitomised by ribbon wear-
ing. Sarah Moore investigated this fashion in her research. She interviewed a group
of women about why they wore pink ribbons, and her findings make for interest-
ing reading. 

‘Because it’s your worst fear, to have breast cancer’, stated one woman, who
Moore describes as ‘often reticent … [she] frequently spoke in a whispered tone’.
She describes another interviewee whose mother had recently recovered from
breast cancer. She explained wearing a pink ribbon as a means of reminding herself
of the risks associated with the disease:

Every time I put my coat on [and see the ribbon] I’m remembering that this
thing’s going to be in my mum’s body for the rest of her life. And it could hap-
pen to me. You’ve got to be aware that it could happen to you … I obviously
don’t sit there everyday thinking, “Oh, I could have breast cancer. I could get
breast cancer”. It’s just one of those subconscious things that rushes across your
mind in a matter of seconds when you put your coat on and see the ribbon.48

Most of her interviewees described ribbon wearing in terms of worries or fears about
the disease. The consciousness or awareness of illness so sought after by campaign-
ers is thus revealed not as a positive, helpful force in their lives but as a 'constant,
niggling sense of worry about this illness'. What was also interesting about Moore's
interviewees is that they were mostly young women. Given that only around 2000
UK women under 40 are diagnosed with breast cancer each year, the impact of such
worries seems to fall unfairly on their shoulders.

Testicular and prostate cancers

The successes of the contemporary breast cancer lobby have inspired others to fol-
low directly in their footsteps. Charities funding research into cancers affecting men,
particularly prostate cancer and testicular cancer, have followed the ‘awareness-
raising’ model in their own campaigning. In place of pink ribbons and girly
T-shirts, are beer-mats and ‘Prostate cancer tool-kits™’. 

Even more than is apparent in breast cancer campaigning, ‘raising awareness’ is
promoted as a primary goal for men’s cancer campaigns. The assumption underly-
ing the men’s health movement, that ‘masculinity’ makes men ignorant about their
own bodies and health, and too reluctant to seek help, leads to the claim they need
to be persuaded to do so by whatever means necessary. 

Colin Osborne, who set up the Orchid Appeal, a charity raising awareness of tes-
ticular cancer, thus described himself prior to diagnosis as ‘not one to go to the doc-
tor’s … I have to be at death’s door before I stop what I’m doing’.49 It might be said
that this happy-go-lucky attitude is quite reasonable for a young man in the prime
of life. Testicular cancer is extremely rare, and has better cure rates than any other
cancer (95%, even for those with advanced disease). There is no need for young
men to worry about this disease. Yet Osborne has drawn the opposite conclusion,
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despite evidence to the contrary. He represents this ‘masculine’ disregard for ill
health as dangerous and unwise and encourages other men to change their outlook
on life if they are to avoid suffering from the problems he has faced. 

In 2003 the Prostate Research Campaign ran a campaign called Ignorance Isn’t
Bliss. This campaign sought to encourage women to ‘persuade your man to talk to
his doctor about his prostate health’. Leaflets advised women to ‘leave medical
information leaflets lying around where he is likely to find them – i.e., the bath-
room, near the remote control or on the car seat’. ‘Feminine’ acceptance of the need
to seek help is thus envisaged as the means to change the way men behave. As one
general practitioner put it, recognising the moral imperative regarding behaviour in
such campaigns, ‘The unfortunate conclusion I fear from reading the leaflet is that
good men get PSA tests done, and good women make sure of it’.50

Prostate cancer is unusual in that it more often than not causes no problematic
symptoms. Post-mortem studies have shown that around 40 per cent of men who
die aged over 70 have prostate cancer.51 In the past, most of them would have been
blissfully unaware of this fact. The introduction of the prostate-specific antigen
(PSA) blood test in the late 1980s has caused an enormous increase in the number
of men diagnosed with prostate cancer (almost doubling in the USA). More than
any other cancer, however, screening and early treatment for prostate cancer are
highly controversial. In the UK, there is no organised screening for prostate cancer
precisely because of the lack of evidence that screening is helpful, and evidence of
its potential harmfulness.

Problematically, PSA testing does not differentiate between aggressive and poten-
tially fatal cancers, and those that might have had a benign course, never troubling
their host. Many more of these formerly hidden and harmless prostate cancers are
now being picked up. One critic has accurately described this as ‘the eradication of
a disease: how we cured symptomless prostate cancer’. Formerly symptomless
prostate cancer now has a new symptom, ‘a disabling state of anxiety resulting from
(men’s) knowledge of their PSA level’.52

Just as we have seen in the case of breast cancer, evidence of the harms of ‘aware-
ness’ and the advocacy of ‘help seeking’ does not, however, deter the campaigners.
Medical intervention in the most personal aspects of men’s lives is welcomed. For
example, the Prostate Cancer Charity sells the ‘Peeball™’, a biodegradable ball that
men can destroy by urinating on. This is marketed as a fun game to be played in pub
toilets with friends, but of course it contains a serious message. The charity’s website
warns, ‘It is not a diagnostic tool to test for prostate cancer. However difficulty pass-
ing urine whilst playing the game may indicate a prostate or urinary problem’.53 This
is reminiscent of Barbara Ehrenreich’s description of the ‘infantilizing trope’ of mer-
chandise such as teddy bears and crayons sold in aid of breast cancer charities.

In summary, the new discourse of health, as we described earlier, makes modifying
the ‘internal life’ of individuals central to the pursuit of health. Campaigns for cancer
awareness strongly exemplify and express this approach to ‘health’. Yet such cam-
paigns can have a highly negative effect at the level of the individual, in terms of raised
anxiety levels and unnecessary medical interventions. One critic has contrasted such
campaigns with the ideals of the women’s movement in the 1970s, which attempted
to resist the medical profession’s intervention into the intimacies of everyday life:

Just as the smear test exposes women not merely to the medical gaze but to vagi-
nal penetration, so the palpation of the prostate involves digital penetration of the
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male rectum. The slippery finger may be less impressive than the metal speculum,
but it is no less significant an instrument of domination.54

On a broader social level, we have arguably moved from the state of denial described
by Sontag to a position where we are all encouraged to see ourselves as ‘cancer
victims in-waiting’. 

Conclusion

The problem of women’s health came to prominence because of second-wave fem-
inism in the 1970s. Discussion of the relationship between gender and health has
a longer history however. The feminist novelist Virginia Woolf wrote in 1929:

In a hundred years … women will have ceased to be the protected sex … All
assumptions founded on the facts observed when women were the protected sex
will have disappeared – as, for example, that women and clergymen and garden-
ers live longer than other people. Remove that protection, expose them to the
same exertions and activities, make them soldiers and sailors and engine drivers
and dock-labourers, and will not women die off so much younger, so much
quicker.55

What mattered to Woolf was for women to be equal to men, and no longer the ‘pro-
tected sex’. The most rewarding objective of life for women as well as men was, as
far as she was concerned ‘exertion and activity’. Almost 100 years later women are
no longer the ‘protected sex’ they once were, but aspects of the new-found equal-
ity between women and men appear very different to that Woolf imagined, when
she thought of the equal society of the future. 

In the age of the new discourse of health a code of conduct has developed to
shape the behaviour of both sexes, which is a far cry from Woolf’s vision of
what might lie ahead. Epitomised by advice given about men’s health, it is one
that upholds the ‘virtues of the feminine’. Admission of vulnerability, risk
awareness, and help-seeking behaviour are championed as desirable attributes
for both men and women. It might be argued that, in Woolf’s terms, both men
and women are in this way encouraged to adopt the identity of ‘the protected
sex’. What should we make of this outcome? Do we live in a better society
because of this? 

This chapter has argued that the cultural dominance of the new discourse of
health, with its mantra ‘prevention is better than cure’, should be assessed very crit-
ically. The preventative approach now advocated so widely may appear to be ‘com-
mon sense’. Yet closer examination suggests it may have the effect of encouraging
illness identities. Our discussion has suggested that control of health ‘from the
inside’ through ‘awareness raising’ involves encouraging people to adopt the iden-
tity of the help seeker, in contrast to that of the ‘invulnerable’ person, who assumes
they are well most of the time. Could an unintended consequence of this strategy
for improving the health of the nation be to make more people than ever worried
about being ill? Could it even be that people come to consider themselves ill in this
context? 
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Discussion topics

Why is ‘masculinity’ considered a cause of ill health?
Why might it be argued that preventative health programmes seek to modify
identity, or ‘control health from within’?
How and why has cancer changed in the public imagination? What are the pos-
sible effects of increased cancer awareness among men?

Further reading 

Lee, E. (2003) Abortion, Motherhood and Mental Health: Medicalizing Reproduction in the
United States and Great Britain. New York: Transaction.

This book uses the examples of Post-abortion Syndrome and Post-natal Depression to
explore how women’s experiences of pregnancy have been pathologised. It is also a use-
ful read for those interested in how sociologists go about exploring the construction of
social problems. 

Olson, J. (2002) Bathsheba’s Breast: Women, Cancer and History. Baltimore, MD: Johns
Hopkins University Press.

American historian James Olson explores the history of breast cancer through the ages,
from the sufferings of Persian queen Atossa in 538 B.C. to Jerri Nielsen’s confrontation
with cancer at the South Pole in A.D. 1999. He describes how developments in medical
understanding and treatment have interacted with cultural factors, in particular the rise
of feminism and patient activism.

Rosenfeld, D. and Faircloth, C.A. (eds), (2006) Medicalized Masculinities. Philadelphia,
PA: Temple University Press.

In this edited collection, contributors discuss a range of ways in which men’s lives have
been medicalised; chapters discuss issues including balding, viagra, boys and ADHD and
war veterans and PTSD. The Introduction provides a very useful overview of how soci-
ology might theorise the medicalisation of masculinity.
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8
Medicine, Science and ‘Higher

Superstition’

Tracey Brown

Medical science represents the highest achievement of the Enlightenment
project, freeing humanity from many of the worst excesses of nature.
The Evidence-Based Medicine movement which emerged over the last 30
years should be the final step in the process of ensuring that medical prac-
tice is determined by the highest standards of scientific rigour, but just as
this principle was established an anti-scientific backlash began.
The ‘science wars’ were fought by a loose aggregation of post-modernists,
feminists and ‘complementary therapists’ against what they saw as the sci-
entific establishment.
The war may be over, but the ‘peace settlement’ has left the scientific com-
munity in a defensive mood, grappling with new institutional arrangements
which aim to ‘democratise’ science but may impede its progress.

Nature is dumb. In vain appeal to it.
Voltaire (1694–1778) Poem on the Lisbon Disaster

The relationship between science and medicine has never been straightforward. It
has taken more than two centuries for the aspiration to understand – and then to
heal – the human body to be translated into effective, systematic medical inter-
vention based on clinical science. It is, though, fair to characterise the trajectory of
modernity as being a halting move towards science and evidence as the basis of
how medicine is practised. Scientific medicine, as part of science more generally,
has been central to aspirations for social progress. 

More prosaically, today there is an expectation widely held among the public that
the treatment choices offered through modern health care services are based on sci-
entific evidence, independently reviewed and regulated. In Anglo-American cul-
tures particularly, if doctors do not adhere to accepted standards of practice and
treatment they are liable to action for redress through the civil courts, disciplinary
action by professional regulatory bodies and even criminal prosecution. In all mod-
ern societies, the licensing of medicines is expected to be rigorously scientific.
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According to the Food and Drug Administration, which regulates medicines in the
United States: since the early part of the last century, the public’s basic expectations
have been that all marketed drugs should be effective and safe within the context
of their use and that unsafe or ineffective drugs should be kept off the market.1

In the UK, the central role of scientific research and clinical evidence in medicine
was instituted through the Medicines Act 1968, which established strict controls on
the marketing of drugs and devices, through independent review of clinical and
toxicological data and routine surveillance for adverse drug reactions (side effects).
Similar legislation is now in place across most parts of the world. While it is
unlikely that the wider public is familiar with the specific details of drug approval
or professional standards, social surveys and patient research suggest that the pub-
lic expects medicine to be guided by scientific evidence.2 If anything, expectations
of the role of science in medicine are unrealistically high: one British poll shows
that 61 per cent of the public expects science to give 100 per cent guarantees about
the safety of medicines.3 General medical practitioners regularly achieve the high-
est scores in surveys on public confidence in different professions. 

However, the very dominance of scientific medicine appears to have created a
‘backlash’. Despite the public’s expectations of science, and the battles won to
establish its importance among the medical professions, since the 1990s there has
been a growing social inclination towards unorthodox, unproven treatments and
alternative sources of medical and scientific authority. Remedies and practices mar-
keted as traditional or ‘natural’ are held to offer alternatives to the ‘drugs or do
nothing’ culture that is pejoratively ascribed to modern medicine. At the same
time, there is also popular interest in new ideas for which there is little scientific
support or no evidence that they work, that is, their efficacy, particularly in relation
to chronic, poorly understood or untreatable conditions. There is a more diffuse but
related development in the growth of a lifestyle sector around health claims that
purport to be scientifically based, offering cures and protection against disease
through a wide range of diets and lifestyle routines. Many of these dispute main-
stream scientific views. 

Arguments for Evidence-Based Medicine are challenged by these new claims for
alternative outlooks and remedies. Unlike the popular challenges of the past, many
of the unorthodox, unproven claims are presented not in ignorance of the science,
but either in spite of it or in quasi-scientific terms. It is not expected that they will
be invalidated by evidence in the way that traditions, beliefs and superstitions have
been previously, because their essential proposition is that they are an alternative to
medicine driven by mainstream scientific research or even a strong reaction against
it. The argument put forward in support is that to deny equal status to these alter-
natives is to deny patient choice or to protect unreasonably the dominance of the
medical establishment. 

This challenge to the hegemony of scientific medicine is occurring in the context of
broader questioning of the nature of science itself. Some of this is directed at the pres-
tige and authority enjoyed by scientific institutions and at the power of large indus-
tries, particularly the pharmaceutical industry, which is accused of maintaining
particular, scientifically supported outlooks that protect vested interests. It is pointed
out that scientific discoveries have led to destructive technologies and that serious
medical error and socially abhorrent practices have been conducted under the domin-
ions of science. So while expectations of Evidence-Based Medicine are high, there is a
growing social emphasis on the imperfect nature of scientific knowledge and the dan-
gers of its authority, especially in the context of a doctor–patient relationship. 
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There are also more fundamental, ideological disputes about the assumption,
associated with the Enlightenment, that the application of human reason to the
laws of nature leads to social progress. Some social and cultural critics of science
confine themselves to highlighting the limits of what is or can be scientifically
known, urging a more humble approach to the gains that are claimed, for example,
concerning the human genome or the safety of anti-viral drugs. However, science
has become the subject of more systematic criticism for its claims to objectivity.
Scientifically observed phenomena, it is argued, are no more ‘true’ or valuable than
other forms of knowledge such as folklore or personal perception. Science – espe-
cially scientific medicine – has no place ridiculing other kinds of knowledge about
the natural world when it is itself a social construct, reflecting and reinforcing its
own traditions and orthodoxies, its vested interests and self-perpetuating processes.
This constructivist outlook now informs, to varying degrees, the majority of acad-
emic discussion about science across sociology, cultural studies and philosophy. In
a well-known critique of their popularity, these ideas have been described by the
North American science writers Paul Gross and Norman Levitt as a kind of ‘higher
superstition’.4

There seem to be a number of different causes for a backlash. Indeed there is more
than one backlash, which is explored in the sections that follow. But they all push
in the same direction, away from science and scientific medicine, and they appear
to be having a mutually reinforcing impact on social values and scientific institu-
tions. Scientific and medical professionals have found it difficult to promote
Evidence-Based Medicine against express disregard for the value of accumulated
knowledge. They perceive the inadequacy of insisting on facts and evidence in a
context where the status of facts and evidence – indeed the very existence of these
things – is called into question. Where Gross and Levitt used ‘higher superstition’
to refer to the intellectual assault, we might characterise the combined backlash as
wilful superstition. As modern societies move towards an increasing, practical
dependence on evidence for the delivery of effective health care, locating the basis
of the relationship between science and medicine has, ironically, never been so
challenging. 

The Evidence-Based Medicine movement

Evidence-Based Medicine has been most usefully defined as ‘the conscientious,
explicit, judicious use of current best evidence in making decisions about the care
of individual patients’.5 This definition should be noted for its emphasis on care of
individual patients, because Evidence-Based Medicine is now frequently caricatured
by its critics as paying no attention to patients’ needs and reducing them to study
statistics or drug consumers. With the growth of alternative medicine and conflict
over knowledge and medical practice, it is helpful to reprise some key aspects of the
relationship between medicine and science. 

For more than three decades, there has been a concerted movement among the
medical establishment – the professions, health care providers, drug manufacturers
and medical research – towards insisting that the impact of medical interventions
on the course of disease should be demonstrated empirically. Medicine was the first
area in which there were attempts to assimilate systematically evidence from sci-
entific research into policy decisions. From today’s standpoint, where expectations

Wainwright-Ch-08.qxd  12/6/2007  4:39 PM  Page 136



Medicine, Science and ‘Higher Superstition’ 

137

of efficacy and safety are high in mainstream medicine, it may not be immediately
obvious why Evidence-Based Medicine should have required a concerted move-
ment to become established. 

The application of scientific research methods to medicine has a long history. To
‘first do no harm’ practitioners must be familiar with the likely outcome of their
interventions and this implies a respect for evidence. But a willingness to respond to
evidence did not translate directly into obtaining that evidence – through the sys-
tematic application of scientific principles to observations – and bringing it to bear
on medical practice. To do this required both the possibility of conducting such
research (something which was only possible with the advent of modern healthcare
among other things) and an effort of will to organise it. Awareness of such clinical
data as did exist and the insights that could be generated through reviewing it and
identifying questions for clinical research developed slowly until the late 1960s. 

This is not to say that safety, efficacy and professional standards were new con-
cerns: they had been regulated in a variety of ways in the majority of developed
countries for over a century. Indeed, the 1968 Medicines Act in the UK drew
together assorted regulations, legislation and other measures that had been intro-
duced in response to problems and inconsistencies in the way that medicine was
practised. These previous efforts had brought medicine closer to science as the chief
means of raising standards and effectiveness, often bringing their supporters into
collision with traditional practices. However, they had proved insufficient. The Act
was, in large part, a response to an investigation of the widespread use of thalido-
mide as an anti-emetic drug for pregnant women in the 1950s and 1960s. The
effects of the drug on foetal development had not been researched and only became
clear when nearly 12,000 children had been born with severe limb deformities in
those countries where thalidomide was licensed. The deficiencies in the testing and
licensing regimes were not the only problem revealed by this tragedy. The lack of a
centralised system for reporting adverse incidents meant that health care profes-
sionals had attributed the deformities to a range of factors that appeared to them,
locally, to be likely. Those who noted the drug as a common factor were unable to
report or compare their concerns quickly. The scale of the damage caused helped to
turn everyone’s attention to the need for safety data, efficacy testing, and risk/ben-
efit assessments through rigorous licensing, prescribing and reporting rules. Today,
the thalidomide incident is often cited to contradict positive views of the role of
modern medicine in progress. It is worth noting that at the time, while some of the
popular commentary challenged medical science, the thalidomide incident was
handled by official bodies not as a failure of science but as a failure of the regula-
tion of medicines and as indicating a greater need for science. 

In 1972, the pioneering document on evidence in medicine, Effectiveness and
Efficiency,6 was published in the UK by Archie Cochrane, whose name was later
given to the collaboration centre in Oxford, UK, which now leads an international
programme of systematic reviews on the effectiveness of health care interventions.
This document set out the need for data collection and review to establish which
treatments worked and which did not. With this attempt to address more directly
the task of gradually reviewing all existing practices, and keeping new ones under
surveillance, the Evidence-Based Medicine movement began. 

Why is scientific evidence not a straightforward matter in medicine? In large part
it is because subjective clinical observations are often compelling. In deciding
which treatments are working or not, both clinicians and patients are affected by
inclinations, wishful thinking and despondency. These can have a very powerful
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effect on how a treatment is administered and taken, and what its effects are
perceived to be. The gap between perception, even across whole communities of
practitioners, and clinical evidence can be very large, with the evidence seeming to
be highly counterintuitive. For example, tonsillectomy has been widely practised in
cases of recurring tonsillitis in children. It has shocked many general practitioners,
surgeons and patients to learn that the longer-term outcomes (six months to two
years) are the same for those that don’t have the procedure as for those that do, but
without the risks of surgery.

The only way to discover the true effects of an intervention is in a fair test and
one where the role of bias and the play of chance can be ruled out (or near to it).
There are several effective methods for doing this depending on the nature of the
question being investigated.7 In respect of the debates about scientific medicine and
the backlash against it, it is particularly worth commenting on three: double blind-
ing, randomisation and cumulative reviews. 

A trial is double blind when neither the person administering the treatment nor
the patient know whether they are getting the actual treatment or an identical-
looking placebo such as a pill without the active ingredient. Double-blind tests
help to show whether changes in a condition are actually attributable to the spe-
cific procedure or to something else like time spent with a doctor. If wishful think-
ing and other attitudes can play a strong role in actual health outcomes (placebo
effect) and in reported outcomes then it is easy to see how interventions based on
different belief systems, such as homeopathy, might be particularly prone to these
biases. 

Another significant way that results of studies can be biased is in the selection of
people being studied. For this reason, clinical trials are usually randomised – that is,
the test population is randomly assigned to the groups receiving the treatment and
those receiving the placebo. This is frequently confused in popular commentary
with a ‘random selection’ of people, such as consumers who have used a product,
which does not have the effect of removing bias from the findings. 

Finally, Evidence-Based Medicine is emphatically cumulative. It is well recognised
that individual studies can produce misleading results, perhaps because of chance,
especially if they are conducted with small samples, and perhaps because they were
not designed in a way that eliminated biases. It is for this reason that the popular
appearance of many therapeutic areas is of a constant flow of media reports that
contradict each other. One month a study shows that a chemical may cause breast
cancer; the next a large epidemiological study shows that it is unlikely to be a fac-
tor. Similarly, a class of drugs called statins are shown in some studies to be a ‘won-
der drug’ to reduce heart attacks, but then are said to have little effect on many
patients. Through reviewing all the studies of a particular condition or interven-
tion, it is more likely that consistent patterns of benefits and risks are identified and
it is often possible to decide where, overall, the weight of evidence lies much more
reliably. Reviews of new data in the light of existing data also help to assimilate
what has already been demonstrated and to eliminate a lot of unnecessary research,
thereby reducing exposure to risks and delays in effective treatment.

In terms of the old struggle against inertia and tradition, the insights and
improvements gained through Evidence-Based Medicine have decisively won sup-
port. Tensions between the practice of medicine and clinical science do still occur,
particularly when long-established practices are challenged by scientific reviews
that fail to show any benefits from them. This was notable in the discovery that
breast cancer patients undergoing radical mastectomy (complete removal of both
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breasts) did not have better outcomes than patients undergoing the much less
traumatic procedure of localised tissue removal and radiotherapy.8 There is also,
necessarily, a lag between new scientific findings and their adoption so these ten-
sions will never be entirely overcome. But the role of evidence and scientific trials
is now central to medicine, supported morally, empirically and through legislation.
As a review of the international situation has commented:

Although there is still some resistance to the evidence-based medicine movement,
evidence-based health care has now become widely accepted and adopted.
Systematic reviews of the effectiveness of health care interventions are the engine
room of evidence-based health care.9

Ideological challenges 

Does medical science ‘know’ what’s best for us?

Where the Evidence-Based Medicine movement encouraged a rigorous questioning
of the evidential basis for medical practice, the question, ‘How do you know it
works?’ is now being used in a different, rhetorical way that suggests suspicion
rather than inquiry. There is a growing interest in beliefs and practices that do not
reflect the contemporary understanding of human physiology and which tend to
base their authority on tradition rather than on scientific evidence that they work.
These include acupuncture, chiropractic, herbalism, osteopathy and homeopathy,
which are generally referred to as the ‘big five’ alternative traditions. Although lit-
tle social research has been conducted into how widespread or frequent use of
alternative medicines is, their popularity is implied by the multi-million pound indus-
tries that now manufacture and sell them in the UK and in most other European
countries. Despite their incompatibility with scientific medicine, they are increas-
ingly promoted as ‘complementary’ systems that should be given the same support
as Evidence-Based Medicine. 

There is considerable debate about whether clinical trials might find that some
alternative treatments are efficacious. While the dilutions of homeopathic medi-
cines are so great that the chances of a molecule of active ingredient being pre-
sent in the pills is smaller than winning the lottery several weeks in a row, it is
much more likely that some herbal medicines could have an effect on the course
of disease. Indeed, regulatory authorities are considering their possible effects
with concern following reports of herbal medicines interfering in the effects of
blood clotting drugs and cancer treatments. Many medical scientists argue that
there are not different kinds of medicine – just medicine that works and ‘medi-
cine’ that does not. Proof of efficacy would make these alternatives part of main-
stream medicine. This is consistent with the approach of the Evidence-Based
Medicine movement. However, the attraction of alternative medicine seems to be
that it is not part of mainstream medicine. Moreover, advocates of alternative
medicine often argue that it defies the kind of clinical study that is called for by
scientific medicine. As Adam Wishart has noted in his account of his father’s can-
cer treatment, ‘Although there were many different schools of alternative medi-
cine, ranging from the use of ancient herbs to mind-over-body techniques, its
therapists … subscribed to a similar critique of orthodox medicine’.10 It is this
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search for an alternative that poses some challenging questions about the social
dynamics around medicine today. 

The search for alternatives to scientific medicine is not confined to the resurrec-
tion of traditional beliefs over evidence, as in the cases of homeopathy and herbal-
ism. Some groups who reject orthodox medicine reject the medical paradigm. The
natural childbirth movement is hostile to the medicalisation of pregnancy and
childbirth, where women are monitored by medical professionals throughout preg-
nancy and the majority of births are expected to take place in hospitals, many with
medical assistance. Proponents argue for a rejection of this ‘scientistic’ approach.
Similarly, the anti-vaccination movements that have been so prominent in cam-
paigns against the Measles Mumps Rubella (MMR) vaccine are not necessarily advo-
cates of alternative medicine but reject the intervention and are not swayed by the
evidence. In some part this was a reaction to the patient’s experience of medical care,
particularly of surgery and hospitalisation – experiences which are often found to be
disempowering. Social theorists have argued that an infantilising dynamic is central
to the current models of health care, which take as their starting point the superior
knowledge of professionals. 

These movements remain at the margins of society but they do seem to respond
to a more undefined but widespread frustration with mainstream medicine.
Medical advances have not led to effective responses to the challenges of diseases
such as cancer and AIDS and have little to offer for many chronic diseases. Where
the benefits of scientific medicine in earlier interventions had been more straight-
forward and self-evident, few of the conditions that challenge medical science
today are resolved so decisively. Certainly, there seems to be some indication that
rejection of scientific medicine has historically been subsumed in decisive
advances. The anti-vaccination movement began in the 1850s following the intro-
duction of a compulsory vaccine against smallpox in 1853. In the UK it was man-
aged, but not resolved, with introduction of a ‘conscientious objection’ clause just
before the First World War. However, uptake was sufficient and the subsequent
eradication of smallpox, along with the benefits of the typhoid vaccine for troops
fighting in the trenches in the First World War, helped to ensure that vaccination
was looked on positively and as a social responsibility. Some people argue that by
contrast today we have little collective memory of the devastating impact of dis-
eases such as measles and we almost never, in modern European societies, see cases
of rubella-damaged babies. 

The currently intractable problems of incurable diseases and chronic conditions
do appear to be responsible for a lot of interest in alternative treatments. There is
also a growth in symptom-led conditions that are experienced as medical but for
which scientific medicine has no diagnosis much less a therapeutic response. In
combination, these have created a market for health outside of the traditional
health care practitioner relationship. Popular commentary relating health to lifestyle,
food and environment has grown enormously in the past ten years, together with
increased TV coverage and the expanding World Wide Web, to respond to this mar-
ket. In the daily newspapers too, lifestyle columns, supplements and health advice
fight news content for space. 

Responses to this demand for something more than scientific medicine can often
include not just the appeal to tradition of alternative medicine, but also greater
interest in quasi-scientific avant-garde medicine. This is theories and remedies that
purport to be based on science that is as yet unrecognised by the medical estab-
lishment. It is sometimes argued that particular social forces dominate mainstream

Wainwright-Ch-08.qxd  12/6/2007  4:39 PM  Page 140



medical research and that advocates of Evidence-Based Medicine are too blinkered
or too self-preserving to recognise new insights:

The Cochrane Group, among others, has created a hierarchy that has been
endorsed by many academic institutions, and that serves to (re)produce the exclu-
sion of certain forms of research. Because ‘regimes of truth’ such as the evidence-
based movement currently enjoy a privileged status, scholars have not only a
scientific duty, but also an ethical obligation to deconstruct these regimes of
power.11

In a more diffuse form of this argument, scientific knowledge and the desire for
medical progress are associated with corruption and private interest. It is argued
that the medical establishment, perhaps including drug companies, uses demands
for scientific evidence as a system for suppressing innovation and discovery. This
outlook is supported by an alternative health care industry whose marketing and
publicity materials reflect contemporary ambivalence about the idea that orthodox
medicine ‘knows best’. 

The more equivocal idea about the limits of medicine has been, in part, respon-
sible for defensiveness among the medical professions. In their turn, they have
been less inclined to resist some of the criticism and in some cases have found
common cause with attacks on the ‘doctor knows best’ idea that has become a
shorthand reference to the confidence of the professions in the past. There is con-
siderable irony that alternative medicine presents itself as ranged against the resis-
tance and closed-mindedness that have in earlier times been a challenge for the
Evidence-Based Medicine movement. However, this movement now finds itself
accused of the same for its very insistence on evidence and science. 

Another irony is to be found in the presentation of alternative medicine as offer-
ing a more ‘holistic’ approach. If modern medicine has moved with science towards
an evidence-based approach, it has also maintained a holistic approach based on
personal appointments and whole-person appraisal. The definition given at the
beginning of this section, with the emphasis on the individual patient, is the one
that is commonly ascribed to. At its simplest level, this is reflected in prescribing
behaviour among general practitioners taking into account personal circumstances
and likely compliance with treatment. For example, it is recognised that the ability
of a patient to comply with a treatment regime that involves taking a prescribed
medicine three times a day, after meals, at regular intervals varies enormously
between a stable middle-class, middle-aged woman and a homeless young man
with alcohol addiction. In practice, however, doctors are often frustrated by the
lack of resources available. 

The science wars

The rise of wilful superstition, generated from the standpoint of frustration with
or hostility to scientific medicine rather than in ignorance of it, calls into ques-
tion the value that societies ascribe to accumulated knowledge and the entitle-
ments to authority that knowledge bestows. But this is only an implication of the
turn to alternatives and is usually made explicit only pragmatically, in order to
create the space for an alternative to be advanced. In academic debate, however,
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there has been a much more sustained and pointed attack on science and scientific
knowledge claims.

This attack has coincided with a general loss of confidence across advanced modern
societies in the idea that science delivers progress. Without the optimism that had
been associated with advances in scientific knowledge and application – for their con-
tribution to challenging traditional authority and human suffering – the scientific
world now appeared to be enjoying unwarranted influence and power. Some criticism
started out as a reaction to the apparent ‘clubiness’ and complacency of science. From
the late 1980s, the academic critique of scientific rationality has gained momentum.
Scientific knowledge, it is contended, is not free from the values and influences within
which it is generated; it is socially constructed. The development of social constructivism
has moved towards a rejection of the notion of objective observation. Some social con-
structivists argue that scientific observations of the natural world are no more inher-
ently ‘true’ than other perceptions or forms of knowledge such as folklore. If that is so,
on what authority do scientists pronounce on others’ ideas or influence policy or
enjoy social status? One answer to this question is provided by cultural theory, which
is more emphatic that scientific knowledge is itself little more than a tool of power and
control and that, consciously or unconsciously, it has developed to reinforce the dom-
ination of powerful elites, of men over women and of white professionals over other
ethnic and social groups.

These are, largely, not responses to specific experiences or scientific claims but are
more of a political attack on science as a way of knowing, as a body of knowledge
and as the means of wielding power. They represent something of a triumph for
Foucault’s concept of knowledge as power. The debates that have ensued, about the
nature of knowledge and the claims of science, are referred to as the ‘Science Wars’.

The ‘Science Wars’, taken in their own terms, appear as an intellectual debate,
and one that has frequently been presented in caricatures, with positivistic, arro-
gant scientists on the one hand and post-modern social scientists who hold that
nothing is true and science is just a cultural construct on the other. While the argu-
ments are provocative and worth examining in their own terms, what is of greater
significance is the broader shift in attitudes to accumulated knowledge and scien-
tific endeavour that occurred alongside them and which have interacted with cri-
tiques of science at intellectual and pragmatic levels. 

This is somewhat different from the way in which science was disparaged earlier in
the twentieth century. When C.P. Snow famously wrote about the ‘two cultures’ –
scientific and literary – in 1959, the debate was about the social value that we place
on art and on science.12 Science deals with the facts, it was argued, not with what
is beautiful or desirable. Although arguments continue about the cultural impor-
tance of science, it is the assertion of objectivity that is at issue today. 

The term post-modernism is used quite commonly today to refer to what would be
more accurately described as social constructivism and varying degrees of rela-
tivism. In the 1980s, post-modernism, in its strict sense, enjoyed some short-lived
popularity in the humanities and to a lesser extent in the social sciences. It seemed
to capture a moment when people became more alienated from social institutions
and from mainstream sources of authority, by emphasising the fragmentary nature
of experience. The post-modern idea was, really, just an assertion and, in the
absence of a strong intellectual framework, some post-modernist thinkers drew for
credibility on concepts in the physical sciences that suggested disorder at the heart
of the universe. Scientific inquiry was dismissed by post-modernism – implicitly
and explicitly – but this made little impact on wider attitudes and the superficial
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links that some writers drew between social relations and natural laws collapsed
under the minimum of scrutiny. In fact, contrary to current assumptions, many
social constructivists and cultural theorists were hostile to the implicit suggestion
of post-modernist philosophers that meaning was generated randomly, indepen-
dent of social relations. To accept this proposition would in effect render any kind
of social action or critique – or science – pointless. 

It was in the early 1990s that social constructivism began to take hold in the dis-
cussion of science and that ‘science studies’ emerged as an academic discipline. The
target of objections from early representatives of science studies were the ‘truth
claims’ made for science. Although they were not ostensibly motivated by an attack
on the large-scale expenditure on big science projects that had been associated with
the Cold War, it is likely that they gained more ground because they coincided with
a dampening of political (and financial) commitment to such projects. 

The science world has a high representation of men and has drawn some of its
most fervent criticism from feminist thinkers within social constructivism. In
part, these are arguments for inclusion. Sandra Harding, who allegedly claimed
that Isaac Newton’s Principia Mathematica is a ‘rape manual’ because ‘science is a
male rape of female nature’,13 stresses the significance of women’s perceptions
and analysis, arguing that they have value in scientific and technological work.
This perspective, known as feminist standpoint theory, has not been widely
advanced however. The more frequent argument made is that science is subject to
social forces, as advanced by another feminist theorist: ‘on every level, choices are
made – of what it is that we want to know, of how we ought to proceed, of what
counts as knowledge – and these choices are social even as they are cognitive and
experimental’.14

Empirical studies are rarely called upon. Indeed, much of the constructivist asser-
tion about science lacks even anecdotal support. However, the view that scientific
knowledge represents just one kind of ‘knowing’ and there are other discourses,
such as those based on personal experiences or stories, which should be viewed as
no less important in generating knowledge, has been more widely attractive for its
appearance of being democratic. Advocates argue that we should stop treating
expert knowledge as privileged. 

Throughout the science wars, many arguments have been advanced against the
social constructivist view of knowledge, by both left and right, from within science
and from other quarters. That science is not itself democratic – we do not decide
what is most likely to be true by voting on it – does not mean that scientists are
anti-democratic. Scientific knowledge is different from socially agreed norms. A
leading writer on the history of science, John Gribbin, has argued that, contrary to
the views of some sociologists and historians, scientific truth cannot be equated
with artistic truth. Rather, science is to some extent divorced from the economic
and social upheavals going on in the world at large, and it is a search for objective
truth.15 This is an argument that is difficult to dispute. The law of gravity was the
same for the Incas as it is in modern-day Japan. Society’s relationship to it has
changed – we now manipulate the laws of nature, such as with skyscrapers, eleva-
tors and aeroplanes. 

Thoughtful critics of the constructivist school have sought to make the distinc-
tion between what they would regard as a legitimate approach to the institutions
of science, which are social, and science itself.16 This distinction became clearer in
a row about the nature of knowledge claims following a hoax perpetrated by a left-
wing scientist in order to expose the constructivist school. 
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Sokal’s hoax

The science wars are now considered by many to have peaked in the mid-1990s
following the exposure of ‘Sokal’s hoax’, which became a symbol of the science wars.
The hoax is a useful window on the frustrations of the ‘science wars’ arguments. In
1994, Alan Sokal, a professor of physics at New York University, set out to expose
the growing fashion for the cultural and constructivist theories of science and what
he regarded as their pretensions to substantial analysis in the place where critical
analysis should be clearest. He wrote an article called ‘Transgressing the boundaries:
towards a transformative hermeneutics of quantum gravity’, in which he purported
to argue that the laws of nature are socially constructed. Throughout the article, he
inserted, often at random, phrases in vogue among the cultural theorists: 

It has thus become increasingly apparent that physical “reality”, no less than
social “reality”, is at bottom a social and linguistic construct; that scientific
“knowledge”, far from being objective, reflects and encodes the dominant ide-
ologies and power relations of the culture that produced it; that the truth claims
of science are inherently theory-laden and self-referential; and consequently, that
the discourse of the scientific community, for all its undeniable value, cannot
assert a privileged epistemological status with respect to counter-hegemonic nar-
ratives emanating from dissident or marginalized communities.17

Sokal submitted this satirical article to the cultural studies journal Social Text, whose
editors failed to realise that it was a hoax and published it in the Spring/Summer
1996 issue. Sokal then immediately published his exposé of his hoax in another
journal, in which he criticised the editors of Social Text for publishing an article on
quantum physics without feeling the need to consult anyone who knew about the
subject. He accused the editors of being so flattered by the use of terms of which
they approved that they had willingly published his ‘self-indulgent nonsense’.18

The author’s revelation of his hoax provoked a very angry response from the cul-
tural theorists. The editors of Social Text argued, in their defence, that they had not
understood the science and that they had published the essay because it dovetails
with post-modern theory. Several commentators on this incident pointed out that
this was Sokal’s point: to expose the pretensions of the cultural theorists to under-
stand what they most disparaged, but more importantly to expose the laziness and
muddled thinking of much constructivist discourse in science studies. Sokal was
not so much trying to defend science with this hoax, although he is frustrated by
insubstantial critiques, as to draw the attention of the Left to its own ‘disastrous
thinking’. 

The weakening of constructivist approaches to science

The row about the Sokal hoax was not just a debate that animated the academic
sides of the science wars. Newspapers and magazines internationally covered the
story and it became the focal point for a critical discussion about the state of cul-
tural studies of science. In particular, the publication of the hoax piece drew strong
criticism from others on the academic Left who did not take a post-modern, rela-
tivist or extreme constructivist approach to knowledge. Subsequently, the cultural
critique of science has lost much of its academic force. Whether as a result of the
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criticism and embarrassment from within the social sciences and humanities, or
because the approach seems to have failed to deliver a coherent critique of scien-
tific knowledge and expertise, is a matter of ongoing debate. 

What is very likely is that that driving force for the constructivist argument – the
frustration with the influence of science – has lost some of the momentum of the
initial, quite dramatic loss of confidence in scientific progress in the 1980s and
1990s. Second, while attacking knowledge has created some considerable space for
alternative sources of authority and expertise in public life, science has not made a
particularly good target for challenging power relations. It necessitates undermin-
ing knowledge as the basis for objecting to inequality and it undermines the possi-
bility that the human condition could be improved practically through medicine,
public health and new technologies. As several commentators on the science wars
have pointed out, powerful elites have the guns and money, why should radical
critics cede to them clear thinking too? 

Under these pressures, the constructivist argument retreats into pointing out
human fallibility and inconsistencies in the application of scientific principles or
use of evidence. The fallibility of science is regularly highlighted in discussions
about alternative sources of knowledge. In this way, it is used to suggest that all
things qualify as legitimate. However, this sets up scientific knowledge as some-
thing of a straw man, suggesting that it makes claims of certainty and infallibility
that are not in evidence. As the commentator James Robert Brown argues, ‘scien-
tific objectivity is compatible with a high degree of fallibility’.19

A further weakness in the constructivist appeal is that their reaction to scientific
‘control’ of knowledge is to promote the authority of other kinds of knowledge or
expertise. In this sense, it is simply copying what it criticises, and establishing
expertise as a route to power and authority. Not surprisingly, the beneficiaries of
this new expert space have been a small, elite group of critics and some cam-
paigners who have adopted their successful innovation of opening up space for
influence by making traditional authorities defensive. It has created a pattern for
others who want to make a bid for authority and managerial influence, but one
that, while arguably as exclusive, removes the knowledge relationship with the
wider population. 

The direct assertion that knowledge is a social or cultural construct has also been
difficult for its advocates to sustain on a more practical basis in modern societies
where we depend on our houses being wired for electricity and where we expect
heart bypass operations to extend life. In those conditions, the view that nothing
is known and that all discourses are equally valid is likely to strike many people as
fatuous. However, as we see in the following section, while the realities of modern
social and political existence constrain the ideological attack, they also are unable
to resist it in parts. In a more popular form, weakened versions of constructivist
ideas are proving irresistible as a possible constraint on the authority of science in
a range of settings. 

Defensive science: participation

and democratisation

Beyond the heated exchanges of the science wars, which were often confined to col-
lege campuses of the United States, few scientists have found themselves equipped

Medicine, Science and ‘Higher Superstition’ 

145

Wainwright-Ch-08.qxd  12/6/2007  4:39 PM  Page 145



with a convincing reply to hostility and there has been little concerted resistance to
the attacks on science and scientific medicine. Despite the weaknesses and contra-
dictory character of challenges to scientific knowledge and evidence, many institu-
tions have responded by embracing the demands for ‘democratisation’, lay
involvement, expansion of experts and constraints on scientific research. While the
science and the claims made by scientists have been presented in caricatured form
in much of the debates about science and scientific medicine, the charges of arro-
gance and elitism have succeeded in making many scientific institutions defensive.
Representatives of orthodox medicine have been particularly sensitive to criticism.
This is probably in part because it is medical science that has so frequently been at
issue and in part because clinical application dictates a closer connection with the
public and it is therefore necessarily sensitive to social trends and public perceptions. 

In surveys of public attitudes to professionals, doctors generally do well and
are cited as one of the most trusted groups. However, this is not fully reflected in
the way that patients behave. There is much reference to the ‘end of a culture of
deference’ towards doctors and to the emergence of a ‘second-opinion culture’.
These are regularly discussed in popular commentary and in the pages of medical
publications. The growth of alternatives to mainstream medicine implies a distrust
or dissatisfaction. This inability to satisfy patients is keenly felt through the per-
ceived threat of litigation, which also provokes much comment among the medical
professions as well as leading to the implementation of new codes designed to
avoid misunderstandings and recriminations. 

There is another argument that supports the institutionalisation of lay committees
to review scientific decisions. It is argued that science – particularly medical science –
is now moving so fast and transgressing boundaries that have substantively bigger
ethical implications. In particular, gene technologies and stem cell research are cited.
This view sees the opportunity for lay review and input from other kinds of experts
as a welcome constraint on scientific research and technological innovation that
might otherwise introduce unwanted fundamental changes in our existence. 

Individuals from government, academia and the civic sector who lead the chal-
lenges to scientific authority have flattered cynical attitudes to expertise, elevating
subjective, intuitive responses. Their cause has often been presented in aggressively
populist terms, sometimes as a ‘grassroots’ request for empowerment. Populism is
difficult to resist without appearing to endorse arrogance or elitism. In effect, a trap
is laid whereby insistence on scientific evidence or attachment to medical expertise
is equated with a desire to return to a lost age of deference and ‘doctor knows best’. 

Health care practitioners and scientists are also inhibited by their own awareness
of the fallibility of medical science and limits of current knowledge. As discussed
earlier, effective therapeutic responses to AIDS and many cancers have been elusive.
Improvements in drugs for chronic conditions have happened, but they have
tended to be incremental and not on the scale of innovation or eradication of suf-
fering associated with vaccines, hip replacements or heart transplants. Many scien-
tists are also uncomfortable with the politically driven agenda for science and with
the lack of measure in claims that national governments have made from the ‘war
against cancer’ of the Nixon years to the idea of economic recovery through the
‘biotechnology revolution’ today. In such circumstances, even the consensus about
the dramatic gains of medical science of the past is more readily questioned. Earlier
arguments that, contrary to received wisdom, improvements in life expectancy and
health came about largely through public health measures20 are being redeployed
to this debate about the desirability of scientific medicine. 
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A further cause of defensiveness in medical science is the public hostility to the
power and influence of the pharmaceutical industry. This hostility has had little
impact on demands for both prescription and over-the-counter medicines, but it is
widely articulated through the media internationally, and it is expressed through
popular culture too. Sectors and companies have become by-words for corporate
power, ‘Big Tobacco’, ‘Big Pharma’, Monsanto and Exxon are common examples. As
many articles in the pages of the British Medical Journal, the Journal of the American
Medical Association and other medical publications point out, the research agenda
is shaped by political and commercial funding priorities. Anxiety about vested
interests in scientific medicine has become firmly entrenched in the professional,
as well as the popular, sphere. 

The approach of pointing to shortcomings in processes to call into question general
principles is particularly strong in the discussion about the shortcomings of the peer-
review system. That scientific journals have published papers with substantial flaws, or
rejected those with scientific merit, or that the system, like any reliance on human
judgement and trust, can be found wanting, few would deny. This is a kind of chas-
tening thesis – the seeking of agreement that scientific medicine is not so impressive –
from which point it becomes easier to advance the inclusion of alternative experts and
new layers of managerial constraint. Doctors and scientists are themselves sometimes
attracted to this kind of thesis because they too are aware of the potential for error and
revision. It should be noted that there is not a discussion about the usefulness of hav-
ing lay members on committees, or putting proposals to ethics groups, both of which
have been used in the past by bodies who have found benefits from them. It is a dis-
cussion about entitlement and participation on a moral basis, for its own sake, as
described in Sandra Harding’s arguments for feminist standpoint theory.21

More significantly than these difficulties in resisting populist initiatives and chas-
tening arguments, acceptance of them offers a kind of peace, whether from the sci-
ence wars or from the unpleasant and disruptive attacks on scientific research,
particular technologies and medicine. Research funders, government commissions
and communications initiatives have urged this acceptance on their scientific con-
stituencies, in an attempt at consensus building and for fear of losing public legiti-
macy. By redefining the backlash against scientific medicine and attacks on science
into problems of scientific arrogance or lack of political consultation, they become
manageable. In this activity, many different groups conspire in search of a more
peaceful and pleasant arrangement. In the process, scientists fail to address the hos-
tility and conceptions of science that inform the backlash. 

The new etiquette

Despite the widespread expectation that medicine should be science based, there is
a reaction against scientific medicine. At the popular level this takes the form of a
search for alternative therapies and authorities. Having established the importance
of scientific training as the basis for medical authority, society’s relationship with
that authority is often uneasy. Expectations of evidence-driven medicine coexist
with hostility to orthodox medical practices and knowledge.

At the level of academic debate, there has been a retreat from the idea that science
contributes to social justice and progress, and the social constructivist critique has
extended to challenging rationality and the very possibility of scientific knowledge.
Unlike the earlier challenges to evidence-based medicine of overcoming superstition
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and tradition, these new challenges have developed in spite of science rather than
in ignorance of it. 

At the level of institutional governance, this wilful superstition and the demand
for democratisation have led to an embrace of new forms of expertise and a formal
recognition of alternative therapeutic approaches. Since the early 1990s, it has
become commonplace for critics to develop new etiquettes about the way in which
science, and medicine specifically, should engage the public. Academic arguments
about the need to privilege lay knowledge have achieved little popular circulation,
but initiatives to incorporate a broader range of expertise into medical science are
now widespread. A space for doing this has been created by the belief that interac-
tion between scientific and medical bodies and the wider public is highly problem-
atic or unsatisfactory. 

This interaction has also, in the process of opening up medical science to a broader
range of concerns, become more problematic. One of the problems that it creates is
to make responsibility much more diffuse. When, for example, a review of the sci-
entific research on the Measles Mumps Rubella (MMR) combined vaccine included
the groups of parents who objected to the vaccine because of newspaper stories
about a possible link with autism in children, it caused confusion about what the cri-
teria were for conclusions in the resulting report. Similarly, in 2000, the UK’s House
of Lords Select Committee Report on complementary and alternative medicine was
so dominated by finding compromises between opposing views that the standards
being applied in the judgements and recommendations were varied and unclear.
Unexpectedly, involvement of lay groups and a wider pool of non-scientific exper-
tise has made the process by which decisions are reached more mystifying and there-
fore harder for communities to understand and respond to. There is also a tension
between extending decision making about medical science and research funding on
the one hand and a stronger desire for accountability among medical experts, which
is frequently given expression in legal action by patients and consumers. 

Conclusion

Contrary to the popular appearance of initiatives such as lay committees and
patient expertise, many of these initiatives were led from the top by the institutions
that they are viewed as challenging. They appear to have found an accommoda-
tion, but it is one that reproduces ambivalence about scientific medicine and
undermines knowledge-based accountability. While intended to promote legiti-
macy and a more peaceful, manageable set of relationships, they have the effect of
side-stepping the hostility and other causes of reaction against scientific medicine
instead of confronting them. Some initiatives, particularly around the use of alter-
native therapies, proceed in awareness of their failure to address this. What appears
as a backlash is in fact the coalescence of trends, which have consolidated around
a number of successful arguments, all of which concern the dominance of science.
It is defensiveness among institutions that has given these reactions a permanent
operational presence and has turned them from transient complaints into well-
crafted appeals for influence. Scientific medicine, and to some extent scientific insti-
tutions more widely, have institutionalised their own backlash. As a self-conscious
concession to arguments that are not privately endorsed, this contributes to bad
faith and further politicises science. The successes of the Evidence-Based Medicine
movement make less sense to such a politicised debate.
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Discussion topics

Can complementary and alternative medicine be ‘evidence based’?
Explore the proposition that science is just another belief system.
Can science be democratic?

Further reading

Brown, J.R. (2001) Who Rules in Science? An Opinionated Account of the Wars. Cambridge,
MA: Harvard University Press.

James Robert Brown reaches beyond the caricatures of the Science Wars as a debate
between Left and Right to examine the social and political impact of social constructionism,
including a thorough and illuminating account of the Sokal hoax. He explains what is
meant by the scientific method (Chapter 2) and goes on to explore the historical and con-
temporary philosophical debates about science and reason.

Evans, I., Thornton, H. and Chalmers, I. (2006) Testing Treatments: Better Research for
Better Healthcare. London: The British Library.

This book is about how medical research is designed to produce fair and reliable evidence
about the efficacy of treatments. Through case studies and historical accounts it explains
the development of Evidence-Based Medicine and looks at the sometimes astonishing
insights that clinical trials have generated about therapies that work and those that do not.

Levitt, N. (1999) Prometheus Bedevilled: Science and the Contradictions of Contemporary
Culture. New Brunswick, NJ: Rutgers University Press.

Norman Levitt, mathematician, writer and veteran of the Science Wars, addresses the
challenge posed by the academic Left’s embrace of obscurantist intellectual trends.
Through a review of debates from the repatriation of remains to the democratisation
of science, he argues that what is at issue is the progressive aspiration to knowledge
and objectivity and thereby accountability.

Tallis, R. (2004) Hippocratic Oaths: Medicine and Its Discontents. London: Atlantic Books. 

Ray Tallis reviews and challenges the cultural ambivalence that has recently emerged
around medical progress and expertise. He examines the attacks on medicine and med-
ical practice from media scares, the growth of pseudo science, and the extension of
political control over the medical profession.
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9
New Dimensions of Health Care Organisation

Mike Bury

Britain’s National Health Service is changing rapidly from a centrally man-
aged and state provided system to a more pluralistic model which incorpo-
rates the private sector and managed competition.
This transition has been accompanied by equally dramatic changes in the
nature of the medical profession and the role of the patient and public in
health care.
The medical profession continues to enjoy a high degree of status and
authority, but the traditional autonomy and self-regulation of the profession
are increasingly challenged by managerialism, corporatisation, litigation,
and a greater emphasis on regulation and accountability.
The rationale for change is to make the NHS more responsive to the needs
and preferences of patients and the public. The notion of a ‘patient-led NHS’
implies greater choice and control, but with this comes a new responsibility for
patients and the public to become actively involved in health care provision.
These changes amount to a significant shift in the relationship between
health care provider and recipient; this chapter explores the tensions and
opportunities therein.

Public sector workers ... do a fantastic job. They are bound to be the main deliv-
erers of our programmes. But are we going to make patients wait in pain for oper-
ations because of some dogma about not using private hospitals, even though
they may have spare capacity to do NHS operations? Are we going to force local
communities to put up with crumbling Victorian buildings for years and years and
years just because we have some ideological objection to a private company
building their new hospital? 

Tony Blair, 2002

Health services in the UK, as in other developed countries, are going through a
period of rapid change. The National Health Service (NHS) constitutes one of the
largest organisations to be found in any country. In 2005 it spent £70 billion (2005
prices) and employed over a million people, about 375,000 of whom were nurses.1

By contrast, the largest private company in Britain, in terms of people employed,
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Tesco, came a distant second: it had a turnover in 2005 of £35 billion and employed
about 200,000 people. It is therefore unsurprising that attempts to reorganise a
huge enterprise such as the NHS have been fraught with difficulty. Many different
structures and interest groups are at work, and the ‘product’ of the organisation –
health care – comes in many shapes and sizes. Attempts to fashion new working
practices, new funding arrangements and introduce new relationships within the
organisation, often by a government operating with short-term political goals,
raise, to say the least, complex issues.

In order to provide a workable focus for the chapter, two dimensions of health
care organisation will be examined: the changing role of the medical profession and
medical practice, and the role of patients and the public in health care. Through
examining these two dimensions a number of features of the ‘new’ NHS should
become visible, including changes in the power of the medical profession, the
growth of a more plural form of health care delivery and the growth of managed
consumerism in health care. What will also become clear is that the organisation of
health services in the UK has departed from a centrally organised NHS which is
both state funded and state provided. While state funding remains important, local
control of finances (through, for example, Foundation Trusts) and a more plural
system of providers including those from the private sector, has moved centre stage. 

The changing nature of the medical profession and

practice

At the time of the General Election in the UK in 2005 the King’s Fund (a London-
based health policy think-tank) was commissioned by the Sunday Times to draw up
an ‘NHS audit’. This provided an overview of a range of changes in the NHS, and
attempted to assess whether their goals had been met. With some provisos the
answer was, largely yes. The audit noted that since the turn of the century, the
Labour government had committed itself to raising the level of health care expen-
diture year on year, in order to reach 9 per cent of GDP (around the European
average) by 2008. In this the government was on target, as was the case with organ-
isational issues such as reducing waiting times for services, and increasing the num-
bers of doctors and nurses working in the system. Ten thousand more doctors,
20,000 more nurses and 6500 more therapists were apparently recruited into the
service.2 The audit also found that patient satisfaction with the NHS remained high
overall, despite negative media stories. The report suggests that public views of the
NHS are therefore influenced less by the media than by actual experience. However,
the changes documented by the report only take us so far.

Professional power and managerialism 

Useful though such an overview is, in keeping a sense of perspective of develop-
ments in the health services, it cannot tell us much about the changing relation-
ships which are accompanying the ‘new’ Labour agenda. For example, though
targets such as shorter waiting times can bring about real benefits to some patients,
they may be at the expense of others, whose need may be greater but who do not
yet pose a threat to the achievement of the target. Much public discussion and
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comment has focused on such contradictions and unintended consequences of
health care ‘modernisation’.3 In particular, tensions between NHS managers, whose
task it is to meet targets, and health care providers who may have other priorities
are built into the system. Critics of the ‘new’ NHS, such as Pollock point to the con-
flicts that arise under these circumstances. Whereas in the past a ‘professional med-
ical ethos’ underpinned health care organisation and management, now a more
entrepreneurial and ‘distinctly “macho” management style’ has come to the fore.4

For Pollock the shift from medical authority and expertise, to management systems
based on political decisions and top-down initiatives marks a break with planning
to meet need. She argues that this is part of an attempt essentially to privatise the
service, an issue to which the chapter returns later.

For the present purposes, it is the question of the changing social relations of
health care that are of concern here, and especially the central position of the med-
ical profession. In this respect, changes introduced under the Labour Government’s
‘modernisation’ agenda, have continued those set in train during the Thatcher
years. Labour’s ‘modernising’ intentions were set out soon after the 1997 election
in The New NHS: Modern, Dependable.5 As we shall see, a raft of initiatives followed
this initial statement. Over the years, the changes involved have sought progres-
sively to give more power to managers and reduce the influence of senior doctors
on decision making and funding. Thus treasury-driven policies can hope to bypass
resistance from the medical profession, and be implemented directly by NHS man-
agers. In the latter half of 2005, for example managers came under intense pressure
to reduce costs and stay within their budgets, despite predictions of substantial
deficits across the system.6 As with achieving health service targets in previous
years, the failure to meet such goals on the part of managers could lead to the ter-
mination of their contracts, a matter far more difficult to achieve if senior hospital
consultants were in charge, as previously, of hospital finances. 

Having said this, the long-term decline in the influence and power of the medical
profession in the health services (and the rise of managerialism) has been much
debated. In the 1970s medical sociology was strongly influenced by Eliot Freidson’s
thesis on the medical profession. This held that in the USA and in other advanced
health care systems the medical profession held sway. According to Freidson’s
approach to the professions it was the degree of autonomy over work practices that
provided the basis of medical power. This independence from scrutiny or regulation
was then used and extended beyond the borders of medical practice. In so far as the
medical profession made claims to have jurisdiction over wide areas of life (what to
call illness and why, for example) and over the forms and delivery of medical treat-
ment, they were acting, according to Freidson, essentially on a moral terrain. That
is, health, illness and health care were seen as issues being decided by the medical
profession alone, divorced from lay perspectives.7 But for Freidson, the medical pro-
fession had no more right to decide on health-related issues than any other group in
society. Medical knowledge and technical expertise should not, in this view, be used
to underpin medical dominance over all matters to do with health and society. The
special claims of the professional to have privileged status over health and health
care were seen to be illegitimate, and in need of challenge by the wider society. 

In an afterword to the second edition of Profession of Medicine Freidson noted
changes in health care organisation that had occurred since his first edition, which,
he said covered the ‘Golden Age’ of medicine between 1945 and 1965.8 In particu-
lar, the rise of Medicare and Medicaid in the USA, which provided state involve-
ment in ‘paying the bills of the elderly and the poor’, and of ‘large corporate
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employers’ paying for medical insurance, moved the centre of gravity away from
the medical profession. Even so, Freidson maintained that ‘the loss of extensive
political influence and economic independence does not represent the loss of
professionalism as I have described it’.9 While the loss of ‘clinical freedom’ was
‘virtually complete’, Freidson could see that all kinds of informal moves by the pro-
fession to evade constraints and maintain a high degree of control were always pos-
sible. One thinks today, of doctors in the UK context, despite the growth in the
power of managers, working their way round waiting-time targets and trying to
assert ‘clinical judgement’ against ‘political interference’. To the extent that such
actions are successful, the loss of power by the medical profession may be more
apparent than real. Freidson saw such power as being differentiated throughout the
profession, and exercised in everyday practices, not simply being held or lost by a
national unitary body.

Corporatisation and globalisation in health care

There are other factors which point to a more radical shift in the role of the med-
ical profession in the health services. Partly in debate with Freidson, McKinlay and
Marceau10 for example, have argued that the external context of medical practice
(in the US context, though much of what they say is applicable increasingly to the
UK) marks a major break with the past. Most notably, they argue that ‘medical dom-
inance’ has given way to ‘corporate dominance’. Where once fee-for-service held
sway in the US system, ‘increasingly concentrated and globalized financial and
industrial interests’ dominate.11 These interests not only influence the financing of
health care but the way health care organisations are run and medicine practised.
Such practice takes on an increasingly ‘assembly line’ character with the timing,
type and tempo of practice being monitored and regulated. Achieving targets in the
‘new’ NHS are in many respects similar matters of volume and throughput of activ-
ity characterised by such specifications. 

McKinlay and Marceau make two other points that are relevant to the discussion
here. One of these concerns an additional feature of the ‘external’ environment:
the increasingly globalized character of health care. In the USA and in the UK the
movement of medical personnel across national boundaries is becoming increas-
ingly common. The European Union, for example, is providing increasing oppor-
tunities for mobility for doctors between countries, subject to local licensing and
training requirements. At the time of writing, for example, press reports have been
appearing of GPs flying into the UK to provide week-end cover from different parts
of Europe,12 and there are now several hundred registered doctors in the UK from
France, Germany and Italy alone. Clearly such movements will tend to undermine
the position of national professional bodies such as the British Medical Association,
as individual doctors operate outside of their influence or control. 

Additionally, globalisation also means that health care corporations can operate
on an increasingly international basis. Pollock makes the point that private health
care companies are looking to increase their penetration into socialised health care
systems such as exist in Europe. Pollock argues that a series of meetings of the
World Trade Organisation and the General Agreement on Trade in Services in the
1990s paved the way for expanding the range of services being put forward for pri-
vate investment and competition.13 Health care is one such service. Debates about
the role of US companies such as the United Health Care group, and their attempts
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to offer packages of care for the chronically ill to the NHS through a scheme called
‘Evercare’ is only one example of a growing international trend in health care
organisation which can be seen to bypass medical jurisdiction.14, 15

The second point made by McKinlay and Marceau concerns the increasing com-
petition among health care workers. The rise of what in the USA are often called
‘non-physician clinicians’ (NPCs) – ranging from nurses, through chiropractors and
herbalists to optometrists and podiatrists16 – constitutes a major challenge to med-
ical dominance. Even though the ‘overall pie’ of health care, as these authors put
it, is likely to increase, so too is the competition between doctors and NPCs. Cooper
and Stoflet17 make the point that the rapid rise in NPCs raises critical issues con-
cerning the quality of care. Of importance here, however, it their observation that
the best results from NPC care tend to be at the less complex end of health care,
and when such workers are under the direction of a medical physician. In other
words although NPCs are on the rise (nurses’ sphere of practice in particular is
expanding rapidly), they may be operating in such a way as to offer limited chal-
lenges to medical dominance. Although a much more pluralistic health care system
is likely to develop in countries such as the UK, as it has in the USA, whether this
constitutes a major plank in the reduction in the power of medicine, as McKinlay
and Marceau seem to think, is open to debate.

From the foregoing discussion it is possible to see important processes at work in the
‘new’ forms of health care organisation appearing in countries such as the UK and
USA. Most importantly, perhaps, the role of the medical profession is being trans-
formed by the rise in bureaucratic and corporate pressures. While the US system has
moved to more ‘managed’ forms of care, socialised systems such as the UK NHS are
moving towards greater pluralism, in which private health care delivery will be increas-
ingly evident. It is important, however, not to see a simple process of convergence hap-
pening here. Despite changes in medical practice in the USA, writers such as Wholey
and Burns18 argue that this does not constitute moves towards the socialization of
health care as a whole, if only because such managed care is not offered to uninsured
populations. Similarly, though changes in health care organisation in the UK (more
aggressive management, stricter financial control and target setting) offer major chal-
lenges to the former dominant position of the medical profession, the NHS remains a
centrally funded system of care, with doctors still occupying a key role in the delivery
of that care, in what Salter19 refers to as the ‘disposal of resources’. Nonetheless,
changes in both systems are marked by a significant shift in the role of the medical
profession towards less clinical freedom and a reduction in power.

Before the chapter turns to related and perhaps contrasting changes occurring in
the patient’s role there are two other aspects of the context of medical organisation
and practice that need briefly to be considered. Both are arguably central to under-
standing the pattern of health care organisation in the current period. 

Litigation and health care

The first of these is the change in the legal context of medical practice. It is clear that
the protected status of medical practice, enjoyed within socialised systems such as the
UK NHS, has reinforced the autonomy and authority of the medical profession. While
mistakes and errors may well have occurred in the past, these were seen largely as
‘internal’ matters. The public either accepted the situation or more cynically saw
medicine as a ‘closed shop’ in which the members – doctors – would protect each
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other. Unlike the USA, litigation was rare in the UK, and the courts, let alone the
police, were not likely to spend much time on medical matters. 

During the 1980s and 1990s claims for medical negligence began to spiral. A recent
report states that in one English region alone ‘clinical negligence claims increased by
72 per cent between 1990 and 1998’.20 The report goes on to say that nationally
claims had doubled from £1.3billion in 1996–7 to £2.6billion in 1999–2000. These
trends are a sign, the report says, of an ‘increased litigiousness on the part of patients’.
Individual claims for conditions such as cerebral palsy, as the result of mistakes occur-
ring at birth or shortly afterwards, can amount to millions of pounds. The risk of hav-
ing to pay such sums from health service budgets has to be anticipated in financial
planning within local health care organisations.

More important, perhaps, from a sociological viewpoint, is what this tells us about
the changing nature of health care, and especially the position of doctors within the
system. Having enjoyed special privileges the profession is at the time of writing
exposed to potential criticism and censure on a regular basis. There is an added level
of complexity as a result: the implications for medical care are not always those
anticipated by the litigant. In 2005, for example, a leading paediatrician in Britain,
Sir Roy Meadow was struck off the medical register by the General Medical Council
(GMC) which regulates medical practice in the UK. This followed the case of Sally
Clark who had been convicted of the murder of her two sons. Mrs Clark’s conviction
was overturned in 2003 after a second appeal. The GMC ruled that Meadow’s evi-
dence in Mrs Clark’s trial (including statistical estimates of the probability that both
children had suffered natural deaths) amounted to serious professional misconduct.
The chairwoman of the GMC hearing told Meadow that his conduct had ‘under-
mined public confidence in doctors who play a pivotal role in the criminal justice
system’.21 While Mrs Clark welcomed the verdict, Alan Craft, president of the Royal
College of Paediatrics argued that ‘there will be a huge knock on effect on expert wit-
nesses, both in child protection … and right across the whole field of medicine’. A
reduction in the privileged position of the medical profession may make them more
accountable. But it may also have the unintended consequence of damaging posi-
tive aspects of the wider role that medical practitioners have carried out in the past,
with widespread withdrawal from high risk-specialties.22

Regulation and accountability in the NHS

The second aspect of the organisation and practice in health care which needs to
be noted here concerns increasing regulation and monitoring, alongside account-
ability through litigation. The influence of scandal on health services is not con-
fined to expert opinion offered in criminal trials. Britain has witnessed a stream of
events in the last ten years or more which have led to increasing regulation. Two
very different cases stand out. The first is the events surrounding a paediatric unit
at Bristol Royal Infirmary in the 1980s where 29 deaths among children undergo-
ing heart surgery were investigated. As a result, two doctors were struck off the med-
ical register and an enquiry lasting three years costing a reported £14m, involving
577 witnesses and over 900,000 documents made a host of recommendations and
criticisms.23 Secrecy and arrogance among doctors were particularly highlighted.
The chairman of the enquiry, Sir Ian Kennedy, went on to set up and then chair the
Healthcare Commission, whose role it is to ‘assess the performance of healthcare
organisations, [and] award annual performance ratings’ on behalf of the DoH.24
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The other case which has received enormous professional, policy and public atten-
tion concerns the conduct of Dr Harold Shipman, a general practitioner in
Manchester, who was found guilty in July 2000 of murdering 15 of his elderly
patients, but who probably killed over 200. After his conviction, enquiries were held
into the circumstances surrounding his actions, and recommendations were made
for future medical practice (Shipman committed suicide in prison in January 2004).
In response to this case, and other enquires into medical practice at the time, the
Chief Medical Officer, Sir Liam Donaldson, received a report from the GMC on new
procedures for ‘clinical performance and medical regulation’.25 Among a range of
measures aimed at increasing public confidence in medical practice, the GMC stated
that one of its main challenges was to ‘ensure the maintenance of national standards
and principles of good practice at local level through effective appraisal and clinical
governance mechanisms’. Here, again, the autonomy of medical practitioners is
being circumscribed by new organisational forms which aim explicitly to limit the
ability of doctors to practice without formal oversight or accountability.

Linked to this process is the last aspect of the changing role of medical practice
to be discussed here, namely the advent of ‘evidence-based health care’. Part of the
‘clinical governance’ process is the setting of standards and the use of research evi-
dence in the delivery of care. Both of these processes mark a departure from the idea
that the individual practitioner should be allowed, indeed encouraged, to use ‘clin-
ical judgement’ based on initial training and accumulated experience. National
Service Frameworks now set out to specify the content and form of care for a given
area (cancer care, older people, mental health) which aim to increase the quality of
care and reduce variation. These frameworks are drawn up by ‘external reference
groups’ comprising professionals, patients, managers and others. Under the aus-
pices of the DoH these reference groups then manage the process of implementa-
tion. The DoH sees such developments as a key feature of its ‘modernisation’
agenda, set in motion in the NHS Plan.26

From the more academic direction ‘evidence-based health care’ (EBHC) seeks to
bring the research evidence to bear on treatment decisions. Advocates of this
approach such as Sackett et al. have argued that variations in treatment and the
need to keep abreast of recent advances in research means that doctors who
employ ‘selective, efficient patient driven searching, appraisal, and incorporation
of the best available evidence can practice evidence based medicine’.27 In this way
these authors hope that EBHC will not be seen simply as an ‘ivory tower’ initia-
tive. Armstrong28 has pointed out that, in fact, EBHC can be seen not so much as
an ‘ivory tower’ activity, but rather a move by professional elites to demonstrate
to governments their willingness to undertake internal regulation of their activi-
ties and embrace clinical governance more fully; embracing a form of ‘scientific-
bureaucratic’ medicine.29 In this way, as with the GMC’s recommendations, more
severe regulation of practice and managerial control imposed from ‘above’ may be
minimised.

Of course, as argued earlier, changes in the organisation of care and medical prac-
tice do not mean that the position of doctors has lost all continuity with the past.
As Hunter30 has pointed out doctors retain a high degree of social standing. In seek-
ing help for pain and distress it is understandable that despite a loss in public con-
fidence in the medical profession the authority of individual doctors remains high.
It also has to be noted that despite much discussion of the loss of faith in the ‘grand
narrative’ of science, medical knowledge and technology retains a legitimacy that
outweighs intermittent crises. If this were not the case, patients would not be
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presenting themselves for medical treatment in record numbers. The demand for
medical care shows no sign of abatement. Thus organisational change and political
agendas may have profound effects on health care systems, but continuity as well
as discontinuity needs to be recognised.

The changing position of the patient in health care

organisation 

The chapter now alters its angle of perception in order to examine contemporary
health care organisation from the patient vantage point. Against the background of
what has been said so far a number of key issues immediately come into view. These
include: ideas currently being developed to base health care organisation round the
‘needs of the patient’; the role of the patient as a patient and as a consumer in a
system which increasingly emphasises choice; the nature of ‘partnership’ in health
care and specifically in decision making about treatment; initiatives to support self-
care and especially the ‘Expert Patients Programme’ in which responsibility for
improvements in care shifts from professional providers to patients themselves.
Each of these topics will be looked at in turn.

A patient-led NHS?

In a paper published in the British Medical Journal in 1998, Rogers et al. argue that
‘the model of health care in which knowledgeable and skilful doctors make deci-
sions on behalf of patients is being increasingly criticised, and more patient centred
models of care in which patients play an important role in decisions about their
treatment are becoming the norm’.31 Such new models of health care, these authors
argue, should be based on the actions already being taken by lay people in the com-
munity. Self-care, the processing of appropriate and culturally sensitive informa-
tion, and decisions about seeking professional help should all, they argue, be the
bedrock of the health care system. In this way ‘encouraging demand’ for some
forms of professional health care can be balanced with ‘promoting self-care for
other problems’.32 The overall effect would be to deal with growing demand in the
NHS with a form of ‘graduated access’ where alternative sources of help (self-help
groups, help lines and so on) would link informal systems with more formal ones.
This graduated approach would restructure health care organisation in ways ‘that
are sensitive to people’s needs and acknowledge that people’s use of services is
shaped over time’.33

In the years that followed, a range of ideas concerning the role of the patient in
the health care system in the UK emerged. By 2005, Sir Nigel Crisp, the then Chief
Executive of the NHS, was able to argue that having built up the capacity of the
NHS, together with improved access and clinical governance to improve quality, a
‘more profound change’ was appearing on the agenda. Now, Crisp stated, it was
necessary ‘to change the whole system so that there is more choice, more person-
alised care, real empowerment of people to improve their health – a fundamental
change in our relationships with patients and the public. In other words, to move
from a service that does things to and for its patients to one which is patient led,
where the service works with patients to support them with their health needs’.34
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Quoting developments such as the NHS Live programme (local initiatives aimed at
involving patients and public in improving services) and the NHS Improvement
Plan35 which sets out the terms of change in an NHS being ‘patient led’, Crisp
argued that despite some difficulties the ‘direction of travel’ is clear. All organisa-
tions will need to develop new service models, building on ‘current experience and
innovation’ in which patients are given more choice and control ‘wherever possi-
ble’. This would result in offering integrated emergency and specialist care to a ‘safe,
high-quality’ standard, and ensuring that all services contribute to ‘health promo-
tion, protection and improvement’.36

This somewhat heady vision is, at the time of writing, part and parcel of the UK gov-
ernment’s ‘modernisation’ agenda. However rhetorical some aspects of this vision may
appear, it clearly marks a departure from earlier forms of official thinking. This is evi-
dent in bodies such as the Healthcare Commission, mentioned earlier, where the per-
formance ratings of health care organisations in the future will be based on patients’
experiences as well as on objective criteria of quality. In a new system being planned,
called the ‘Annual Health Check’, the Commission ‘will for the first time offer patient
and public representatives a formal role in judging the quality of services’.37 In con-
junction with the Commission for Patient and Public Involvement in Health, the
Healthcare Commission is aiming to involve wider community participation in judg-
ing the quality of health care. Despite press reports of serious difficulties with ‘Health
Forums’ that are supposed to help to scrutinise services and influence policy and prac-
tice at a local level38 the process of trying to involve patients in a different role in
health care organisation continues.

The idea of a patient-led NHS has an attractive and populist ring to it. In many
respects, putting patients’ needs in the driving seat and building services round the
patient seems logical. Who else’s interests should be dominant? The old approach
in which ‘doctor knows best’ and health care is organised for the convenience
of the professional is consigned to history, at least in official health policy circles.
As Coulter has argued, ‘patients have grown up and there is no going back’.39

Paternalistic health care gives way to a patient-based system, at least as long as
patients do not make demands for forms of health care that go completely against
accepted medical opinion.

As I have pointed out elsewhere40 a patient-oriented system of health care does
not, of course, guarantee a reduction in problems between providers and con-
sumers. It may have quite the opposite effect. The stress on ‘the patient’s view’ and,
where necessary, on patients being encouraged to complain and hold doctors to
account may exacerbate forms of ‘contestable culture’ to be found in late modern
societies. Conflict rather than cooperation may result. There have been several
examples of this in recent years in the UK’s NHS. Mention has already been made
of the difficulties surrounding child protection and the role of paediatricians being
expert witnesses in court cases. In such circumstances the open criticism of medical
expertise may have consequences that go far beyond the immediate cases in hand.
While the lay people involved are likely to feel vindicated, the medical profession
may feel confused and betrayed by its own professional bodies. Far from producing
a new form of cooperation between patients and doctors, resentment and low
morale may become widespread. 

Added to this are cases in which conflict arises as to the most appropriate form
of treatment. If patients are to be given more choice and control ‘wherever possi-
ble’, who is to decide when this point is reached? In the well-documented case of
the combined vaccine for measles, mumps and rubella – MMR – medical opinion
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first raised the possibility of serious side effects in the form of gastrointestinal dis-
ease and even autism, and then entered into public dispute as parents began to
demand separate vaccination for the three diseases. The Chief Medical Officer, a
strong advocate of a patient-led NHS then found himself marshalling all the forces
he could to overcome the demand for separate vaccines. In this case medical opin-
ion was split (though the majority view which prevailed was in favour of the com-
bined vaccine) and the patient’s view was shown to be mistaken. As Richard Smith,
Editor of the British Medical Journal at the time stated, although the DoH and gov-
ernment had been stressing choice and the patient view, this could not encompass
patients making ‘wrong’ or ‘foolish’ decisions, even if telling parents this in the
clinic would be difficult.41 Although the government envisages a new form of
health care organisation in which patients are in the driving seat, the much
vaunted ‘direction of travel’ has many humps and traffic jams to deal with.

Consumerism and choice in health care

This brings us to the related question of consumerism and choice, again two cen-
tral mantras in the ‘new’ NHS. There is, of course, always a political dimension to
health care policies and thus to health care organisation. The emphasis of choice
to be found in documents such as Sir Nigel Crisp’s Creating a Patient Led NHS,42

is bound up with attempts to decentralise the NHS and create a market type
approach. NHS trusts (hospitals, community services) from this viewpoint will
become providers competing with each other for health care ‘business’. Foundation
trusts ‘will become “public benefit corporations” to be run as non-profit but
nonetheless commercial concerns’.43 Independent of central government control
they will then be free to borrow money on the open market, determine their own
priorities and enter into contracts with the private health care sector. Primary Care
Trusts will cease almost entirely in providing care directly and will instead com-
mission services from both public and private sectors. Although Pollock argues that
patient need will give way to health care based on economic considerations of
effectiveness and efficiency,44 the aim is to create an atmosphere in which patient
preferences and demands act as market forces in shaping provision. Though Pollock
may be right that wider planning (she gives the example of neonatal care planning
in London) becomes more difficult under such circumstances, she may underesti-
mate the level of activity that may be generated around ‘unglamorous, complex,
costly kinds of care’. This chapter has already mentioned schemes such as Evercare,
which aim to sell care packages for those with long-term conditions into the NHS.
The ‘marketisation’ of health care within the NHS (where no fees for treatment to
patients will be charged) can extend across the whole range of health care provision. 

The changing role of the patient can be seen to help underpin and deliver these
new forms of health care within a ‘new’ NHS. The idea of the informed consumer
in health care chimes in with ideas of the ‘patient view’ and a ‘patient-led’ service.
In fact, as Calnan and Gabe have shown, a market approach to health care in which
the patient is seen as a consumer dates from the period in the late 1980s, under a
Conservative government, in which hospitals and community units could become
Trusts was first mooted. At that time, too, general practitioners in primary care were
turned into ‘fundholders’ and began commissioning services. As these authors
state, this altered ‘the culture of the NHS from one determined by the preferences
and decisions of professionals to one shaped by the views and wishes of its users’.45
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In such circumstances the GP would act as a proxy for patients, channelling their
choices upwards through the system, advocating but not controlling.

Calnan and Gabe go on to note that those general practices that opted to become
fundholders delivered shorter waiting times, quicker test results and a more respon-
sive service than those that did not become fundholders.46 At the same time,
Calnan and Gabe also argue that the setting up of Trusts could also reduce choice
if this meant that provision in a given area ceased as the result of a loss of a con-
tract through competition. In any event, changes throughout the 1990s, including
the Patient’s Charter47 led to a rise in dissatisfaction with the NHS, and a rise in com-
plaints. Paradoxically, policies aimed to give patients more of a say in health care
can lead to a decline in satisfaction rather than an increase. Whether this is pro-
ductive of improvements in care is difficult to say. Calnan and Gabe argue that it
may be the case that these forms of consumerism in health care actually strengthen
the position of managers and politicians in the NHS as they increasingly act ‘on
behalf of the patient’ – just as doctors have claimed in the past. 

The current choice agenda constitutes a strong political plank of health policy. It
marks a shift from a ‘Fordist’ emphasis on the production and regulation of health
care to a ‘Post-Fordist’ emphasis on consumption.48,49 In a series of papers and pol-
icy pronouncements since the turn of the century, choice has become the keyword
in health care thinking. For example, in December 2003 a strategy paper, Building
on the Best: Choice Responsiveness and Equity in the NHS, set out a series of proposals
concerning choice that played to a strongly populist agenda. Choice, the document
argued, was not simply a province of the ‘affluent middle classes’ but something
that all of us want. From 2004, the document stated, patients would be able ‘to
begin recording their own information securely on the Internet in their own Health
Space. In time this will link to their electronic medical record so they can make
their preferences known to the clinical team’.50 Moreover, a wider range of primary
care services, easier repeat prescriptions, a choice of hospitals especially if waiting
time for surgery extends beyond six months, and greater choice in maternity care
and in care at the end of life are all offered. The right information to inform these
choices will be ‘kitemarked’ so that patients will know what they can rely on.

Further papers on ‘guiding choice at six months’ and information for service
providers followed this strategy announcement. In 2004 a document entitled The
NHS Improvement Plan: Putting People at the Heart of Public Services51 pulled together a
number of these threads in a form that set out clearly the implications of choice and
consumerism for health care organisation in the future. In an introduction, the
Prime Minister, Tony Blair, stated that ‘Our aim is to reshape the NHS, building on
the NHS Plan52 so it is not just a national health service but also a personal health
service for every patient. We want to provide more choice for every patient, irre-
spective of the money in their pocket …’.53 The Improvement Plan went on to state
that by the year 2007-8 NHS spending would rise to £90 billion per year, and a raft
of measures would be put in place to improve patient choice. These reiterated many
of those from previous documents, such as Building on the Best and added others con-
cerning long-term care. Patients, the Plan states, will be able to choose between a
range of providers, and will ‘be able to be treated at any facility that meets NHS stan-
dards, within the maximum price that the NHS pays for the treatment they need’.54

In this way choice is linked directly to the development of private as well as public
provision within the NHS. It is clear that whatever the limits of consumerism in
health care (unlike a CD player or motor car one cannot take a surgical operation
‘back to the shop’) the idea of state provision and professional control over health
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care has been abandoned in favour of a mixed economy of care (though still within
a tax-based National Health Service) in which patients will increasingly be expected
to be active consumers. The most recent development – ‘choose and book’ – where
patients can choose between four hospitals when referred for treatment, only serves
to underline the point.

From consumerism to partnership?

One thing leads to another. Even though the future of health care organisation in
the UK (and, as has been indicated, it is not alone in pursuing these ideas) seems to
be focusing on choice, consumerism, and the ‘patient viewpoint’, another element
is running parallel to those discussed so far. This concerns the idea of ‘partnership’.
As many governments have found, an over-emphasis on patients rights and prefer-
ences carries the risk of alienating professionals and over-stating how far patients
are in a position to choose their health care.55 In both situations serious limitations
arise. For example, if a patient is offered the choice of hospitals by a GP, unless that
patient is particularly well informed, and has a great deal of information about their
respective performance, it is very likely that the question will bounce back – ‘What
hospital would you go to doctor?’ Indeed patients may express the preference
for good quality local services, rather than choice as envisaged in government
rhetoric.56 When it comes to decisions about treatment once a service is accessed,
again, patients may wish to be involved but find it difficult to balance the risks and
benefits of treatment options. In such circumstances ‘paternalistic’ medical advice
may be valued.

In dealing with the reactions of professionals to the emphasis on a ‘patient-led’
NHS, and the ambiguities of transferring responsibility for choice to the patient,
ideas such as partnership have come to the fore. This appears to be less threatening
to professionals and somewhat less unrealistic to patients. A recent Lancet editorial
expresses the professional stance when it states that the government view is that
‘the NHS should be patient-led, patients need to complain more, people should
have choice and control over the care they get. And doctors are obstacles to this
patient–friendly agenda’. Rather, the editorial opines, there is a ‘need to strengthen
the patient–doctor partnership’.57 Note the ordering of words here. In previous
decades it is likely that sentiments such as this would have been expressed in terms
of the ‘doctor–patient relationship’, a phrase regularly used by the medical profes-
sion to explain its position on one or other heath care issue. In this way actions
could be justified in terms of the patient interest rather than the self-interest of the
medical profession. By embracing partnership (and by reversing ‘doctor–patient’ to
‘patient–doctor’) the profession signals its intention to try to meet the government
half way. Indeed, the term ‘partnership’ is one much favoured by contemporary
governments. It seeks to legitimise a range of activities, from collaboration between
private and public sectors in the financing and construction of public services
(including building hospitals, schools and prisons) to various initiatives at com-
munity level, including tackling crime and anti-social behaviour. In these areas of
public policy the emphasis is on ‘shared information, shared evaluations and
shared responsibility’.58

In the health care sector ‘partnership’ has come to take on several meanings. As
Coulter has pointed out, the idea of partnership in health goes beyond public
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representatives serving on health policy committees, or even serving as lay members
on health care bodies, such as Trusts. In such circumstances, patient involvement
may amount to little more than unrepresentative individuals serving on bodies
where other ‘stakeholders’ and political priorities (such as meeting government tar-
gets) hold sway. For Coulter, the idea of partnership goes much further; to the heart
of the ‘one-to-one clinical encounter’. This means that partnership should cover
‘shared decision-making, including patients’ information needs, the evaluation and
use of patient decision aids, and strategies for training health professionals to elicit
patients’ values and preferences and engage them in decisions about their care’.59

Citing a wide body of research and a special issue of the British Medical Journal60

given over to the topic, Coulter asks, ‘is shared decision-making doomed to remain
the obsession of a few academic pointy heads?’ and ‘what can be done to move it
into the mainstream?’

Three years later, in a further discussion of the topic Coulter sounded even less
sure that shared decision making would prove to be the hallmark of partnership
in health care in the future.61 Again, citing a wide body of literature, together
with a series of new studies, Coulter argues that a full picture of partnership dis-
plays many different features. As with choice, it seems clear that patients’ views
may not always coincide with the dominant ideas of policy makers, or, indeed,
those of ‘pointy head’ academics. Although some of the latter argue that profes-
sionals should always seek to help ‘patients to make informed medical decisions
for themselves’.62 Coulter notes that research also indicates that some patients
prefer to remain uninformed and to delegate shared decision making responsibil-
ity to the doctor. Coulter goes on to outline a series of debating points about
partnership and shared decision making, including findings that indicate that
patients wish to know doctors’ opinions as well as wanting ‘objective informa-
tion’. She also refers to research that questions assumptions governing the wide-
spread adoption of decision aids. 

Whatever the difficulties facing the implementation of shared decision making
as part of a partnership approach to health care organisation, it is clear that it will
remain a key feature of government policy. As Gabe et al. have pointed out, ‘part-
nership has superseded an earlier model of patient involvement based on con-
sumerism, patients’ charters and the need for the health service to be responsive to
knowledgeable individuals who shop round for their health care’.63 Citing the influ-
ential work of Charles and her colleagues,64,65 Gabe et al. argue that shared decision
making and the exchange of information between patients and doctors may take
different forms as an illness trajectory unfolds. Thus in the early stages, when diag-
nosis and tests need to be undertaken a range of expert opinion may come into play
and be the dominant voice. During a period of reflection and decision making
about treatment options a more ‘shared’ approach may be feasible, though time
and other constraints play a part here. Following treatment, and hopefully during
recovery, the emphasis may shift once again towards the patient, with the profes-
sional supporting self care and rehabilitation. Gabe et al. also query that even in this
more developed approach it may be that patients are not ‘ready or willing to take
on increased decision-making responsibilities’.66

One of the difficulties in fashioning partnership and shared decision making
strategies is that health care covers a very wide range of health related experiences,
with patients and health care professionals bringing many different factors into a
given encounter. In health care one size cannot fit all. Gabe et al. raise a crucial
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factor in this context, namely age. In the case of paediatric care, for example, the
question of the legal and social status of the child (or young person) in the health
care system introduces a particular dynamic into proceedings. In these circum-
stances it is rarely the case that ‘the patient’ appears alone in the clinical encounter,
and equally rare that decisions about treatment will be made by the young person
without the influence of a parent. Indeed, for infants and very young children such
parental involvement may be the only way to make relevant decisions. While there
is emphasis today on ‘children’s rights’ in health care (as in other areas of life) Gabe
et al. argue that this complicates as much as clarifies the situation. Both national
and international policies concerning children in health care stress both the need
for professionals to act to protect the child and for the ‘child’s voice to be heard’.67

These two strictures may cut across each other in given situations, for example in
undertaking invasive life saving treatment, or judging that the child’s preferences
will lead to a ‘failure to protect’. 

Children are not alone in posing a major challenge to the development of patient
partnership. Older patients, especially those whose cognitive abilities are impaired,
or who are being cared for a by a close relative or friend may not be (or wish to be)
the sole decision maker interacting with the professional. Indeed, many if not most
patients are likely to be embedded in a network of more or less supportive rela-
tionships. In some cultural settings it may be quite unrealistic to think of patients
as individual actors, equivalent, on the other side of the table, to the autonomous
professional. The clinical encounter, in this sense at least, is not a meeting of
equals. For patients, encounters with doctors will be surrounded by a range of emo-
tional and social factors all bearing on the agenda they bring to the ‘partnership’
process. For doctors, bureaucratic, legal and professional factors provide guidelines
for approaching each ‘case’ in turn. While some aspects of the encounter can there-
fore be regarded as open to the development of partnership and perhaps shared
decision making, this is unlikely ever to characterise the encounter as a whole.
Their respective roles and ‘assumptive worlds’ are too distinct.

One other aspect of partnership is worth noting at this point. A great deal of med-
ical activity in health care organisations deals with the prescribing of drugs. Here,
too, the government has proposed changes in the patient’s role and thus in the
organisation of health care. In 2003, as part of the government £30m ‘Pharmacy in
the Future’ programme, a new body entitled ‘Medicines Partnership’ set out a series
of new steps to modernise public health pharmacy and outline new roles for both
professionals (including nurses and community pharmacists) and patients alike. In
this new vision, the earlier emphasis on encouraging patient compliance, in which
patients were expected to follow ‘doctor’s orders’ is supplanted by the notion of
concordance. This new approach emphasises the idea that prescriber and consumer
should enter into a shared decision-making process and arrive at a mutually agreed
approach to the prescribing and taking of medicines. The resulting ‘concordance’
between patient and prescriber should overcome, it is hoped, the faults of compli-
ance where patients’ views remained unexamined in the prescribing process. Non-
compliance, and the waste of drugs never taken, should both be addressed by this
route. The Medicines Partnership states that ‘the initiative is aimed at helping
patients to get the most out of medication by involving them as partners in pre-
scribing decisions and supporting them in medicine taking’.68 A task force has been
set up to implement concordance and partnership in medicine taking throughout
the NHS.
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As elsewhere on this new health care terrain, questions about concordance have
been quick to emerge. Britten for example has argued that assumptions about
changes in patient behaviour and their implications in clinical encounters need to be
tested against first-hand observational research. In fact, she states, where such
research has been carefully conducted it indicates that the expression of patient pref-
erences may lead to the issuing of prescriptions that are not clinically needed. In one
study, when asked why they had done so, doctors stated that it had occurred ‘in order
to maintain relationships with patients’.69 This suggests that some patients may be
pressurising their doctors to take decisions against their clinical judgement. It appears
that patients’ priorities may therefore be very different from prescribers’ priorities or
indeed from the priorities that the prescribers presume their patients to have’.70 The
agendas, again, of both ‘partners’ may simply be too different for ‘concordance’ to be
arrived at with any ease. Patients may be more concerned with the demands of their
social situation and ‘moral concerns’ (that is, with not taking drugs unnecessarily and
appearing not to be seen as dependent on medication)71 than worrying too much
about the fine detail of medicine taking itself. Britten states that ‘clinicians who are
trying to give their patients the best evidence about treatment options and to present
balanced information about risks and benefits may find it difficult to take this on
board’.72 As with shared decision making more generally, pursuing concordance may
alter some aspects of health care delivery, but the jury must be out as to how mean-
ingful this may become as a part of new organisational structure.

Self-care and the expert patient

This brings us to the final stage in plans for changes in the role of the patient in the
new NHS – that of self-care and the ‘expert patient’. Mention has already been
made of the NHS Improvement Plan,73 in which the government has set out its pro-
posals for reshaping the NHS. A central chapter in this plan, Chapter 3, deals with
‘Supporting People with Long-term Conditions to Live Healthy Lives’. The chapter
states that ‘about 60 per cent of adults report some form of long-term or chronic
health problem’.74 As a result, the use of health care increases with the number of
problems reported (‘the 15 per cent of people with three or more problems account
for almost 30 per cent of inpatient days’). Although it is not clear how the 60 per
cent figure has been arrived at and what range of problems it is referring to, the
Improvement Plan goes on to describe a set of arrangements that will meet the
challenge of chronic illness in the community. At the more severe end of the spec-
trum, those with ‘highly complex conditions’ will be offered ‘case management’.
This will involve the advent of over 3000 ‘community matrons’ by 2008, who will
‘co-ordinate the contribution of all the different professionals who can help, antic-
ipate and deal with problems before they lead to worsening health or hospitalisa-
tion’.75 Since the publication of the plan, two reports have cast doubt on the
effectiveness of this approach,76, 77 but it is still being pursued.

At the intermediate level, ‘higher-risk’ patients with serious chronic disease that
is not ‘complex’ in character (such as asthma, diabetes or depression) will receive
‘disease management’, largely within the primary care setting. In heart disease, for
example, measures such as checking blood pressure or cholesterol levels and ensur-
ing that support is given for stopping smoking will be offered. The development of
National Service Frameworks, together with guidance from the National Institute of
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Health and Clinical Excellence will help to underpin this kind of approach. ‘Strong
financial incentives’ under the new GP contract, it is hoped, will help doctors ‘seek
out patients who can benefit from this kind of support and demonstrate that they
are making a real difference to their health’.78

However, it is at the third level, affecting 70–80 per cent of patients, that ‘self-
management’ is seen as the cornerstone of the Improvement Plan. This combines
the idea of self-care in ‘population-wide prevention’, and self-management with
respect to the bulk of existing chronic conditions. In the case of prevention, self-
care shades across into the well-worn paths of stressing the individual’s responsi-
bility for maintaining their health. But it is the area of chronic illness that newer
and more innovative forms of health care are proposed. Central to this, and drawing
on ‘international experience’, the Plan states, is the ‘Expert Patients Programme’ (EPP).
In this programme, ‘using trained non-medical leaders as educators, people with
arthritis and other long-term conditions have been equipped with the skills to man-
age their own conditions’. ‘By 2008’, the Plan states, ‘it will have been rolled out
throughout the NHS, enabling thousands more patients to take greater control of
their own health and their own lives’.79

The international experience alluded to in the Plan comes from one particular
source: Stanford University in the USA. There, a ‘chronic disease self-management
programme’ (CDSMP) pioneered and led by Kate Lorig80,81 has trained ‘lay tutors’,
in key self-management skills. These tutors then run courses for other chronically
ill patients, without the oversight of medical practitioners. The EPP in Britain
(adopted at present only in England with a parallel initiative in Wales) is essentially
the CDSMP, with minor changes. The course in question comprises six two-hour
weekly sessions, teaching the participants not about their disease (in the British ver-
sion anyone suffering from a long-term condition can sign up to go on the EPP) but
skills in areas such as exercise, fatigue management, communication with profes-
sionals, and diet. The underlying theory of the programme, based on the work of
the American psychologist, Albert Bandura, is that an increase in the level of ‘self-
efficacy’ will help people feel more in control of their condition and of their lives. 

The EPP runs an active website for patients and health care practitioners.82 Those
interested can sign up to a regular ‘e-update’ on the EPP and find out how to par-
ticipate, or even become a lay tutor. It is clear from the website, as well as recent
media coverage that many patients who have volunteered to go on the course, and
who have completed at least most of the six modules, claim to have benefited from
the experience. On the EPP website, under a ‘views from patients and professionals’
heading, ‘Cathy’, for example, states that as a result of being on the Programme she
has been able ‘to take some positive steps for the future’. In a poem written by a
‘Sue Jump’, Sue states that ‘So now, I am a tutor helping others to find the pearl’.
And despite misgivings about the programme, especially the notion of patients as
‘experts’ among some sections of the medical profession83 even some doctors have
welcomed the programme. On the EPP website, GP Nicola Jones states that as a
result of the Programme ‘patients demonstrate resourcefulness, not asking “what
should I do?” but rather “do you think this will work”. It’s about control’.

The problem arises, however, when a wider evaluation of the Programme is
attempted. To date there has been limited systematic study of the Programme in the
UK, though an evaluation of the Programme’s implementation and a randomised
controlled trial have been carried out by the National Primary Care Research and
Development Centre at Manchester. Their two reviews of the Programme’s progress
paint a mixed picture, both of the practical problems encountered in setting up the
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course, recruiting patients and tutors to them, and ‘embedding’ the Programme
fully in the NHS.84,85 Claims therefore made by the Department of Health that this
programme is supported by research evidence need to be treated with caution. Most
of the studies of ‘self-management’ in chronic illness (whether using the kind of
approach advocated by Lorig in the USA and the EPP in Britain or not) are of ‘con-
dition-specific’ programmes, for disorders such as arthritis or asthma. A recent
review of this literature, covering three conditions showed some benefits in the
short term, in some studies, but little if any long-term effectiveness.86,87 Lorig’s own
research on the CDSMP showed some positive outcomes in the short term at six
months (though not on all measures, including psychological well-being) but
much less in an uncontrolled follow up at 2 years.88,89 Such findings are, perhaps
understandable. If the attraction of being involved in the programme helps over-
come participants’ previous sense of isolation short-term benefits may be evident.
It is quite a different matter to sustain positive changes over a longer time span –
essential in the case of chronic conditions. It is highly likely that social factors and
the progression of the condition may reassert themselves with the passage of time.

Conclusion

Initiatives such as the EPP hold out the promise of new forms of health care organ-
isation that will be radically different from the past. This chapter has explored
changes in both the role of the doctor and of the patient that seem to be emblem-
atic of these proposed changes. What ties them together, perhaps, is the emphasis
on the patient’s viewpoint, whether we consider reductions in professional power,
the growth of regulation or the rise of a ‘patient-led’ NHS. Taylor and Bury have
called this process ‘care transition’, suggesting a major break with the past.90 There
is much to commend such a refocusing of health care organisation and service
delivery to meet new demands. Enough has been said to indicate that a number of
agendas are at work here. Health care and health services are at base political issues,
and ‘new’ forms of heath care organisation as described earlier clearly chime in
with ‘new’ Labour’s approach to the public sector more generally. Here, private
financing, private provision and an emphasis of consumerism are brought to bear
on ‘monolithic’ public services such as the NHS.

The underlying contradiction in such an approach lies in the fact that the
emphasis on the patient view or on patient self-care has not emerged directly from
patients themselves, but from a centralised ‘top-down’ set of initiatives and ‘reor-
ganisation’ coming from government. This is why, when careful research is under-
taken, patients do not often or regularly confirm the assumptions held. It is
unlikely that they could. The idea of the ‘patient viewpoint’ is fundamentally prob-
lematic, if only because patients are many and various. In addition, there are many
areas of health care in which high-quality medical expertise is essential to good out-
comes. Shifting the balance of power (to use the title of yet another and earlier gov-
ernment document) towards the patient may be important in offsetting the
dysfunctional aspects of a ‘paternalistic’ form of medicine and too much profes-
sional control in shaping health care organisation. But however useful the rhetoric
of the ‘patient’s viewpoint’ may be in this process, it is unlikely to alter the experi-
ence of the vast majority of practitioners and patients in the health care system as
a whole. Whether a more realistic approach to health care organisation can be
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developed, in which clinical expertise and patients’ varying needs can be reconciled
more appropriately, only time will tell.

Discussion topics

Are we witnessing the demise of the medical profession’s dominance of health
care provision?
What might be the benefits, disadvantages and responsibilities of becoming an
‘expert patient’?
Can the doctor–patient relationship be transformed into a partnership based on
shared decision making? What would the consequences be?

Further reading

Calnan, M. and Gabe, J. (2001) From consumerism to partnership? Britain’s national health
service at the turn of the century. International Journal of Health Services, 31(1): 119–31.

This paper examines the extent of ‘medical dominance’ and ‘consumerism’ in today’s
health care system.

Department of Health (2004) The NHS Improvement Plan: Putting People at the Heart of
Public Services. Cmnd 6268. London: The Stationery Office.

This policy document sets out the terms of health care ‘reform’ developed during the
Blair years.

Hunter, D. (1994/2005) From tribalism to corporatism: the managerial challenge to
medical dominance. In J. Gabe, D. Kelleher and G. Williams (eds), Challenging Medicine.
London: Routledge.

This chapter examines the rise of managerialism in health care and explores the extent
to which it has undermined the autonomy and authority of the medical profession.

Pollock, A.M. (2004) NHS PLC: The Privatisation of Our Health Care. London: Verso. 

Pollock’s book offers a challenging and controversial argument concerning ‘privatisa-
tion’ in the NHS.
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10
Changing Concepts of International Health

Vanessa Pupavac

The health policies of western governments are aimed primarily at address-
ing the health needs of their own populations, but international agencies
such as the World Health Organisation, have also been established to tackle
health problems globally.
A central aim of these agencies is to address the pressing health problems
of the third world. The policies and priorities developed to achieve this
reflect the concerns of the major donor countries.
In the immediate post-war period international health policy was driven by
the imperative of social and economic modernisation, and sought to equip the
third world with the high technology health care systems found in the West.
Since then, the modernization agenda has come under sustained criticism,
and international health agencies are increasingly adopting less ambitious
programmes which emphasise sustainability, and the pursuit of ‘well-being’.
The debates behind the changing conception of international health policy are
examined here, and the implications for third world development are assessed. 

There is no bigger test for humanity than the crisis of global health. Solving it will
require the full commitment of our hearts and minds. We need both. Without
compassion, we won’t do anything. Without science, we can’t do anything. So far,
we have not applied all we have of either.

Bill Gates, 2005

International health policy in the first two decades after the Second World War was
ambitious and linked to the national development of the newly independent states.
International support for ambitious health goals reflected Cold War rivalry between
the Western and Soviet blocs for political influence in the Third World. Developing
countries enjoyed a high degree of legitimacy internationally following successful
anti-colonial struggles. The aspirations of developing countries were represented in
the Non-Aligned Movement whose voice internationally belied the relative weak-
ness of its members. The elevated status of developing countries within the UN
organisations in this period was important for setting the high ambitions of inter-
national development and international health. 
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The World Health Organisation (WHO) was founded in 1948 with a constitution
which set out its objective as ‘the attainment by all peoples of the highest possible
level of health’, which it defined as ‘a state of complete physical, mental and social
well-being and not merely the absence of disease or infirmity’.1

The rise and fall of modernization strategy

Western states were ambivalent about the development of non-western states, as
potential future rival powers in their own right or as states within the Soviet orbit
of influence. But western qualms over international development and power shift-
ing internationally away from North America and Europe were suppressed by con-
sciousness that if the West did not support developing states, they could turn to the
Soviet bloc for support. Western policy makers supported western models of mod-
ernisation, hoping that the convergence of living standards through industrial
development would lead to the convergence of cultural and political values, and
realise progress without social instability.2 Western policy makers hoped too that
the adoption of modern urban life styles and the nuclear family would reduce pop-
ulation growth in developing countries. Population growth was a major western
preoccupation, informed by security concerns, which equated demography with
national power.3 Accordingly, much western international health funding related to
family planning programmes.4

International health policy in the political climate of the Cold War was planned
on the assumption that non-western states would be industrialised and reach the
same levels of development as western industrialised states. The goals of interna-
tional health policy were nothing less than the eradication of disease and the estab-
lishment of modern medicine and modern hospitals with medically trained staff.
The motto of international health policy in this period may be summed up as: erad-
icate and cure.

Eradicate and cure

The Malaria Eradication Programme (MEP), a central plank of the WHO’s approach
in the 1950s and 1960s, symbolised the high ambitions of international health pol-
icy in the first two decades of international development. The high ambitions were
informed by great optimism in science and the possibilities of modern medicine.
They also involved expectations of equality between countries including expecta-
tions that populations in developing countries should enjoy the levels of physical
health and absence of disease experienced by populations in developed countries.
The MEP gained some early successes in rolling back the spread of malaria, essen-
tially through the use of pesticides to control malaria-carrying mosquitoes, but
began to experience difficulties as resistance developed to the pesticides used,
including DDT. 

If MEP was ultimately unsuccessful, the eradication of smallpox represented an
unprecedented international effort to eradicate disease. Eradicating smallpox was
technically easier because it was transmitted by human-to-human contact and was
not an insect-borne disease. In turn since the interventions required were simpler
and effective, countries were enthused at all levels of society to implement the
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smallpox eradication programme by the speed of results witnessed in the countries
initially targeted.

Rising health expectations  and development

Health was not simply seen as important in its own right, but as important in pro-
moting development. First, disease eradication was seen as vital to promote a
healthier workforce when many workers, or potential workers, were debilitated by
malaria and other diseases. Second, disease eradication was seen as important in
facilitating development programmes by freeing up land plagued by malaria, sleep-
ing sickness, river blindness and other diseases for cultivation and development.
Third, health improvements were seen as promoting new values among popula-
tions conducive to development. Repeatedly the international health literature
made a link between raising health expectations and raising the horizon of expec-
tations among populations more broadly. Fatalism and risk aversion were seen as
major cultural obstacles to development, which health improvements could tackle.
From this perspective, health programmes helped foster entrepreneurialism. The
economist Wilfred Malenbaum observed that:

Health inputs in physical facilities have a high demonstration effect on the power
of man to influence his own destiny. For the bulk of the poor, and especially the
poor peasant, the happenings of life tend to be accepted as pre-ordered, however
harsh their influence. Health programs may serve to challenge the inevitability of
this sequence. Since the consequences of new health facilities are highly visible,
the peasant’s own decisions on other measures, and especially on his everyday
work activities, may begin to alter the formerly pre-ordered prospects.5

Health programmes required acceptance by communities to work. A major concern
of international policy makers was how to encourage people to follow health pro-
grammes. Cultural anthropologists like Margaret Mead were consulted by the WHO.
Mead quotes one 1950s’ health education initiative, which asked:

How can you influence people living in rural areas to get water from safe sources?
How can you overcome the resistance of people to modern medicines? How can
we educate the public that sanitary hygiene plays a big part in the prevention of
leprosy and other contagious diseases? How can we influence people to change
their present unsatisfactory village sites to more healthy ones?6

Public compliance with health education lessons could not be treated in isolation
from their general expectations. Health messages succeeded where people had raised
expectations about their lives. Mead cites Egyptian researchers who observed that:

In many rural areas people lived in an environment offering many hazards and few
resources. In their present struggle for existence their greatest need was to be able
to look forward to a better level of living. An appeal to them to change their food
and health habits generally fell on deaf ears, because they were so well aware of
their own insecurities and so used to them that they had in the past made all the
adjustments that seemed possible. Hence they appeared uncertain and sceptical
about new proposals to alter their way of living. Yet suggestions about new uses
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of their existing resources, and particularly evidence of some small successes,
might make them aware of the possibility of escape from the ceaseless effort to
achieve a bare existence.7

Initially there were concerns that people would need to be encouraged to use mod-
ern medicine, but these concerns were soon superseded by concerns about the over-
use of modern hospitals and medicine. Mead’s own study is ambivalent about the
benefits of modernisation for well-being, as will be discussed later. From the late
1960s the ambitions of international health policy began to be tempered.

Retreat from eradicate and cure

The lesson for international health policy was drawn from the failure of malaria
eradication, rather than the successful eradication of smallpox. Certainly malaria
eradication presented more difficulties than smallpox eradication and the MEP had
run into serious problems over pesticide resistance. However, the MEP was not sim-
ply abandoned because of technical difficulties, but the withdrawal of political and
financial support from major donor states, notably the United States. The with-
drawal of support was related to international political and domestic cultural con-
cerns. Not least the value the MEP placed on DDT and other pesticides to control
malaria fell foul of the nascent environmental thinking in the West, encapsulated
in Rachel Carson’s Silent Spring.8 Carson blamed her own cancer on chemical pesti-
cides and her passionate attack against DDT and other chemical pesticides poison-
ing the planet gained a wide hearing in western countries. 

More broadly the ideas behind the MEP were out of step with the changing inter-
national development strategies which were moving away from modernisation
towards sustainable development. The shift was led by fears that modernisation
strategies were fostering social and political problems. Dudley Seers, director of the
influential Institute of Development Studies, University of Sussex, alerted in the
late 1960s that ‘it looks as if economic growth not merely may fail to solve social
and political difficulties; certain types of growth can actually cause them’.9 Uneven
development and sharp inequalities within developing countries questioned mod-
ernisation strategies. Fears over existing strategies were brought home to western
officials by the experience of political assassinations and civil riots domestically, the
Vietnam War and the 1973 Oil Crisis internationally, which rekindled Malthusian
fears over resources and suggested that developing countries could hold Western
states to ransom over raw materials. Meanwhile Third World nationalism was on
the wane and developing countries exercised waning influence on international
development strategies including international health policy.

The sustainable development model

The sustainable development model was codified from the 1970s and 1980s in docu-
ments such as the Brandt report North–South: A Programme for Survival, published in
1980. Sustainable development policy makers challenged the idea that ‘the whole
world should copy the models of highly industrialized countries’.10 Industrial develop-
ment as the goal of international development was replaced by basic needs policies
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pioneered by bodies such as the International Labour Organization.11,12,13 Investment
in low or medium technology, not industrialisation, and more small-scale rural devel-
opment projects was considered appropriate for developing countries.14 The policy
implied continued reliance on self-generated income activities and subsistence farm-
ing for the vast majority of developing countries’ populations. 

The changing international development strategies revised international health
policy goals from the ambitious disease eradication and cure model to a more mod-
est disease management and prevention model and from modern high-tech med-
ical care to basic health care. The shift in goals reflected revised expectations of
international equality of health and health provision between people in the devel-
oping world and the developed world as health services were expected to orientate
themselves around basic needs provision. A primary health care approach, dis-
cussed later, was adopted in an international climate more pessimistic about the
possibilities and efficacy of progress.

From urban medicine to rural health 

Modernisation policies with their emphasis on modern hospitals and medicines
encouraged an urban bias in health service spending concentrated on the larger
cities. As a consequence, the provision of health care was spread unevenly with
more spent on urban areas than rural areas. This urban bias was noted, but was not
necessarily condemned. Indeed prioritising provision for urban professionals and
industrial workers was deemed an acceptable transitional measure under moderni-
sation approaches as part of fostering a stable nation state and an amenable indus-
trial workforce whose activities were furthering national development for the
long-term benefit of the whole population. However, the state national health
spending on high-tech hospitals and treatments, which only a tiny percentage of
the population had any prospect of accessing, became increasingly criticised as
inequitable and wasteful as modernisation approaches themselves were attacked. A
1967 Tanzanian social and policy document, recognising the inequities of the exist-
ing health approach, declared:

We must not forget that people who live in towns can possibly become exploiters
of those who live in rural areas. All our big hospitals are in towns and they bene-
fit only a small section of the people of Tanzania; it is the overseas sale of the peas-
ants’ produce which provides the foreign exchange of payment. Those who do
not get the benefit of the hospitals thus carry the major responsibility for paying
for them.15

Modern urban hospitals took a large proportion of national health budgets, while
public health concerns were not adequately addressed with the over-stretched
infrastructure of many cities in developing countries. Housing, sanitation and pub-
lic services were not keeping pace with the growth of cities, with serious health con-
sequences.

Criticism of the urban bias grew in western official circles along with criticisms
of modernisation strategies. Modernisation strategies assumed that urbanisation
would lead to urbanism, understood as civic norms of behaviour and values.
Instead urban expansion was becoming associated with social problems, epitomised
by the vast squatter settlements developing around cities. On the health side, there
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A Sociology of Health 

was alarm that industrial development was not necessarily improving the health of
populations, but was spreading disease and creating new health problems. Reports
on health in developing countries repeatedly warned against the effects of rapid
urbanisation. Urban areas were associated with improved mortality rates, but they
were also linked to socially related health problems such as alcoholism, which
posed broader concerns for societies. The negative consequences of urbanization for
health have been a recurring theme of the last four decades and have been central
to sustainable development thinking. In this vein, a collection of essays under the
title Health and Development published a decade ago cautions that ‘urbanization
does not automatically equate with better health but it may equate with different
health and health problems’.16

These social concerns lead back to the WHO’s broad definition of health encom-
passing social well-being and people’s capacity to adapt to change. If health is under-
stood as social well-being, then urban social alienation and political unrest imply (in
official development thinking) the need to shift away from urbanisation policies. 

A negative view of industrialisation and urbanisation is a central theme in the
sustainable development literature. The antecedents to sustainable development
thinking may be traced back to the Romantic reaction against industrialisation,
colonial development policies and anthropological research notably that of the
‘Culture and Personality School’. Many anthropologists were preoccupied with the
destabilising effects of modernisation on the communities they were observing.
Mead’s international health study suggested that societies based on tradition were
more harmonious and stable: 

People live in accordance with century old-custom, and are emotionally balanced
and free from nervous tension because their way of living is closely adapted to the
surrounding conditions, into which they were born and in which they will remain
all their lives.17

Mead’s study also suggested the resilience of small-scale traditional rural societies
and people’s ability to secure their basic needs for food, shelter and health and to
adapt to their harsh circumstances. 

The negative perceptions of urbanisation led to attacks on the urban bias of inter-
national development and a growing preference for rural development to help
maintain rural communities and discourage the flight of rural populations to the
cities. Sustainable development policies have sought to stabilise communities and
promote local solutions, rather than raise people’s expectations and encourage social
mobility. If sustainable development legitimises different expectations for develop-
ing countries than industrialised countries, it does so from a culturally relative per-
spective, which challenges the earlier development assumptions that developing
countries should aspire to become like the advanced industrial societies. An impor-
tant aspect of this transition was a greater emphasis on primary care.

The primary health care movement

International health policy became centred around the primary health care move-
ment whose ideas were inspired by the evolving sustainable development thinking.
Ken Newell, Director of the Division for Strengthening of Health Services at the WHO
headquarters from 1971 to 1977, was a key figure. In 1975 Newell’s report, Health by
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the People,18 together with the UNICEF/WHO Study of Alternative Approaches to Meeting
Basic Health Needs of Populations in Developing Countries,19 set out the new direction of
international health policy. A holistic view of development is reflected in Newell’s
holistic view of health to include sustaining communities and communal feelings:

The wider issues presented include: productivity and sufficient resources to enable
people to eat and be educated; a sense of community responsibility and involve-
ment; a functioning community organization; self-sufficiency in all important mat-
ters and a reliance on outside resources only for emergencies; an understanding
of the uniqueness of each community couples with the individual and group pride
and dignity associated with it; and lastly, the feeling that people have of a true
unity between their land, their work, and their household.20

The WHO formally adopted the primary health care approach in 1975. This was fol-
lowed up by an International Conference on Primary Health Care sponsored by the
WHO and UNICEF in 1978. The new international health policy wanted countries
to move away from expensive high-tech urban hospital-based curative interven-
tions. Instead of concentrating health services in urban areas, the primary health
approach wanted to bring services to people in rural areas. The primary health
care movement was influenced by China’s use of so called barefoot doctors, non-
professional health staff who promoted simple health methods in communities
through the workplace and other spaces. Newell described the primary health phi-
losophy as being about more than the delivery of cheap services, and aspiring to
move from top-down development and promote grassroots community develop-
ment giving ordinary people more of a role. Newell summarised its ideals thus: 

Health services were not purely a way of delivering health care interventions to
people but were something important to individuals and groups in their own
right. Key changes of this idea called primary health care were linked to qualities
such as power, ownership, equity and dignity.21

The primary health care movement’s emphasis on local solutions encouraged the
role of non-governmental organisations (NGOs) in community health. Major west-
ern relief organisations such as Oxfam reorientated their activities from Europe to
developing countries in the post-war period and incorporated development work
into their activities. Their needs-based and people-focused relief work has lent itself
to sustainable development thinking and they have been well-placed vehicles to
carry forward sustainable development ideas. Many NGO staff, like their anthropo-
logical predecessors, have partly been inspired to work in the developing world
because of their doubts over the character of western industrial societies.

The NGO development philosophy has defined itself against industrial develop-
ment and embodied local small-scale, technologically simple, community-based
development. Their sustainable development philosophy is exemplified in NGO
health programmes such as high-profile campaigns against baby-milk formula in
favour of breast feeding impassioned by concerns over commercial exploitation by
foreign companies. At the same time, public health in NGO development thinking
has become attached to environmental concerns where populations in developing
countries are constructed as part of nature and protecting their well-being equated
with protecting nature. So whereas reference in the older international public health
literature to the environment referred to matters such as large-scale public works to
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improve the infrastructure of cities or clean air legislation, the present reference to
the environment is bound up with environmentalist concerns. NGOs, for example,
have typically promoted village wells projects and opposed large dam building pro-
jects. The links between international health policy and environmental thinking is
important in international organisations too, for example, the WHO’s Commission
on Health and Environment and its report Our Planet, Our Health.22

Promotion of traditional medicine

The primary health care movement also took a new interest in traditional medicine
along with its holistic health approach seeking to respect communities. The changed
international health policy involved a shift in the cultural norms considered desir-
able to foster. If earlier modernisation and health strategies were associated with
promoting ambitious risk takers seeking to master nature, the new ideal was asso-
ciated with enhancing respect for existing cultural identities and harmony with
nature. The new interest in traditional medicine reversed the position of earlier
international health policy, which saw itself as championing modern scientific
medicine against older irrational prejudices, linked to development strategies rais-
ing people’s horizons beyond their communities. 

The 1978 Conference on Primary Health Care and a number of WHO reports
including The Promotion and Development of Traditional Medicine23 of the same year
endorsed incorporating traditional medicine. The endorsement of traditional med-
icine was immediately facilitated by the attention given to China’s system of pri-
mary health and how Chinese health policy integrated both modern and
traditional medicine. Receptivity to traditional medicine was encouraged by the
inadequate coverage of modern health care services, and further by the revival of
interest in traditional medicine among the middle classes in the West and
India.24 The celebration of traditional medicine’s integration into primary health
care may have romanticised the effective abandonment of universal modern
medical health care, but its endorsement was genuine in that it reflected cultural
disenchantment with modernity within developed countries and interest in non-
industrial cultures as more authentic, ethical ways of life. Traditional medicine
compliments notions of sustainable development, appropriate technology and
holism. Sustainable development writing characteristically affirms traditional med-
icine and rejects the idea that traditional medicine is inferior to modern scientifi-
cally based medicine. Traditional medicine is generally treated as unproblematic,
although occasional concern is voiced that it may impact negatively on the uptake
of immunisation programmes. 

The next two sections consider radical thinking on international development
and health and their contributions to the evolving international health strategies.
The first section considers underdevelopment critiques of modernisation and health
inequalities. The second section considers counter-culture critiques of modernisa-
tion and modern medicine.

Under-development theories and health inequalities

Under-development and dependency theories were the dominant critiques of mod-
ernisation in development studies. These influential theories inspired by Marxist and
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anti-colonial ideas, targeted capitalism and imperialism, rather than industrialisation
itself, as perpetuating international inequalities. An under-development theory
approach to international health problems is encapsulated in an edited collection of
essays entitled Imperialism, Health and Medicine.25 The editor, Vicente Navarro, explains
the under-development theory understanding of international health problems: 

The major cause of death and disease in the poor parts of the world today in
which the majority of the human race lives is not a scarcity of resources, not the
process of industrialization, nor even the much heralded population explosion
but, rather, a pattern of control over the resources of those countries in which the
majority of the population has no control over their resources.26

In summary, his analysis blamed ‘the under-development of health’ on ‘the sickness
of imperialism’.27 Under-development and dependency theories proposed alternative
autonomous development models for developing countries outside the world econ-
omy dominated by western states, and were interested in the paths of countries such
as Cuba, or, Chile under Salvador Allende. The desire to break the dependency of
developing countries led under-development critiques to merge with anti-industrial-
isation critiques. Industrialisation strategies in developing countries were criticised
for being reliant on foreign investment and their industrial sectors being subject to
foreign domination, ownership and exploitation. Consequently non-industrial eco-
nomic activities came to be stressed as less dependent. Under-development health
thinking sought to break the dependence of developing countries on foreign med-
ical technology and drugs. Under-development thinkers held up Chile’s attempt
under Allende to move away from national health policies relying on imports of
expensive foreign drugs and hospital equipment as exemplary.

Under-development theories were already becoming superseded by anti-
industrialisation critiques by the time that the Imperialism, Health and Medicine
collection of essays was published. The next section discusses the rise of radical
anti-industrialisation critiques.

Counter-culture critiques of modern medicine

Official international development thinking became critical of industrialisation as a
goal for developing countries and its associated health strategies. Radical interna-
tional development thinking also adopted anti-industrialisation ideas, although com-
ing from different concerns. Earlier Marxist-inspired accounts had assumed that the
industrial proletariat was the agent of social revolution. However, doubts had grown
over the political potential of industrial workers following the failures of radical polit-
ical movements in the late 1960s to bring about fundamental social changes.
Counter-culture works such Herbert Marcuse’s One Dimensional Man28 or Paulo Freire’s
The Pedagogy of the Oppressed29suggested that the hope of radical politics lay with
those outside industrial production. A new interest was taken in the role of peasants,
particularly following the Vietnamese defeat of the United States in the Vietnam War.
Counter-culture ideas mingled with environmental concerns over population growth,
resources and the impact of industrialised societies on the planet.

Counter-culture ideas influenced radical thinking on international health. Ivan
Illich’s works such as Limits to Medicine, Medical Nemesis30 applied anti-modernisation
ideas to the health field. Illich, a Catholic priest who lived in Latin America, argued
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that industrial development was creating frustration, not well-being, and the expan-
sion of wage labour which accompanied industrialisation was undermining auton-
omy and altruistic relationships.31 Illich proposed an alternative spiritual view of
development and under-development as a state of mind and suggested that domestic
or community modes of production as opposed to the wage labour of industrialisa-
tion was conducive to altruistic relationships, of relevance to the care of the sick. His
work attacked limited health budgets being spent on technologically advanced hos-
pitals and medicines, whose costs were exacerbated by the fact that developing coun-
tries had to rely on imports of technology and drugs. He observed that expensive
medical training did not necessarily benefit developing countries because trained
medical staff could emigrate and find better paid work in developed countries.32

Such criticisms echoed criticisms voiced elsewhere. However, Illich’s attacks on
modernisation and modern medicine were more fundamental. Illich’s Limits to Medicine
proposed that many modern diseases were socially, culturally and professionally
constructed, in short, ‘man made’.33 Illich argued for a more holistic concept of
health, instead of the modern scientific medical model. Illich wrote of health as free-
dom, anticipating Amartya Sen’s discussion of development as freedom.34 He was
preoccupied with how health intervention smothered ‘health-as-freedom’ even with
equitable provision, although he acknowledged a role for sanitation, inoculation,
and vector control. Illich criticised the development of technologically orientated
health services for impeding people’s self-reliance and therefore undermining peo-
ple’s health – health being defined in terms of autonomy. Furthermore he feared that
the development of anaesthetics would anaesthetise people against reality, encour-
aging passivity and discouraging feelings of compassion: 

An advanced industrial society is sick-making because it disables people from cop-
ing with their environment and, when they break down, from substituting a “clin-
ical” prosthesis for the broken relationships. People would rebel against such an
environment if medicine did not explain their biological disorientation as a defect
in their health, rather than as a defect in the way of life which is imposed on them
or which they impose on themselves. The assurance of personal political inno-
cence that a diagnosis offers the patient serves as a hygienic mask that justifies
further subjection to production and consumption.35

Illich’s views may be contrasted with the earlier belief attached to international health
policy that medical advances would attack fatalism and raise people’s belief in their
ability to change their circumstances. Conversely, Illich sees pain as a corrective to
humanity’s hubris and fears that if humans can be anaesthetised against pain, they
will have no sense of limits: ‘The pain inflicted on individuals had a limiting effect
on the abuses of man by man’.36 Modern medicine therefore undermined social and
moral well-being. Illich’s radical rejection of modern medicine was not adopted in
international health policy, but his critique of medicalisation helped to legitimise
the shift away from the policies aspiring to develop universal modern health services
and consolidate the shift to basic health needs for developing countries.

Selective health care strategy 

The primary health care ideals of grassroots development were overtaken by eco-
nomic crisis in the developing world in the 1980s, commonly referred to as a ‘lost
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decade’ for development. The imposition of structural adjustment programmes in
the wake of the debt crisis in developing countries following the recall of western
loans led to serious cutbacks in public services, along with the loss of subsidies on
staple foods and the wide imposition of charges, which had implications for the
health of populations in the developing world. 

NGO activities took on new significance in the 1980s with the international debt
crisis and the setbacks in national development. NGOs made trenchant attacks on
the impact of structural adjustment programmes on welfare in developing countries
and sought ways of limiting their effects. Their debt relief recommendations have
sought conditions involving the external regulation of national budgets in develop-
ing countries to ensure basic welfare spending including health. Their hopes in
external regulation may be contrasted with the earlier dependency theories which
were suspicious of outside intervention in developing countries, discussed earlier. 

Unsurprisingly the decade witnessed serious reversals in the health gains of the
previous decades. Against this backdrop, the primary health care approach was
modified into a selective primary health care approach. The selective primary
health approach was pioneered by UNICEF and became part of its attempt to facil-
itate ‘adjustment with a human face’ and ameliorate the social impact of austerity
measures on children. Its GOBI programme identified four simple, cheap and effec-
tive health interventions, which could help child survival against the background
of the erosion of the already inadequate health services. The programme focused on
Growth monitoring, Oral rehydration to counter diarrhoea, Breast feeding and
Immunisation against six diseases: tuberculosis, poliomyelitis, diphtheria, tetanus,
whooping cough and measles.37

The GOBI programme demonstrated real successes in reducing child mortality in
an otherwise very depressing decade for international development. Consequently
the programme’s approach was looked to by other international organisations. The
Millennium Development Goals, set out two decades later, are essentially based on
UNICEF’s approach in the GOBI programme. Indeed Goal Four of the Millennium
Development Goals to reduce child mortality incorporates the GOBI programme’s
strategies with some additions. UNICEF itself expanded the GOBI programme to
include 3 Fs: food supplements, family planning, female education.38 Again this
expanded programme had some impact, but the expansion into health education
areas of family planning was more controversial and less effective than the original
GOBI priorities. The GOBI programme deserves praise for saving lives in the midst
of crisis. Good emergency practice is based on the principle of triage, prioritising
treatments that save as many lives as possible given insufficient resources in a cri-
sis. However, a selective child survival programme is very far from WHO’s objective
of ‘the attainment by all peoples of the highest possible level of health’. Tellingly
primary health care advocates in the 1980s were concerned that a selective health
care strategy should not displace a comprehensive primary health care strategy, and
criticised its wider adoption as undermining the ideals of the primary health care
movement: ‘The advocates of highly selected and specific health interventions plus
the managerial processes to implement them have ignored, or put on one side, the
ideas which are at the core of what could be described as the primary health care
revolution. They are in this sense counter revolutionaries’.39

These criticisms are interesting given the centrality of the UN Millennium Devel-
opment Goals in international development planning and campaigning today. If the
1980s were a lost decade for development, and the 1990s were preoccupied with
humanitarian work and deprioritised development issues, the new millennium is
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often presented as re-invigorating development and advancing an exciting innova-
tive and inclusive agenda. Yet the Millennium Development health goals effectively
constitute a selective health care strategy. As such the Millennium Development
health Goals repackage the 1980s’ survival strategies as international development
goals. The Millennium Development Goals initiative therefore puts forward a rather
demoralised vision for the developing world. So how has present development
thinking become reconciled to selective health care strategies?

Voices of the poor 

The sustainable development approach has defined itself against the earlier mod-
ernisation model based on industrialisation and the trickle-down effect and pro-
posed a bottom-up approach to development. The needs-based approach has
evolved into a rights-based approach which has sought to both codify basic needs
as a right and to empower the most vulnerable sections of society to realise these
rights. So while the earlier sustainable development projects were more focused on
practical provision and skills, projects in the last 15 years have become more inter-
ested in social empowerment. To name just two influential figures in international
development, the economist Amartya Sen has written on Development as Freedom,40

while the aid practitioner John Clark, formerly of Oxfam and more recently adviser
to the World Bank has written on Democratising Development.41 The idea of rights-
based development has gained acceptance in the World Bank, not just among inter-
national social organisations such as the UNDP, WHO and UNICEF. 

The empowerment approach to development is encapsulated in the World Bank’s
seminal Voices of the Poor report,42 officially endorsed by Britain’s Department for
International Development among other major donors, which has adopted a holis-
tic view of development and sought to take the expressed needs of the poor as the
starting point for development work. Thus if the 1980s abandoned primary health
care movement concerns over ‘power, ownership, equity and dignity’,43 the 1990s
saw a revival of interest in these concerns. 

The World Bank’s Voices of the Poor report focuses on individuals at the bottom of
society and their personal aspirations, experiences and relationships and sees fulfil-
ment of their modest aspirations as international development priorities. At first
glance reorientating development policies around the expressed needs of the poor
seems very progressive. Yet international development advisers in the past were
concerned with the poor’s fatalistic acceptance of their condition and felt they
needed to raise populations’ expectations. Indeed low expectations are highlighted
in the report, which states how its participants ‘hope for moderate, not extrava-
gant, improvements’.44 But orientating policies around people with low expecta-
tions leads to minimalist goals. So the report may be accused of disingenuously
using the poor’s low expectations to legitimise low development goals. The report’s
authors deny this charge arguing that the importance of small changes identified
by the poor reinforces the requirement to prioritise their needs. Yet the empower-
ment approach has been analysed as legitimising the retreat from state health ser-
vices and attempting to ensure poor households can improve their own health.45

The contemporary understanding of well-being also questions the need for signifi-
cant material transformation to improve the lives and health of populations in
developing countries, as the next section discusses. This is another aspect of the
Voices of the Poor report.
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Well-being and the pathologisation of growth

The Voices of the Poor report champions the idea that the goal of development should
be not wealth but well-being. Its concept of well-being involves ‘material well-being,
physical well-being, social well-being, security, and freedom of choice and action’ con-
tributing to ‘states of mind as well as body, in personal psychological experiences of
well-being’.46 Indeed the report suggests that wealth and well-being are not necessarily
compatible. Repeatedly the report downplays the significance of material prosperity by
highlighting the non-material aspects of well-being. 

International development thinking originally emphasised the correlation
between a state’s wealth, the population’s health and health expenditure. But devel-
opment strategies of the last decade have wanted to counter the idea that a coun-
try’s wealth necessarily determines the health of the population. Thus the editors
of Health and Development argued, ‘It is by no means clear that health status auto-
matically improves with rising levels of development in any given country, and this
certainly cannot be said for all inhabitants’.47

The idea underpins the UNDP’s annual human development index and reports,
which compare the welfare of populations in different countries, highlighting
examples where countries with lower national wealth are providing better welfare
than those with higher national wealth. The theme is very popular in international
development reports today. Favourite examples are Cuba and Kerala province in
India. It is often highlighted that Cuba’s infant mortality rates compare favourably
with the United States of America although Cuba is far less wealthy. 

These examples are interesting to study to see if their approaches can be applied
elsewhere. Nevertheless a broad correlation remains between a country’s wealth
and its population’s health, although this correlation is downplayed in interna-
tional development circles today. Sub-Saharan Africa is one of the poorest regions
of the world with some of the lowest growth rates and predictably has some of the
worst health problems. 

Psychological well-being

The elevation of well-being over wealth evidently suggests new possibilities for
international health issues to be taken more seriously because the concept of
well-being is bound up with health. ‘Ill-health is both a cause and a consequence
of poverty’ is a statement that appears in WHO, World Bank and other inter-
national health reports. The World Bank has observed that ‘for many poor people,
the body is their main asset’ and that they ‘regard accessible, effective and afford-
able health treatment as a priority when ranking institutions of local importance’.48

The concept of well-being also implies a particular perception of health and
health priorities and approaches which is more than the absence of disease. The
goal of well-being gives greater emphasis to the psychological aspects of ill-being
and well-being, including the psychological aspects of poverty. Unsurprisingly
mental health problems have come to the fore. The Voices of the Poor report high-
lighted mental health as a key issue. Mental illness has been made a priority area by
the WHO, so too international aid organisations. Indeed the past decade witnessed
pointed examples where psychological well-being was prioritised and physical prob-
lems downplayed over other health problems in international interventions. Notably
the subject of trauma in the 1990s displaced the western media’s previous focus on
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famine as the prism through which developing countries were portrayed.
Psychosocial programmes were a core feature of international responses to human-
itarian emergencies in the 1990s.49

Well-being is bound up with health, but without significant material improve-
ment, populations in developing countries will have to continue to endure many
diseases and illnesses that have been eradicated or whose effects are minimised or
cured in developed countries through access to modern hospitals and medicines.
Yet international development strategies effectively conceptualise the well-being of
populations in the developing world as having to accept diseases that fall outside
its selective health strategies. As such international development strategies are
logically seeking to promote well-being in the presence of disease, not its absence.

Health education strategies

The psychological non-materialist emphasis in international development thinking
emphasises solutions at the level of the individual focused primarily on self-help
and behaviour modification, rather than the macro level and the eradication of dis-
eases. Health education remains a prime focus of international health policy and is
reflected in the recommendations of the World Bank. The report singles out mov-
ing from ‘illness and incapability to health, information and education’,50 although
the report itself acknowledges that the poor emphasise their need for curative med-
icine. The strategies of the Millennium Goals emphasise education and prevention
through behaviour modification rather than cure. The Millennium Development
Goals 2004 Report on its HIV/AIDs strategy states that ‘for the foreseeable future,
education will remain the only “vaccine” against HIV’ highlighting condom use
and behavioural change.51

Health education programmes have become the staple response of international
aid organisations, but there are questions over the extent of their effectiveness. Health
education work has had some success over the decades, but has difficulties achieving
universal coverage and universal uptake. Health education programmes tend to over-
look the hidden costs of participation in programmes for individuals, such as the bur-
den of time and travel costs to centres. Moreover health education work (including
Millennium Development Goals initiatives) often confuses problems of knowledge,
acceptance and behaviour changes. Research on the effectiveness of health education
has long highlighted the importance of distinguishing knowledge, attitudes and
behaviour change. Even if people are informed about risks, there may be difficulty
persuading people to follow precautionary health messages when people’s lives are
inherently insecure. Communities may have developed traditional risk avoidance
strategies following traditional patterns. However, there are few incentives to adopt
new patterns of behaviour based on modern risk avoidance if one does not expect
one’s life to be significantly transformed. Mead’s study on Culture, Health and Disease
40 years ago understood this problem,52 yet such experience is repeatedly overlooked.

Contrasting visions of global health

The new emphasis on global health draws attention to how health threats tran-
scend borders, but these borders remain as relevant today as before in determining
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the health of populations. Too often disproportionate attention in global health is
given to potential risks posed by diseases in the developing countries to western
countries as opposed to the daily experience of disease and ill health in developing
countries. Moreover some of the diseases such as ebola that have received much
publicity as global health threats in recent years appear to reflect irrational panics
rather than realistic threats. So while international development policies emphasise
the problem of inequalities, the emphasis is on inequalities within developing
countries, between rural and urban, gender inequalities within families, but have
surprisingly little to say on international inequalities nor do they express an aspi-
ration for developing countries to have the same standard of health as those in
developed countries. 

International health advocacy, for all the reference to being part of a global vil-
lage, has not challenged the unspoken assumption of international health inequal-
ities, that populations in developing countries cannot expect to have modern
health systems based on the latest medical developments. The well-being of popu-
lations in developing countries, it seems, is to be based on their stoical acceptance
of a materially simple life. The empowerment of the poor does not encompass
adoption of the same standards of living and expectations of populations in devel-
oped countries. Indicatively participants in a workshop on human rights led by
British lawyers in Bosnia were instructed that the right to health concerned the
right to basic health, not advanced cancer treatment.

Recently there has been more international advocacy around patenting and the
availability of cheap generic medicines taken up by NGOs such as MSF and Oxfam.
Again the problem of developing countries losing health workers to western health
systems, for example, is currently receiving concern. Renewed attention is also being
given to the major diseases of malaria and tuberculosis. However, international
advocacy remains informed by different development and health expectations for
developing countries. Although these differences are based on cultural relativist
arguments, rather than elitist arguments, they are nevertheless legitimising unequal
health outcomes.

Exceptionally the Bill and Melinda Gates Foundation, founded by the billionaire
Microsoft entrepreneur Bill Gates, states an aspiration for health expectation in
developing countries to be the same as that in the West: ‘The mission of our Global
Health program is to ensure that people in the developing world have the same
chance for good health as people in the developed world’.53

Strikingly this aspiration for equality in health between developing and developed
countries has come from an organisation outside of international development cir-
cles which have inculcated low expectations. The high aspirations for health in
developing countries represent a breath of fresh air, shaking up international health
debates, and are also backed by real resources, which however small relative to the
problems, might result in some scientific breakthroughs that could help cure and
eradicate diseases and inspire more official action. The audacity of the ideas invokes
the earlier spirit of international health planning. The announcement of Gates that
his foundation was going to put resources into seeking a cure for malaria and a
method of eradicating malaria-carrying mosquitoes resurrect some of the ambitions
around the MEP of half a century ago. International NGOs have welcomed the new
initiatives, but there is some ambivalence. In key respects, Gates’s approach is
antithetical to contemporary international development and international health
thinking. Notably research into developing disease resistant crops with enhanced
nutrients involving genetic modification, or genetically modifying mosquitoes to
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eradicate malaria-carrying mosquitoes, or developing new insecticides goes against
sustainable development thinking. Such ambitions invoke the spectre of humanity’s
hubris, which has haunted development thinking for the last three decades. 

Conclusion

The presence of disease and sickness is the reality for populations in developing
countries. Most of the world’s population remain without access to both adequate
primary health care and medically advanced interventions. The vast majority of
health problems suffered by people in developing countries are unaddressed. With
few exceptions, the ‘attainment by all peoples of the highest possible level of
health’54 does not appear to be an objective any longer, let alone a reality.

Discussion topics

How might the shift in international health policy away from ‘modernisation’
towards ‘sustainable development’ affect the health of people in the third world?
Are the changes in international health policy a realistic response to the social and
economic conditions prevailing in the third world, or, do they reflect a broader
crisis in the western medical model?
Compare and contrast the health problems of the United Kingdom with those of
sub-Saharan Africa; to what extent do they require similar solutions?
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Conclusion

Finally … some remarks are in order about how – or, indeed, whether – the practice
of sociology would need to be different in my ‘re-imagined’ form. Certainly the
word ‘sociology’ would recover its original normative voice, as disciplinary practi-
tioners see themselves contributing to the constitution of the societies they study,
typically by raising subjects’ collective self-consciousness.

Steve Fuller, The New Sociological Imagination, 2006

This book has spanned a broad terrain, from the putative health risks of mobile
phones to the government’s ‘expert patient programme’, and from the growing
popularity of homeopathy to the construction of new maladies, such as fibromyal-
gia or work stress. Superficially, these phenomena appear to be independent and
discrete, however, closer analysis reveals common threads, which when drawn
together help us to understand what is unique and historically specific about the
prevailing discourse of health.

The unifying theme and the key to understanding contemporary health issues is
the concept of fear. Fear is manifest at two interlinked levels of analysis, at the indi-
vidual and the social, or to use C.Wright Mills’s terminology, personal troubles and
public issues.1 At both levels of analysis there are two aspects to this new wave of
anxiety. First, is a heightened sense of vulnerability to mental and physical pathol-
ogy and to the unchecked power of vested interests. The second aspect is a dimin-
ished sense of agency; the belief that we are largely powerless to overcome these
external threats. 

The heightened sense of vulnerability can be seen in the epidemic of ‘health
scares’ which suggests that previously taken-for-granted aspects of everyday life,
such as, diet, paid employment, or the use of new technologies, pose a major threat
to our physical or mental health. The list of perceived threats extends to institu-
tionalised structures of power which were previously thought to be benign or even
beneficent. The pharmaceutical industry, whose products have saved countless
lives, is derided as ‘Big Pharma’ and the medical profession itself is constantly dis-
paraged as a source of abuse, by reference to high profile ‘scandals’ such as the post-
mortem removal and retention (without parental consent) of children’s organs
by pathologists at the Alder Hay Hospital, or the furore around expert witness
Professor Roy Meadows’s erroneous evidence, which contributed to the wrongful
conviction of several women accused of murdering their children. The point is
not that such threats are false, or that they do not warrant investigation, but that
their magnitude is grossly amplified; the personal and institutional responses they
evoke are disproportionate to the actual threat posed; and that this over-reaction
can generate adverse outcomes which outweigh those of the perceived threat.

The individual and social responses to these perceived threats illustrate the second
aspect of the contemporary form of fear, namely the diminished sense of agency or
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selfhood. Superficially, it appears contradictory to insist that examples of individual
and social action illustrate a diminution of agency. However, by agency, we are not
referring to any and all forms of activity, but to purposive human action to trans-
form and humanise the external world. Thus when the Inquisition arrested Galileo
and branded his support for heliocentrism heretical, they were not engaging in
human agency, but trying to stifle it. The response to the contemporary culture of
fear is equally conservative and counter to human agency. At both the individual
and collective levels the response is characterised by the precautionary principle which
holds that no action should be taken unless its consequences can be proven to be
benign. 

As we have seen, at the institutional level this has led to new forms of regulation,
which have placed constraints on scientific development and reduced the auton-
omy of the medical profession. At the individual level, the diminished sense of
agency has generated an introspective and internalised response, characterised
by risk avoidance and the tendency to translate social problems into medical
complaints, giving rise to a host of new syndromes. Rather than trying to change
the world, individuals attempt to resolve their problems by seeking therapeutic
solutions or by calling for ever greater regulation of health risks and unhealthy
lifestyles. 

Another aspect of the response to the culture of fear is the promotion of faux
democracy, this impulse relates not so much to the political sphere as to professional
and scientific hierarchies. It goes beyond the imposition of regulatory mechanisms,
to challenge the authority of scientific knowledge and professional expertise, which
are often dismissed as elitist or undemocratic. The notion of medical pluralism
encapsulates this perspective, implying that clinical science is merely one voice
which should possess no greater authority than that of the ‘expert patient’ or the
alternative therapist. While this approach appears egalitarian it is essentially an
entirely false form of democracy, as it runs counter to the production of rational
discourse on which genuinely democratic decision making is based. It is also pro-
foundly agency robbing, as it undermines the role of reason in transforming the
natural and social world, in favour of partial knowledge and superstition.2 This
retreat from reason marks a significant lowering of expectations regarding the
capacity for human agency to transform the world we live in, which as we have
seen is particularly bleak when applied to the process of Third World development.

Taken together, the heightened sense of vulnerability and the diminished sense
of agency reveal what is new and unique about the prevailing culture of fear. Other
cultures really were vulnerable to external threats, the plague reduced the popula-
tion of Europe by at least a third in the fourteenth century, and more recently up
to 1 million people died in the Irish Potato famine of the late 1840s. The peasants
of medieval Europe really were powerless to resist the spread of infectious disease,
and in the mid-nineteenth century the Irish really were unable to overcome the food
shortages caused by potato blight and English colonialism. Contemporary devel-
oped societies are not free from objective threats to health, but what is unique
about the prevailing culture of fear is the mis-match between the magnitude of the
threat on one hand, and on the other our heightened sense of perceived vulnera-
bility and diminished sense of capacity to overcome these threats.

It is in this context that the new discourse of health should be understood. Its
central characteristics are both a product of and contributor to a broader anti-
humanist current. Popular culture often asserts that humanity needs to ‘reduce its
footprint on the Earth’, to intervene less in nature. The growing human population
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is frequently represented as a form of global disease that is stifling the planet. The
achievements of modern medicine in extending life expectancy are often presented
as part of this ‘problem’. 

Medical sociology has in some instances contributed to this anti-humanist world-
view, however, it also has an important role to play in de-bunking it. The new dis-
course of health is very different to that of thirty years ago. Although new
technologies and medical advances continue to emerge, they are often received
with ambivalence and suspicion. The Enlightenment project of using science and
reason to create ‘heaven on Earth’ is frequently dismissed as hubristic. There is a
new culture of fear, vulnerability and uncertainty that threatens to undermine
medical progress. These changes have sociological origins, and it is only by explor-
ing those origins and bringing them into public consciousness that the prevailing
anti-humanism can be challenged.
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