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The first edition of Key Concepts in Medical Sociology, published in 2004, was a huge
success. The text proved popular among students of sociology and cognate subjects,
as well as those undertaking professional training in health-related disciplines. For
instance, students of medicine and nursing are increasingly being exposed to socio-
logical insights into the relationships between social structures and health inequal-
ities, stigma, the social aspects of bodies or embodiment, death and chronic illness.
Hence, as with our own teaching of under- and postgraduate students in the social
sciences and future clinicians, we have found it useful to include the first edition of
this text as a key reference on our class reading lists.

Nine years have passed since that first edition was published, and, as might be
anticipated amidst broader social transformations, the domains of health and illness
continue to represent rapidly moving objects for and subjects of sociological analy-
sis. Health issues demand ongoing consideration amidst increasing complexity and
controversy, or at least people’s growing awareness that health, illness and care can-
not be taken for granted. McDonnell et al. (2009), for example, flag such concerns
in relation to the internet and heightened sensitivity to medical risk (iatrogenesis),
citing controversies surrounding the putative safety of vaccinations for children. We
could, of course, add to this, drawing from health inequalities literature which elu-
cidates the impact of neoliberal globalization as Western capitalism lurches from
one crisis to the next. At the current historical juncture, we certainly remain mind-
ful of the pressing salience of sociology in understanding class divisions (in inter-
action with gender and ethnicity, for instance) and their relation to (growing)
health inequalities in the UK and beyond. When considering people’s private
troubles, especially in health contexts, attention cannot veer too far from larger
social structures and what C. Wright Mills (1959) termed public issues.

Other popular medical sociology texts, which this book seeks to complement,
are similarly revised and updated under rapidly changing social conditions
(e.g. Nettleton, 2006). Such updates are welcomed insofar as sociology is a living
and breathing discipline, dealing with the stuff of our everyday shared existence
and ultimate demise. In short, the sociological community must continually revisit
its knowledge base. This book aims to satisfy that mandate, adding to the learning
resources available to students via a collection of short, highly focused essays on
particular topics. As will be seen, contributors have elaborated on, debated and
critiqued ideas within what continues to be a lively, thriving, and at times contro-
versial area of study. The ongoing theorization of concepts such as ‘embodiment’,
‘risk” and ‘social class’ clearly demonstrates that medical sociology is in good health,
so to speak, and as relevant as ever in the new millennium. New concepts are also
included in this edition, such as ‘eHealth’, as contributors explore phenomena that

"This is a revised and updated version of the introduction from the first edition of Key
Concepts in Medical Sociology, edited by Jonathan Gabe, Mike Bury and Mary Ann Elston.



have hitherto escaped sustained sociological scrutiny. As environments, technologies,
debates and other social concerns emerge, evolve and morph, sociologists” interests
also develop while remaining connected with, and indebted to, an established
canon of key concepts, research and theory.

The aim behind the ‘key concepts’ approach is to provide readers with system-
atic, easily accessible information about the building blocks of medical sociology.
Our priority has been to present those key concepts (loosely defined here to
include substantive issues) that have preoccupied medical sociologists and shaped
the field as it exists today. For each one of these concepts, contributors have pre-
sented an entry that covers its origin or the background to the issue, an account of
its subsequent development and, where relevant, an assessment of its significance
to the field. In order to orientate readers, each entry is preceded by a working defi-
nition. These were not always easy to write because some of the concepts remain
contested within the literature. Each entry then elaborates on the definition, iden-
tifying controversies, variations in use and, if relevant, more recent developments
in the literature. The entries thus go beyond the inevitable oversimplification of
a dictionary, or the passing references that many concepts receive in textbooks.
By following cross-references, a picture of the relationship between different
concepts can be built up. The short list of references given at the end of each
entry provides suggestions for further reading. Our hope is that this book helps
guide readers through some of the complexities of the field, encouraging further
study and equipping them with the knowledge to understand health and illness,
whether as a sociology student, a health care professional in training, or an already
experienced practitioner.

Before we describe the contents of the book in more detail, we present a short
account of the recent development of medical sociology, highlighting its dual
orientation towards sociology and health care. We hope that this will help the
reader to understand the context in which the field and its key concepts have
been shaped.

MEDICAL SOCIOLOGY AND ITS DEVELOPMENT

When thinking sociologically it is possible to relate to health and illness in at least
two different ways (Bury, 1997). On the one hand, a sociological perspective can
be applied to the experience and social distribution of health (disorders) and to
the institutions through which care and cures are provided. In this sense, medical
sociology can have an applied orientation to understanding and improving health,
and can also be seen as one among many disciplines that might appropriately be
studied by health care providers. On the other hand, the sociological study of
health, illness and institutions of health care can stand alongside analysis of other
significant social experiences and institutions, as a means of understanding the
society under study. Thus, medical sociology is also a theoretically orientated field,
committed to explaining large-scale social transformations and their implications,
as well as interactions in everyday settings that bear upon health. These two
aspects of medical sociology have, in a well-worn phrase, been characterized as
sociology in medicine and sociology of medicine (Straus, 1957). This double-edged
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character is, in our view, one of the reasons why medical sociology is such an exciting,
challenging and rewarding field to work in.

The attractions and challenges of medical sociology have a history. In the
mid-twentieth century, medical sociology was a scarcely known subfield of the
then controversial but expanding discipline of sociology. Those calling themselves
medical sociologists were few and far between. Moreover, they were usually work-
ing on applied projects related to public health and social aspects of medicine,
often located in medical schools. These sociologists were continuing a long, diverse
tradition of research into the relationship between social factors and health in
Europe and North America (Bloom, 2000). However, as academic departments of
sociology grew in the 1960s, and developed a strongly theoretical orientation, the
study of health and illness was sometimes regarded with disdain as being ‘an
applied activity ... lacking in theoretical substance’ (Bird et al., 2000: 1). Yet
today, medical sociology is the largest specialist professional study group within
both British and North American sociology, and thrives in many other parts of the
world, notably Australia, New Zealand and the Nordic countries. Sometimes it will
be found under alternative designations, such as the ‘sociology of health and ill-
ness’, with the term ‘medical’ being regarded by some as evoking too strong an
association with one particular health care profession and with pathology rather
than health. But whatever the terminology (and in this volume we have chosen to
retain the older title), courses which examine sociological aspects of health, disease
and health care are now almost ubiquitous offerings within undergraduate sociol-
ogy programmes, as marked by the number of textbooks (e.g. Barry and Yuill,
2008; Bradby, 2009) and readers (e.g. Albrecht et al., 2003; Bird et al., 2010) that
are available.

As a result medical sociology can no longer be regarded as an isolated and
applied specialism within its parent discipline. In recent years there has been an
increasing rapprochement between long-standing analytical concerns of medical
sociology and new issues in sociological theory, most notably in the growing theo-
retical interest in embodiment (e.g. Turner, 2008), emotions (e.g. Bendelow, 2009)
and risk (e.g. Gabe, 1995; Monaghan, 2001). Indeed, we are reminded of Turner’s
(1992) contention that medical sociology, with its attention to corporeal matters,
has the potential to become the ‘leading edge of contemporary sociological theory’
(p. 163). And it is this concern with sociological theory, or formal conceptual
matters, which serves as a central defining characteristic of medical sociology.
Cockerham (2007: 291) writes: ‘what makes medical sociology most distinct in
relation to other disciplines — like public health and health services research - is its
use of sociological theory’. At the same time, medical sociologists have been
increasingly working across the boundaries with other sociological or interdisci-
plinary fields, for example, criminology (Timmermans and Gabe, 2003) and social
studies of science and technology (Faulkner, 2009).

Another growing area of medical sociology research, which travels across
disciplinary borderlands, is the study of health care organization and health pol-
icy. The accessibility and quality of health care are significant issues for citizens of
any country and, at least in relatively affluent nations, health care (public and/or



private) is a major component of the domestic economy and one of the largest
employers. Moreover, almost all economically developed and many less developed
countries have experienced major reforms to their health care systems since the
1970s. Sociological analysis of these changes and their significance has brought
new vigour to the academic study of health policy (Gabe and Calnan, 2009).

Medical sociology has thus now established a secure and prominent place in the
social science academe, but not at the expense of its applied institutional roots. In
the 1960s and early 1970s, although medical sociologists were mainly to be found
in medical schools, their position there was generally a marginal one. In this new
millennium, the place of social science is far more central in radically revised
medical curricula. Sociology textbooks for medical students and other health pro-
fessionals are now well established and regularly updated (e.g. Scambler, 2008).
And, with the increasing incorporation of professional education for nurses and
professions allied to medicine within universities, there has been a burgeoning of
medical sociology courses for a wider range of health care students. The same holds
for qualified professionals, for example through the distance learning programmes
of institutions such as the Open University in the UK (similarly, for the USA, see
Bloom, 2000).

Today, then, medical sociology is studied by a wide range of students, with some
intent on pursuing a career in one of the health professions, and others, at the
opposite end of the spectrum, with strong theoretical interests in the constitution
of society. One of the impetuses behind this book was our concern that all such
students should have the opportunity to learn about the building blocks of their
chosen subject.

EDITORIAL DECISIONS

When editing this text we decided to keep its original structure, as described
further below, while either seeking updates or deleting previous entries. We also
commissioned and (co-)authored new material. This edition contains new entries
on, for instance, ‘health professional migration’, ‘bioethics’, ‘eHealth’, ‘emotions’,
‘awareness contexts’ and ‘trust in medicine’. To inform our editorial decisions we
not only drew on our pre-existing knowledge of medical sociology, we also
surveyed leading journals (for example, Sociology of Health & Illness and Social
Science & Medicine) and sought the views of colleagues who are established
experts in this field. We asked each contributor to the first edition whether they
thought an update of their original entry was needed and, if so, whether they were
in a position to undertake that task. Sometimes entries were written afresh by
new contributors. If necessary, we updated entries ourselves, either in collabora-
tion with or with the prior agreement of their original authors. For instance, we
revised concepts such as ‘the sick role’, ‘stigma’ and ‘illness narratives’ in light of
more recent literature. Throughout, each contributor was asked where possible to
attend to an international and increasingly global context.

When deciding to retain and update concepts, a key criterion was the continuing
discussion about each concept within the broader community of medical sociologists.
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Often, concepts were retained if there was also scope for their further develop-
ment and application. For example, while ‘medicalization’ was well defined and
explained in the first edition, we have retained and updated it here given, among
other things, writings on biomedicalization. The latter concept has been defined as
‘the increasingly complex, multisited, multidirectional processes of medicalization,
both extended and reconstituted through the new social forms of highly techno-
scientific biomedicine’ (Clarke et al., 2003: 161). ‘Illness behaviour’ has also been
retained from the first edition, though it has now been combined with a discussion
on ‘health-related behaviour’ as part of a critical reflection on these concepts
within and beyond medical sociology.

As noted above, we also excised some entries. In part, this was a pragmatic
decision given the exigencies of space and our wish to include some new mate-
rial. Excisions were nonetheless informed by several considerations, including
the need to make the text more internationally relevant. Some new entries
have effectively replaced old ones and have been included in order to capture
particular issues and processes in a politicized global context. Thus, we decided
the previous entry on ‘health and development’ should be replaced by an entry
on ‘neoliberal globalization and health inequalities’. And, while some entries
have been deleted, relevant discussion is often subsumed under particular con-
cepts that are becoming increasingly visible in health debates and policy; for
example, ‘social support’ has been replaced with a critical entry on ‘social
capital’. Some entries from the first edition have also been combined and con-
densed, with this text featuring entries on ‘ageing and the lifecourse’ and
‘medical autonomy, dominance and decline’ (thereby effectively replacing four
entries with two).

Selecting our key concepts has involved some difficult decisions about what to
omit. Other medical sociologists’ final list might have looked different, but, we
believe, only a little. Most of our colleagues would agree, we think, that the topics
we have chosen are ones that have significantly shaped the discipline and/or are of
obvious contemporary importance, even if we have not been able to include all
possible candidates for this accolade. In line with our commitment to giving the
reader a sense of how medical sociology has developed, we have emphasized classic
concepts rather than opt only for those of obvious current (and possibly ephemeral)
interest. Talking only in terms of ‘concepts’ is less than ideal, but in selecting topics
we have recognized that, in addition to the key concepts that have been regularly
used in medical sociological analysis, there are recurrent substantive issues or par-
ticular approaches which cannot easily be captured by single concepts.

STRUCTURE AND CONTENTS OF THE BOOK

Entries are organized under five pre-defined themes: (1) the social patterning of
health; (2) the experience of health and illness; (3) health, knowledge and prac-
tice; (4) health work and the division of labour; and (5) health care organization
and policy. These themes cover a substantial proportion of medical sociological



research and scholarship. There is, of course, some overlap between them, as
reflected in the cross-references made between entries. We will outline each of
these themes below.

Part 1 focuses on the social patterning of health and includes entries on health
inequalities and the social causation of (ill) health. Entries set out the ways in
which social divisions, such as ‘social class’, are associated with various measures
of health status, and discuss the ways in which such concepts have been operation-
alized. The study of inequalities in relation to occupational ‘social class’ has been
particularly prominent in the UK, for instance. However, as the other entries in
this section show, the distribution of life chances and health within and between
nations are also structured by ‘age’, ‘gender’, ‘ethnicity’, ‘place of residence’ and
‘neoliberal globalization’. Furthermore, these entries illustrate how research
deploying these concepts has developed through collaborating with other disci-
plines, such as epidemiology. At the same time, understanding how this social pat-
terning of health comes about requires moving beyond statistical correlations.
Hence, entries in Part 1 include conceptual approaches that have been used to
study the causes of health inequalities. One of the striking aspects of this section
is how clearly the different approaches can be related to classic sociological
debates. The relative role in health causation of ideas and values compared to
material factors in shaping social change and individual behaviour, and the signifi-
cance of social integration for health, are concerns that would be recognizable to
sociology’s founding European triumvirate: namely Karl Marx, Max Weber and
Emile Durkheim.

The themes taken up in Part 2 derive more directly from North American tra-
ditions of sociology, in the form of functionalism and symbolic interactionism,
with the conception of illness as a form of deviance linking the two. Sociological
studies of the experience and meanings of illness and people’s interactions with
health professionals have, indubitably, generated concepts that have had a pro-
found impact on both sociology as a discipline and the delivery of care. Arguably,
the concepts of ‘stigma’, ‘chronic illness’ and ‘quality of life’ have become so
taken-for-granted in discussions of health care that their origins in particular con-
cerns and the ways in which their use may have changed can be overlooked. Few
sociology students go back, for example, to Parsons’ (1951) original formulation
of ‘the sick role’ and, as a result, often fail to appreciate fully either the context
in which Parsons wrote or that this concept was a depiction of normative expec-
tations and not actual behaviours. Other contributions to this section cover con-
cepts that have risen to prominence more recently, such as ‘illness narratives’,
‘embodiment’, ‘risk’ and ‘emotions’. In developing and using these concepts,
medical sociology has sought to move beyond one-dimensional accounts of illness
as deviance to link up with more general concerns with self-identity and cultural
meaning that characterize late modern societies. The experience of illness can
therefore be seen to reflect and contribute to the shaping of contemporary cul-
tures. The emphasis on personal narratives has expressed this central motif, both
for sociology and the wider society.
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Part 3 focuses on knowledge of and practice about health. Here the entries begin
by discussing what has, at times, been regarded as not so much a useful analytical
concept, but more an object to be attacked: ‘the medical model’. Underpinning
this model is scientific knowledge about the working of the human body and the
next two entries examine recurrent concerns within medical sociology: the social
shaping of this scientific knowledge and its relationship with lay people’s knowl-
edge and understanding of health and illness. In health care, scientific knowledge
and technologies are combined to create forms of practice in which professionals
and lay people interact. In recent years, there has been growing sociological inter-
est in how this interaction is shaped, particularly in relation to innovative tech-
nologies such as those increasingly involved in the management of ‘reproduction’
and in genetic medicine or ‘geneticization’. New entries on ‘eHealth’ and ‘bioeth-
ics’ are also included here. Finally, reflecting the influence of the French social
thinker, Michel Foucault, on medical sociology, another growing area of practice is
examined — that which is concerned with monitoring and promoting population
health. Discussion in this area focuses on the tension between promoting the wel-
fare of patients and the role of health care — especially health promotion — in
effecting surveillance and disciplinary power over lay people’s behaviour. At the
same time, modern health care is a highly developed set of social processes, involv-
ing many different forms of activity, and is provided by many actors, from highly
trained professionals to self-care. This complex division of labour is, therefore, the
focus of Part 4.

Until relatively recently, medical sociology was preoccupied with doctors, as
members of an archetypal, autonomous profession of a particular occupational
form and as the dominant occupational group in health care provision. The first two
entries in Part 4 cover such issues. However, in recent decades, sociological research
on health care providers has developed beyond the study of doctors. This has
evolved in three main ways. First, there has been a certain, albeit limited, increase
in research on other health care occupations such as nursing and midwifery. Second,
particularly since the mid-1980s, sociologists’ interest in the rise of medical power
and authority has been superseded by a consideration of their putative decline. One
possible indication of this is the apparent growth in resorting to non-orthodox
medicine, which has revived sociological interest in the concept of ‘medical plural-
ism’ (subsumed in this text under an entry on ‘complementary and alternative
medicine’). Third, there has been a shift in emphasis away from specific occupa-
tions towards the division of labour itself and the character of health care work,
wherever it is undertaken. Alongside micro-sociological studies of inter-professional
interactions and boundary work, feminism has had an important influence on
medical sociology research in this area since the 1970s. On the one hand, it has led
to recognition of the value of ‘emotional labour’ as a relevant concept when study-
ing health care as a form of people-processing. On the other hand, it has resulted
in a wider conception of the location of health and the division of labour, including
‘informal care’ which takes place in the home. We would add, as with the entry on
‘health professional migration’, that such labour needs to be examined with a close
eye on global power relations. Hence, sociological attention should focus not only



on relations between health workers and their recipients of care but also on rela-
tions between higher and lower income nations, with care delivered in the former
often leaving deficits in the latter.

The final section, Part 5, considers some of the key concepts and issues that have
shaped medical sociological research on health care organization and policy. As
might be inferred from the above discussion, such studies can be focused on dif-
ferent levels: the macro, societal level; the meso level of the formal organizational
structure; and the micro interactional level. A concern with these different yet
interconnected levels is reflected in our choice of topics, ranging from the hospital
and what unfolds therein to the political economy of medicine and the legal sys-
tems surrounding health care. The key concepts and issues reviewed here fall into
three main, albeit overlapping, categories. First are the theoretical concepts used
to analyse the major shifts that are currently occurring in health care across much
of the relatively affluent world, such as ‘privatization’, ‘managerialism’, ‘consumer-
ism’, and the reconfiguration of ‘citizenship’ in relation to health care entitlement.
Second, there are sociological concepts that have been deployed in the analysis of
how some issues become health policy concerns, as exemplified in relation to
‘social movements’. Finally, there are concepts relating to institutional processes
and organizations that are increasingly prominent in contemporary health care, such
as ‘medicines regulation’, ‘evaluation’ and ‘malpractice’. These latter concepts feed
back into the discussion of the possible decline of an autonomous and all-powerful
medical profession.
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Social classes are strata of society defined in terms of (1) the relationship between
capital and labour, extending to (2) aspects of labour market position and work
characteristics.

With the possible exception of the earliest or pre-Neolithic societies, human
sociability has consistently shown evidence of enduring hierarchy or strata. This
division of social formations by hierarchy or strata is usually referred to as ‘social
stratification’. Even in post-Neolithic but still traditional or pre-modern societies,
stratification was more complex than simple oppositions between ‘master and
slave’ and ‘lord and serf’ suggest. In highly differentiated modern societies, strati-
fication is invariably multi-dimensional. While social class is the dimension of
stratification that has been most often highlighted and debated, it is far from
being the only one. Moreover, as the historian Braudel (1984) has so painstakingly
shown in his study of Europe from 1400 to 1800, transitions from pre-modern to
modern were invariably slow and uneven: no modern or capitalist society is with-
out its pre-modern or feudal residue.

Neither the concept of social class nor the phenomena it denotes originated
with Marx, but his contribution remains influential. While recognizing the
dynamic, complex and multi-dimensional nature of stratification in modern soci-
eties, he insisted: (1) that class is fundamental, and (2) that there would develop
an antagonistic polarization between two ‘basic’ classes — the bourgeoisie (the
owners of capital) and the proletariat (the wage-labourers) — that would ulti-
mately lead to revolutionary or transformatory change. Opinion remains divided
on whether Marx simply got it wrong — the polarization he anticipated in the
industrialized West, leading to a revolutionary shift in favour of the proletariat,
has yet to occur — or whether his analysis was convincing but his timing was out.
Weber took a lot of what Marx argued about class on board but disassociated
himself from any sense of historical inevitability, emphasizing the salience of
class-based life chances or opportunities and contending that other dimensions
of stratification than class, notably ‘honour’ (or status) and ‘party’ (or political
organization around agendas for change), remained important in their own right
and could and do vary independent of class.

The classical Marx—Weber debate lives on but has been joined by a plethora of
rival theories of class in modern society, and more recently by theories about the
demise of class in post-modern societies. There is space here only to comment on
ideas regarding the ‘death of class’. Some have argued that the ‘discourse of class’
that came to prevail in modern society was never truly warranted; others have held
that while class was a, or even the, fundamental form of stratification in modern
society, this is no longer true of post-modern society (Pakulski and Waters, 1996).
For the latter, class has been complemented, and even displaced, both by the likes
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of gender, ethnicity, sexuality and so on, and by a novel cultural shift towards the
increasingly individualistic, open, and hybrid business of identity-formation. In
other words, class is not what it was — either objectively or subjectively. An alter-
native position is that class remains significant objectively but has become less sig-
nificant subjectively: namely, class continues to mould individuals’ experiences,
although they are less likely than even a generation ago either to recognize this or
to construct their identities in terms of class (Scambler, 2002).

A gap is also apparent between the concepts of class found in theories and those
encountered in the research domain. Socio-economic classifications (SECs), often
presented as proxies for class, have routinely shown a strong inverse association
between occupational standing and health status and longevity. Mention might be
made here of a relatively subtle SEC, the broadly neo-Weberian National Statistics
Socio-economic Classification (NS-SEC) scheme introduced in England and Wales
(see Rose and O’Reilly, 1997). In this scheme, occupations are differentiated in
terms of reward mechanisms, promotion prospects, autonomy and job security. It
comprises the following: senior professionals/senior managers; associate profes-
sionals/junior managers; other administrative and clerical workers; own account
non-professionals; supervisors, technicians and related workers; intermediate
workers; other workers; and never worked/other inactive. The most advantaged
NS-SEC ‘classes’ typically exhibit personalized reward structures, have good
opportunities for advancement and relatively high levels of autonomy within the
job, and are relatively secure (these attributes tending to be reversed for the most
disadvantaged or routine ‘classes’) (Langford and Johnson, 2010).

As far as England and Wales are concerned, the changes captured through stud-
ies of a succession of SECs on the one hand, and, say, life expectancy on the other,
are unambiguous. They show an upward trend in life expectancy for men and
women across the SEC spectrum. However, the improvement in life expectancy
has been more rapid among those at the top than among those at the bottom of
the ‘socio-economic hierarchy’ (Graham, 2009). The same pattern is found in
other developed or high-income countries (Mackenbach, 2005).

Data in this vein also testify to the existence of a ‘social gradient’ — that is to say,
the relationships between SECs and measures of health and longevity are finely
graded. Not only are there considerable differences between the best- and worst-
off in England and Wales, but the higher one’s social position is (or level of educa-
tion, occupational status or housing conditions) the better one’s health is likely to
be. The authors of the Marmot Review (2010: 16) write:

These serious health inequalities do not arise by chance, and they cannot be attributed
simply to genetic makeup, ‘bad’, unhealthy behaviour, or difficulties in access to
health care, important as these factors may be. Social and economic differences in
health status reflect, and are caused by, social and economic inequalities in society.

There is a paucity of material for developing societies, certainly as far as social
gradients are concerned. However, there is ample evidence for ubiquitous inter-
and intra-national health inequalities, the most dramatic of which appear across

the developed/developing and North/South divides (WHO, 2008).



There is no doubting the sociological utility of SECs like NS-SEC, but do they
catch enough of the ongoing contradictions between capital and labour that are so
pivotal not only for Marx but also for many mainstream sociologists? Indicators of
or proxies for class, like the NS-SEC, have raised important issues around the
(nature of the) causal relationship between class and health. To some extent the
disciplinary boundary between social epidemiology and medical sociology has
been obscured here. Positively, this might be interpreted as a victory for ‘inter-
disciplinarity’; negatively, it might be seen as social epidemiology’s co-option of
medical sociology. Most probably the answer lies somewhere in the middle. Much
depends, however, on whether class theory has any purchase in the here-and-now.
If it does, then it falls on sociologists to do it justice.

The statistical linkages between occupational standing (or other SECs devel-
oped across the globe) and health have led to a number of sociological models,
many of them focusing on the causal role of material, behavioural and psychoso-
cial factors for health, and many also using the notion of the lifecourse as a
vehicle (see Graham, 2009). These could be defined as ‘middle range’ sociological
models since they focus on measurable aspects of social phenomena and observed
empirical regularities. However, measures like that of the NS-SEC neither pur-
port to be nor are substitutes for Marxian models of class. This gives rise to two
questions. First, is it premature to write neo-Marxist concepts of class out of the
medical-sociological script? And second, does class, thus understood, have some
causal bearing on the enduring statistical associations between SECs and health/
longevity?

Navarro (2002) has long argued against neglecting Marx’s theories, holding class
relations accountable not just for inter- and intra-national health inequalities but
also for the near-ubiquitous failure of governments to tackle them effectively and
for the flaws found in many health care systems. A related thesis is that class rela-
tions understood in this way are largely responsible for the consistent and long-
standing associations between SECs and health. It is class relations, in short, that
‘lock’ people into their SEC (and the parsimony of post-war social or inter-SEC
mobility is indeed remarkable). In an extension of this thesis, it has been suggested
that the attention of researchers should switch from its past and present focus on
the poor health behaviours and prospects of the poor and powerless to concentrate
on the behaviours of the rich and powerful. The polemically-named ‘greedy bas-
tards hypothesis’ (or GBH) claims that it is the behaviours of a small, hardcore
group of thoroughly global capitalists who are active in the UK (the chief execu-
tive officers of major and multi-national corporations, financiers, rentiers and so on) —
increasingly and significantly favoured since the mid-1970s by the globalizing power
elite of the state — that provide the principal causal motor for (1) the enduring
nature, and even deepening, of health inequalities in the UK, and (2) the persistent
failure to properly address these (Scambler, 2002). Implicit in the GBH is a critique
of the abandonment of sociology’s classic focus on social structures or relations. It
sees the maldistribution of wealth and income as — directly and indirectly — pivotal
for health inequalities, and defines both this maldistribution and its near-systematic
neglect as a function of class relations. The rich, it suggests, engage in forms of ‘ill-
ness behaviour’ with profound implications for the poor, while it is the illness
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behaviour of the poor that is the more-or-less exclusive object of current (funded)
research programmes. The bulk of research funding comes directly or indirectly
from the state.

Arguably it is not simply a matter of choosing either middle-range theories
consonant with known statistical linkages between SECs and health or a more
traditional or modern sociological emphasis on social structure. Both can con-
tribute to our understanding of how people’s social positions and behaviours
will have ramifications for their health status and life expectancy. Graham
(1995) seminally showed, Durkheim-like, how seemingly individual decisions
to engage in ‘risk behaviours’ like smoking can be rational by-products of the
structured circumstances in which women happen, unwittingly, to find them-
selves. The challenge of the next decade may be to discover more effective ways
of (1) integrating macro-, meso- and micro-sociological theories of health
inequalities, (2) facilitating genuinely interdisciplinary — sociological, psycho-
logical and biological — approaches to health inequalities, and (3) propagating
policies to tackle health inequalities. Arguably, none of these projects can be
comprehensively pursued in the absence of a classic modern theory of relations
of class.

See also: Material and Cultural Factors; Neoliberal Globalization and Health Inequalities
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Gender concerns the social relations within and between groups of men and women,
boys and girls; it is an interactive process that also has health implications.

‘Being a man or a woman’, writes Connell (2009: 5), ‘is not a pre-determined state.
It is a becoming, a condition actively under construction’. The social construction
of gender has implications for health. Health is socially patterned while remaining
dynamic and sensitive to changes in the social relations of gender within and
between societies over time.

The distinction between biological sex and social gender has been indispensable
for the study of gender and health. However, sex and gender tend to be treated
as competing explanations when — more often than not — they both matter and it
is their interaction that is important. Male sex makes men vulnerable to prostate
disease and female sex makes women vulnerable to cervical cancer and cancer of
the womb. Biology also has a role in conditions which both men and women
experience. Lung function matures more slowly in the male foetus which gives
rise to more respiratory distress syndromes and lung-related injuries in newborns.
Female sex hormones reduce the risk of coronary heart disease in women in their
‘reproductive years’. But biological factors do not determine the health of men and
women, boys and girls. Social factors can overrule or even cancel out biological
propensities. For example, in HIV infection the biological body puts women at a
higher risk of seroconversion during unprotected sex with an infected male part-
ner since, amongst other things, the greater area of mucus membrane exposed
during sex provides a fertile ground for the virus to enter the body, and micro-
tears in vaginal tissue increase the risk of male-to-female transmission. But, cru-
cially, around the world, it is the social relations of gender — especially women’s
relative lack of control over sexual activity — that matter most because these are
what put women at risk of exposure to the virus in the first place (Gilbert and
Selikow, 2010).

In other words, gender relations interact with the biological body to produce
particular patterns of morbidity and mortality at different times and in different
places. We can see this in international differences in life expectancy. Today
women outlive men in virtually all countries of the world. However, the extent of
this longevity has fluctuated considerably over time and presently there are large
variations across societies, from just one year in the Sudan, to four to five years in
the UK and the USA, and twelve years in the Russian Federation (WHO, 2010).

The late 1800s to around the 1970s saw the gradual emergence of the current
female longevity advantage in the West. For example, in England and Wales, the
number of ‘extra years’, on average, that a female might expect to live at birth
compared to a male rose from around two years for those born in 1841 to 6.3 years
for those born in 1969/1970. Life expectancy continues to grow for males and
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females alike, but the ‘gender gap’ between them has been decreasing since around
the 1970s. This is accounted for by larger ‘male gains’ at all age points. Between
1980 and 2003, the life expectancy of Western European men as a whole increased
by 6.5 per cent and that of women by only 3.5 per cent (White and Cash, 2004),
and while these differences seem small, they mark a new historical trend.

Gender distinctions have been breaking down in the West as women’s educa-
tional and workforce participation has risen and social attitudes about what is
gender-appropriate behaviour have loosened for both women and men. Men’s
health emerged from the shadows of gender and health research in the 1990s as the
spotlight turned upon the health-damaging effects of a ‘hegemonic’ — or dominant,
controlling — masculinity. The corollary is that if men cast off their traditional mas-
culinity and/or women take it on, we might expect the differences in life expec-
tancy to decrease. This expectation appears to have been borne out. To take the UK
as an example, although the rates of major causes of death remain higher for men,
they have experienced swifter declines in heart disease and stroke mortality in
recent decades. Lung cancer incidence rates remain higher for men than for women,
but they have declined since the mid-1970s while women’s have risen. These health
conditions are associated with the very lifestyle and health behaviour changes that
have accompanied so-called gender convergence. An obvious example is lung can-
cer where past and current smoking patterns are showing up as men’s and women’s
life-time risks of lung cancer start to narrow, and in some countries even reverse.
These changes are not however a simple matter of individual lifestyle choice —
rather they are forged within the complex social relations of gender, class, age and
ethnicity that influence the lives of men and women (Annandale, 2009).

Many countries in Sub-Saharan Africa have also experienced a decreasing ‘gen-
der gap’, to the point that in some, such as Mozambique and Zimbabwe, there is
now no difference in average life expectancy (WHO, 2010). In Sub-Saharan Africa,
the poorest region in the world, any biological advantage women may have in life
expectancy is easily diminished as they bear the brunt of the harsh neoliberal eco-
nomic policies that accompany globalization, alongside gender discrimination.
Women in the region are at an exceptionally high risk of premature death from
AIDS-related human rights abuses and from sexual violence during armed conflict.

Yet some countries, as distinct from the West and Sub-Saharan Africa, have expe-
rienced an increasing ‘gender gap’ in life expectancy. For example, as with their
counterparts elsewhere in the world, Russian women have longer average life
expectancies than men. However, the life expectancies of both men and women
worsened between 1980 and 2002 with men’s worsening more than women’s. And
by 2008 the average life expectancy of 74 years for women, and 62 years for men,
represented the largest ‘gender gap’ in the world (WHO, 2010). Heart disease mor-
tality has been increasing, especially for men, and there has also been a dramatic rise
in all forms of violent deaths (including alcohol-related). Pietild and Rytkénen
(2008: 1082) found that even though their Russian respondents attributed this gap
more to changing structural conditions in their country than to individual behav-
iours, they drew heavily on the notion of gender roles as natural: ‘a kind of haven,
standing for something permanent and stable in the context of rapid social change’.



Situating global variations in life expectancy within their societal and global
contexts helps to explain the social patterning of mortality. Yet it tells us little
about a person’s health during their lifetime. As Arber (2004) explained in the
first edition of Key Concepts in Medical Sociology, research has been concerned
with the apparent paradox that ‘women are sicker but men die quicker’ (or why,
on average, in most countries of the world, women still live longer than men, but
they are also — or appear to be — sicker during their lives). However, the first
aspect of the ‘gender paradox’ has been questioned.

From the mid-1990s, research has shown that self-reported gender differences
in general health status and longstanding illness appear to be relatively small
amongst adults in the West. Nevertheless, women generally suffer more from
chronic conditions such as arthritis and rheumatism. Although rates of mental
illness do not differ much overall, depression and anxiety tend to be higher
amongst women and personality disorder and suicide higher amongst men. In
light of these findings, the ‘gender paradox’ is often resolved by the deduction
that although any ‘excess’ morbidity experienced by women is debilitating, it
typically does not result in an early death. However, it needs to be appreciated
that since doing health is also part of doing gender (Saltonstall, 1993), self-assess-
ments of health and gender are intricately connected and cause and effect are not
easily disentangled.

The ‘men die quicker’ side of the equation has been linked to their more danger-
ous employment conditions, life chances, risk-taking, and seeming reluctance to
seek help when ill. The latter in particular is interpreted as part of ‘doing masculin-
ity’: for example, Courtenay highlights that ‘when a man brags “I haven’t been to
a doctor in years”, he is simultaneously describing a health practice and situating
himself in a masculine arena’ (2009: 15). However, masculinity is plural: men in
more marginalized and subordinated positions bear the brunt of those who are in
hegemonic positions, as do many women (Connell, 2009). Moreover, for many
people, seeking care in the first place hinges on an ability to pay for this. In low
income countries, and in economically deprived communities in high income
countries, girls and women often cannot afford to seek formal health care and
families invest less in their care even though their needs may be greater than those
of males.

So while the lives of some groups of men and women may be converging,
important differences remain which subject them to different social and material
exposures. In spite of Western women'’s increased labour force participation, hori-
zontal and vertical segregation remains. This means that on average women are
paid less than men and they are still mainly responsible for childcare and the
home. Meanwhile, large numbers of women and girls from the global South
migrate to find work as lowly paid domestic and care workers which enables the
careers of wealthier women of the North (Sen et al., 2007).

Research generally finds that the magnitude of socioeconomic gradients in health
in the West is sharper amongst men than amongst women. Since it is hard to imag-
ine that socioeconomic inequality matters less for the health of women than for
men, it is possible that the shallower gradient is an artefact of how socioeconomic




Y
(@)
e}

<
C
—
(D)

o+

o+
©
o

©
(&)
@)
(7))

status is measured. Occupationally-based measures are problematic because they
are usually based on a male occupational structure and consequently fail to differ-
entiate between the jobs that women do. To fully capture the relationship between
gender, socioeconomic status and health we need to move beyond individual char-
acteristics and take the gendered context of the places people live in — such as
municipalities, states and countries — into account. Such research has been limited
to date, although there is some evidence from a study by Chen and colleagues
(2005) that in a very unequal nation such as the USA, living in a more equal (as
compared to unequal) state benefits the mental health of women. The authors
report that this could be because those states where women’s status is higher may
provide better material and social resources, such as higher wages and family-
friendly policies. Living in a more equal state may also have psychosocial effects,
reducing the stress associated with overt and covert discrimination. Other research
has found that high levels of patriarchy are associated with higher male mortality
in many societies (Stanistreet et al., 2005).

In conclusion, on average, women still live longer than men in most countries.
However, the social patterning of gender and health is exceedingly complex and
highly responsive to social contexts and to social change. This is evident in the
decreasing and increasing ‘gender gaps’ in life expectancy in different parts of the
world. The conventional assumption that women are sicker during their lives is
questionable and in need of further research. Finally, gender does not stand alone
as an influence upon health; rather, it intersects in complex and in as yet rela-
tively unexplored ways with other factors such as socioeconomic status.

See also: Social Class; Neoliberal Globalization and Health Inequalities
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Ellen Annandale

Ethnicity refers to people’s identification with a social group — membership of a
collectivity — on the basis of shared values, beliefs, customs, traditions, language
and lifestyles.

A consideration of what is meant by the term ‘ethnicity’, and the more conten-
tious term ‘race’, is, of course, central to any discussion of ethnic inequalities in
health. There is a wide sociological literature on ethnicity and ‘race’, which can
be broadly defined as concerned with understanding how ethnic and racial
groups become social realities, the relationships between them, and the causes
and extent of social inequalities between them. Within this work there is agree-
ment that the concept of ‘race’, reflecting genetically distinct groupings, does not
have scientific validity — that people cannot be divided into races on the basis of
genetic differences — and hence the almost universal use of quotation marks
around ‘race’.

In contrast, most commentators give credence to a notion of ethnicity that
reflects an identification with cultural traditions that provide (fluid) boundaries
between groups. Ethnic groups are ‘real collectivities, [with] common and distinc-
tive forms of thinking and behaviour, of language, custom, religion and so on; not
just modes of oppression but modes of being’ (Modood, 1996: 95). However, it is
important to consider how these cultural traditions are historically located and
context dependent, that is, how they, and the social significance of particular cat-
egories that they mark — such as ‘Muslim’ — change over time and place. In addi-
tion, ethnicity is only one element of social identity. For example, gender and class
are also important and in certain situations may be more so than ethnic identity.
Central to this ‘instability’ of cultural identity is the way in which geographical
boundaries have become less fixed over time, both in terms of the movement of
populations across them and the globalization of media. This has brought differ-
ing cultural traditions into close contact and, inevitably, has also resulted in the
transformation of these traditions, though not necessarily in a straightforward way.
For example, Hall (1992) argues that globalization can lead to a strengthening of
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cultural traditions, on the one hand, and their transformation and the formation of
new — hybrid - traditions, on the other.

Some elements of these discussions of ethnicity and ‘race’ have been adopted by
research on ethnicity and health. For example, within the UK, ‘race’ is never
explicitly measured and ‘ethnicity’ is clearly the favoured term. However, the
quantitative nature of much health (rather than social) research, with a need for
easily used and repeatable measures, often results in the concepts of ethnicity and
‘race’ not being clearly distinguished and the dynamic and contextual nature of
ethnicity being ignored in the operationalization of ethnic categories. Therefore
the term ‘ethnic’ is frequently used to refer to supposed genetic and cultural fea-
tures of the population under investigation that are considered to be stable and to
mark them out as different.

The fact that even at a descriptive level ethnic inequalities in health are complex
aggravates this situation. Differences in health across ethnic groups, in terms of
both morbidity and mortality, have been repeatedly documented in both the USA
(Rogers, 1992) and the UK (Marmot et al., 1984; Nazroo, 2001; Sproston and
Mindell, 2006). When looking at these data, the initial picture is one of uniform
disadvantage for ethnic minority groups, with higher mortality (death) and mor-
bidity (illness) rates. However, closer examination of the data suggests great diver-
sity, with the extent of any health disadvantage varying across ethnic groups and
by condition. For example, survey evidence from the UK suggests that within the
ethnic minority group that is broadly described as South Asian, Pakistani and
Bangladeshi people have very poor health, while Indian people have levels of
health that are comparable to the general population (Nazroo, 2001). And while
Pakistani and Bangladeshi people have very poor health generally, their respiratory
health is better than that of the general population (2001). Mortality data also vary
by condition and ethnic group. For conditions affecting the cardiovascular system,
for example, in the UK those who were born in South Asia have markedly higher
death rates from ischaemic heart disease, while those born in the Caribbean have
average or low death rates from ischaemic heart disease, but high death rates from
strokes and other diseases related to hypertension (Marmot et al., 1984).

Rather than complex explanations for such diversity in the patterning of ethnic
inequalities in health, the dominant set of explanations has been straightforwardly
based on the premise of genetic and cultural differences between ethnic groups.
This is at least partly a consequence of the ease with which such meanings are
imposed on ethnic categorizations — ethnic difference, no matter how complex, is
easily equated with fixed genetic or cultural difference, despite the obvious prob-
lems that have been outlined above. The central problem with such an approach
is not that genetic or cultural explanations should be rejected out of hand, but that
they are universally invoked with little supporting empirical evidence. In particu-
lar, they become explanations by exclusion — they remain once other explanations
are ruled out, but are not formally tested themselves.

This lack of supporting evidence is, of course, partly a consequence of the dif-
ficulty in identifying contributing genes and behaviours and subsequently measur-
ing them in population samples. But it is also a consequence of the assumption



that other, competing, explanations are either irrelevant or have been adequately
accounted for in the data, so all that remains must be a result of genetic or cultural
differences. There are, in fact, several alternative explanations for ethnic inequali-
ties in health. The most frequently considered is the possibility that they are a
consequence of socio-economic differences between ethnic groups. Given the
large socio-economic inequalities faced by most ethnic minority groups in the UK
and the USA (Modood et al., 1997), such an explanation for ethnic inequalities in
health is clearly worth exploring. Although initial studies in the UK suggested that
socio-economic differences did not contribute to ethnic inequalities in health
(Marmot et al., 1984), work in the USA (Rogers, 1992) and more recent work in
the UK (Nazroo, 2001) have suggested that material factors make the key contri-
bution to differences in health between different ethnic groups (Nazroo and
Williams, 2005).

Across a variety of outcomes, and for all ethnic minority groups in the UK, care-
ful adjustment for socio-economic differences reduces the health disadvantage in
comparison with the general population (Nazroo and Williams, 2005). Such care-
ful adjustment for socio-economic indicators is not straightforward, however. For
example, occupational class is commonly taken as an indicator of socio-economic
position, but within an occupational class ethnic minority people are more likely to
be found in lower or less prestigious occupational grades, to have poorer job secu-
rity, to endure more stressful working conditions, and to be more likely to work
unsocial hours. Data from a national survey in the UK have shown that for the
poorest ethnic groupings — Pakistani and Bangladeshi people — the average house-
hold income is half that of white people within each occupational class, and that
the average income in the highest class group for Pakistani and Bangladeshi people
is equivalent to that for the lowest class group for white people (Nazroo, 2001;
Nazroo and Williams, 2005). Indeed, even a careful adjustment for socio-economic
position still does not account for the numerous other forms of social disadvantage
that ethnic minority people face, such as their geographical concentration in poor
and poorly serviced areas, discrimination and racial harassment. And there is grow-
ing evidence to suggest that such forms of disadvantage are related to poor health.
For example, Karlsen and Nazroo (2002) have shown that both the experience of
racial harassment and the perception of the UK as a racist society are strongly
related to poor health. Surprisingly, perhaps, this does not appear to extend to the
UK’s NHS, where outcomes of care for ethnic minority people are similar to those
for white people, although this is not the same in other health-system contexts,
such as that of the USA (Nazroo et al., 2009).

So, evidence from studies that have used adequate indicators of socio-economic
position suggests that socio-economic factors make a large contribution to ethnic
inequalities in health. And studies exploring the relationship between racial dis-
crimination and harassment and health suggest that these experiences are also
related to poor health for ethnic minority people. However, as described earlier,
the ethnic patterning of health is not one of uniform disadvantage across minority
groups and outcomes. There are key differences between ethnic minority groups,
the patterns are different for particular outcomes, and these cannot be easily
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explained by a crude ‘ethnic disadvantage’ hypothesis. Of course, the social pat-
terning of ethnic disadvantage is also complex (Modood et al., 1997). It is likely
that other factors are important and that the relative significance of particular
factors in determining ethnic inequalities in health might vary according to the
type of illness actually being considered.

There remains the possibility that cultural and biological differences do contrib-
ute to ethnic inequalities in health and it is tempting to consider such explanations
when ethnic disadvantage does not easily fit the pattern of inequality for a par-
ticular illness or ethnic group. However, when doing this, it is necessary to recog-
nize that neither cultural practices nor biology are static. Over time, environmental
factors become reflected in current biological measures, so biological differences
may be a consequence of both genetic and environmental determinants.
Furthermore, ethnic identity changes over time and is dependent on social context
and other elements of identity also contribute to cultural practices. The marked
ethnic differences in the prevalence of smoking in the UK provide a good illustra-
tion of this point (Nazroo, 2001). Among those people broadly classified as South
Asian, there are low rates of smoking among Indian people, and relatively high
rates among Pakistani and Bangladeshi people. And for Indian people, smoking is
strongly related to religion, with Sikhs having very low rates and Muslims having
high rates. Smoking is also strongly related to gender for South Asian people, with
women having very low rates regardless of their country of origin or religion. And
as for the general population, it is also strongly related to class for South Asian
people, with those in manual classes having higher rates than those in non-manual
classes. But perhaps most importantly, smoking rates are strongly related to age on
migration to the UK, with those migrating at younger ages, or born there, having
higher rates of smoking than those migrating at older ages. In fact, recent work
suggests that changes across generations in both cultural practice and socio-economic
position are relevant to ethnic inequalities in health (Smith et al., 2009).

Overall, then, a more complex approach to the factors underlying ethnic differ-
ences in health is required than simply considering them to be socio-economic, or
cultural, or genetic — such factors are unlikely to operate in isolation. Racism is of
central importance here. First, ethnic identity and ethnic boundaries are assigned
as well as adopted, and assigned on the basis of power relations. Second, the socio-
economic differences between ethnic groups should not be considered as some-
how autonomous. Rather, the socio-economic disadvantage of ethnic minority
people is the outcome of a long history of institutional racism and discrimination
that has produced the current levels of disadvantage.

See also: Social Class; Material and Cultural Factors
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James Y. Nazroo

Place refers to a socially significant or socially constructed location in geographical
space.

While there is a classic heritage of sociology that considers the interrelation-
ships between place and health, place has, perhaps understandably, received
more sustained attention within disciplines such as geography. There is no
single definition within medical geography, but geographers have tended to
define space as being a natural and physical construct relating to geometric
location, and places as being socio-cultural locations in space. According to
Gesler, ‘place is studied with an eye to its meanings for people; space is anal-
ysed in terms of its quantifiable attributes and patterns’ or, in other words,
place is ‘a space filled with people acting out their lives’ (quoted in Kearns and
Joseph, 1993: 712). More colloquially, place can also be used in a metaphorical
or purely social sense, as relating to one’s position in life, in a social hierarchy,
or a family, or as in ‘I know my place’. Here, however, the focus will be on place as
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having a physical locational element, and particularly on place of residence. After a
passing reference to some historical texts, and some attention given to the concerns
of other disciplines (for example, epidemiology), we will highlight the ongoing
relevance of the concept of ‘place’ in medical sociology with reference to some
recent research.

An early text on the influence of place on health was Hippocrates’ Airs,
Waters, Places, written in the fifth century BC. The three elements in the title
referred to features of climate and topography, which were believed to influence
the prevalence and types of disease likely to be found in different places. In Britain
social regularities in death rates were first studied systematically in the seven-
teenth century by John Graunt, whose ‘Natural and political observations upon
the Bills of Mortality’ was published in 1662. Graunt was interested not only in
the direct effects of the environment on physical health, but also in effects on
mental health and human behaviour; for example, he believed that adultery and
fornication, and anxieties resulting from concerns with business, were more
prevalent in London than in the country. The health effects of industrialisation in
the nineteenth century prompted a considerable amount of interest in the UK
and USA in the social and geographical patterning of disease. In Britain, for
example, William Farr examined the social patterning of mortality by comparing
the death rates of different localities. He drew up life tables for ‘healthy districts’
which could be compared, and as a basis for inferring that much premature
mortality was due to environmental conditions and was therefore preventable.
Engels’ work on the conditions of the working class in England was similarly
undertaken in the spirit of scientific discovery, social justice and change.

Following the decline in infectious diseases and improvements to the envi-
ronment in the nineteenth and twentieth centuries in many Western industrial
nations, interest in the direct effects of the local environment on physical
health decreased. In the latter half of the twentieth century, much epidemiol-
ogy mainly used geographical data as a proxy for individual data. Individual
exposure to some pathogen in the environment, or individual levels of material
disadvantage, were inferred from information about someone’s place of resi-
dence. Because individual-level data on socio-economic status or income are
frequently not available on a large scale, material advantage or disadvantage is
often measured indirectly from someone’s address in the UK, using deprivation
indices based on postal or census geography, and in the USA by measures such
as aggregate income in census areas. Thus, while there have been many epide-
miological studies of area variations in morbidity and mortality, most have used
place of residence as a vehicle for exploring hypotheses about the role of indi-
vidual physical exposure or material deprivation as determinants of health,
rather than focusing more directly on the role of place itself (Macintyre and
Ellaway, 2000).

Exceptions can be found in early sociological work on mental health. Classic
studies, such as those in the 1930s of the spatial patterning of schizophrenia in
Chicago (Faris and Dunham, 1939), generated competing hypotheses about the
relative importance of the ‘breeder’ and ‘drift’ communities. The ‘breeder’



hypothesis suggests that such areas generate illness in their residents, while the
‘drift’ hypothesis suggests that ill individuals gravitate towards such areas.

During the period from the end of the Second World War to the early 1990s,
epidemiology, medical geography and medical sociology tended not to study
directly the impact of the local social or physical environment on human health,
despite there being many community studies exploring life and health or health-
related experiences in particular localities. One reason for the relative neglect of
the role of place in medical sociology during that period was fear of the eco-
logical fallacy. This fallacy involves inferring individual-level relationships from
associations observed at the aggregate level, and a number of influential socio-
logical papers in the 1950s warned that this could lead to entirely incorrect
inferences being made, because ecological and individual correlations between
the same variables can differ markedly, even in different directions. As a result,
ecological approaches were shunned in sociology and epidemiology (Macintyre
and Ellaway, 2000).

Another reason was the dominance of methodological, conceptual and political
individualism in many industrialised countries from the mid-1950s. This emphasis
on individualism in health research emerged partly from analyses of the epidemio-
logical transition. Such work prioritised the role in chronic disease of individual
lifestyle choices (particularly the ‘big four’ of smoking, drinking, diet and exercise),
rather than the structural and environmental conditions which were believed to
influence patterns of infectious disease or diseases of extreme want. With the
rediscovery of health inequalities in the 1980s in the UK, and in the 1990s in
North America and Australasia, attention initially tended to focus on the proper-
ties of individuals and families such as low income or unemployment rather than
on the environments (physical or social) to which individuals or families are
exposed. Debates about the relative importance of health selection versus social
causation echoed earlier discussions about the drift and breeder hypotheses but
rarely cited this earlier literature.

Since the early 1990s there has been a resurgence of interest in the role of
place on people’s health, and a new debate within medical sociology has devel-
oped about the relative importance of people or place characteristics. A distinc-
tion is often made between compositional and contextual explanations for
observed associations between place of residence and health. A compositional
explanation is that the characteristics of individual residents in a particular area
(for example, their collective age, sex and socio-economic status) explain area dif-
ferences in health; a contextual explanation is that characteristics of the area
(such as access to amenities and facilities to support a healthy life), over and
above those of resident individuals, can help to explain area differences.
Compositional explanations would suggest that individuals with particular char-
acteristics would have the same levels of health wherever they live; the contex-
tual explanation would suggest the health experiences of individuals will depend
partly on the characteristics of the area in which they live (Curtis and Rees Jones,
1998). Compositional explanations have usually been preferred, partly because
of the above-mentioned fears about the ecological fallacy. However, a number of
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socio-epidemiological studies in the UK and USA, often using multilevel statisti-
cal modelling techniques, have found residual effects of area of residence over
and above the predictive value of individual or household characteristics (Riva
et al., 2007).

Although there is now some empirical evidence for the role of place of resi-
dence in influencing health, the pathways by which place might influence
health have been somewhat under-theorized (Diez Roux and Mair, 2010).
Place effects have often been treated as a black box of the residual variation in
statistical models left over when one has controlled for every conceivable indi-
vidual variable. However, there are now some attempts to improve the concep-
tualisation of place and its effects. One suggestion has been to develop a model
of what residents need in the local residential environment in order to lead
healthy lives. Human needs range along a hierarchy from air, water, food, shelter,
etc. to facilities for religious expression, collective activities and play. The aim
would then be to operationalise and measure these and explore how features of
the local environment might individually or collectively relate to different
aspects of health (Macintyre et al., 2002). An influence on recent theorizing on
how place might influence health has been a debate within the broader field of
inequalities in health. This debate addresses the relative importance of psycho-
social as compared to material influences on health (Lynch et al., 2000) and the
social processes within places (Sampson et al., 2002). Others argue that the
conceptualisation and measurement of ‘place’ needs to encompass a historical
perspective and a consideration of the experiences of people who live or are
connected with a ‘place’ (Popay et al., 1998). There has also been a substantial
recent increase in studies exploring how the features of place of residence influ-
ence health outcomes, such as obesity and its determinants (Lake and
Townshend, 2006), with concomitant debates on the contested nature of the
measurement and meaning of ‘obesity’ within and outside of sociology (Rich
et al., 2011).

While this entry has focused on place of residence, it should be noted that the
concept of place has been widely applied to a number of other settings (for
example, health care settings, and therapeutic environments including land-
scapes, schools, workplaces and churches); to a number of other health-related
outcome variables (such as preventive health behaviours, health risk behaviours,
access and use of health care); and to more abstract concepts such as ‘a sense of
place’. If places are socially constructed and have social significance, then medi-
cal sociologists should be interested in them as social contexts within which
people’s lives and health-related experiences are played out. Whereas sociolo-
gists conducted many of the early health-related community studies, sociology
and sociological theory have been less apparent in the recent literature on the
role of place and health, which has been dominated by epidemiologists and
medical geographers. Future work in medical sociology, we would argue, should
therefore pay heed to its classic heritage and not leave the concept of ‘place’
solely to other disciplines.

See also: Material and Cultural Factors; Psychosocial Factors
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Material factors refer to those natural or social structures that can have a causal bearing
on population and individual health and longevity, while cultural factors denote the
‘frames’ in terms of which groups and individuals make sense of their lives and take
decisions that can similarly impact on their own and the population’s health.
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The publication of the Black Report (DHSS, 1980) marked a turning point in the
understanding of health inequalities in the UK and beyond, not least for sociolo-
gists. Charged not only with documenting but also explaining health inequalities,
Black and his colleagues ranked material factors as being of the first importance,
with cultural factors (giving rise to individual ‘risk behaviours’ for health) coming
second. In short, the Black Report gave a higher priority to the ‘hard’ material
underpinnings to people’s lives (for example, their incomes, neighbourhoods,
housing) than to the ‘soft’ business of healthy versus unhealthy lifestyles. This
hard/soft division has political overtones. Through the 1980s and beyond, the UK,
the USA and most other developed societies have been characterized by party
political divisions between a social democratic or ‘left-of-centre’ focus on hard
material factors and a neoliberal or ‘right-of-centre’ focus on soft cultural fac-
tors. The logics are transparent: political parties presenting as social democratic/
left-of-centre express a commitment to collectivist government interventions
aimed at material redistribution, while those presenting as neoliberal/right-of-centre
espouse a philosophy of individualism predisposed to allow individuals to assume
personal responsibility for their health-related behaviours.

The material/cultural distinction might work analytically, and for a while it
brought to the surface rival political orientations, but it has also been subjected
to growing academic scrutiny and critique (see Cockerham, 2010). Health
inequalities research since 1980 has shown that if people’s day-to-day circum-
stances and health behaviours are examined in detail, it is neither natural nor
sensible to draw a hard-and-fast distinction between the causal contributions of
material versus cultural factors. Apparently individual decisions to smoke, con-
sume cheap ‘fast foods’, adopt sedentary lifestyles, take drugs and so on, have a lot
to do with people’s differential access to material resources, both in the present
and in the futures they can anticipate. Smoking can be a relatively cheap and
rational way of getting by if you are a single mum with three children under 5
subsisting on those benefits still on offer in the post-welfare state era. Fast foods
are cheaper than many organic alternatives.

It does not follow that cultural factors collapse into or can be reduced to mate-
rial factors, which is manifestly not the case. Quah (2010) rightly insists that cul-
ture is pervasive and that cultural values and norms inevitably frame and influence
day-to-day preventive health behaviour, illness behaviour and sick-role behaviour
among individuals and groups as well as at the macro-level of healing systems. She
makes three other general points about the study of culture in health and illness.
The first concerns the need, well attested in theory and research, to recognize
culture as an independent phenomenon, if not an entirely autonomous one. The
second is to note the divergence to be found within as well as between healing
systems; many systems lack internal consistency, with the different subgroups
within them (for example, doctors, nurses and managers) having quite different
interpretations of its core values or principles and how these might best be imple-
mented (i.e. possessing their own distinctive subcultures). Quah refers, third, to
‘pragmatic acculturation’, or the borrowing from other cultures of ‘elements, ways
of thinking, and ways of doing things, with the objective of solving specific or



practical problems’ (p. 41); this, she suggests, is found in all aspects of behaviour
around health and illness.

If the possession of material resources or goods seems fairly straightforward to
understand and define (for example, net household income), it is less obvious how
the possession of cultural resources might be defined. What, first, is culture? It is
generally taken to refer to a reasonably coherent set of beliefs, values, attitudes and
habits or behavioural predispositions. A given society might have a recognizable
cultural ‘profile’, but it will also be comprised of overlapping subcultures: an
Afro-American or Afro-Caribbean teenager from a household with no family mem-
ber having been in employment for a decade may have remarkably little in common
with the son or daughter of a white lawyer or doctor. To acknowledge this is not to
sign up to cultural ‘stereotypes’. Stereotypes — for example, associating (material
and) cultural disadvantage or impoverishment with risk behaviours for health —
always embody errors of omission and commission; moreover, they gloss over
exceptions. Teenagers from ‘disadvantaged’ or ‘impoverished’ households can and
do become lawyers and doctors even if this is statistically exceptional. It is one thing
to uncover and report statistical trends and quite another, and altogether more
complex, matter to provide sociological explanations for what is going on, and why.

Conventionally, sociologists have tended to focus on material factors, and often
on their roots in social structures as well, while anthropologists have paid most
attention to cultural factors. Some of the recent socio-epidemiological and socio-
logical literature on health inequalities, however, has posited culture-based ‘psycho-
social pathways’ as being of pivotal importance. The concept of ‘social capital’
popularized by Putnam (2000) and referring to the positive, health-bestowing
effects of people’s supportive networks of family members, friends, neighbours and
acquaintances, has been much cited and studied in this connection. Some commen-
tators, like Wilkinson (1996), have contended that material and cultural factors
combine to promote health inequalities; he suggests that high income inequality
leads to social fragmentation and dislocation and a breakdown of reciprocity and
trust in people’s dealings with each other, and thenceforth to differential rates of
morbidity and mortality (and to many other social pathologies; see Wilkinson and
Pickett, 2009).

Others have sought to displace the longstanding emphasis on material factors by
attributing unambiguous priority to phenomena like social capital. This replay of
material versus cultural factors once again has political connotations, brought into
sharp focus by politicians’ calculated deployment of terms like ‘health variations’
(in preference to health inequalities) and, more recently, ‘social exclusion’. The
contribution of material factors to health inequalities slips out of view in such
language. To reiterate, taken in the round, sociological research makes it clear that
it makes no sense to choose between material and cultural factors in accounting for
health inequalities: it is not a matter of either/or.

One way of allowing (1) for both material and cultural factors to influence an
individual’s life chances and prospects for health and longevity, and (2) for their
relative contributions to vary over time is via the concept of capital or asset flows.
Scambler (2002) lists the following asset flows as being of known salience for health:
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o biological (positive/negative ‘body capital’);

o psychological (resilient/vulnerable);

e social (networked/socially isolated);

e cultural (favourably/unfavourably positioned);
e spatial (depressed/affluent neighbourhood);

e material (high income/low income household).

Even the flow of biological assets can be influenced by social factors: women from
low-income households are more likely than their more affluent counterparts to have
low-birthweight babies, for example; and low-birthweight babies seem prone to
health problems well beyond infancy. More significantly, it is consistent with research
findings to suggest that a ‘strong’ flow of one asset (for example, biological) can com-
pensate for a ‘weak’ flow of another (for example, material). In many an individual
lifecourse, flows of assets are variable and they can and do vary independent of each other.

So there is evidence that material and cultural factors both affect health and
longevity, even if there is an ongoing discussion and dispute about their relative
contributions and interrelations. However, surprisingly few of the heady main-
stream sociological discussions on precisely how structure and culture might best
be theorized have impacted on substantive medical sociological research, and to
structure and culture should be added a third candidate, agency (or the capacity
to choose A rather than B, C, D, etc.).

The work of Bourdieu (1977), whose concept of ‘cultural capital’ is picked up
in Scambler’s notion of a ‘cultural’ asset flow, has a special resonance for those
wanting to theorize structure, culture and agency for the more fruitful empirical
study of health and longevity. His notion of ‘habitus’ has particular potential.
Initially formulated and applied in relation to social class, Bourdieu maintained
that a structural, class-based habitus can be empirically discerned via people’s
everyday decision making and biographies. Briefly, individuals’ day-to-day lives
betray sets of behavioural dispositions to decide and act ‘this way rather than that
way’ that only fully make sense in terms of their background experiences: whether
aware of it or not, their agency is structured (but not structurally determined), and
agency can only ever be exercised in the cultural contexts in which people find
themselves. In other words, the ‘choices’ that we make and the ‘symbolic’ resources
available to us to make them (those pre-established ‘cultural’ beliefs, values and
attitudes we so tellingly encounter during socialization), are more structured, or
‘shaped’, than we realize. This is a thesis examined sympathetically and in some
detail in Cockerham’s (2010) discussion of the social bases of apparently individ-
ual lifestyle decisions that are of critical importance for health.

See also: Social Class; Social Capital
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Used as a summary label, psychosocial factors characterize socio-environmental
and personal conditions and attributes that increase or decrease the risk of illness
over the lifecourse.

The study of psychosocial factors has a long history emerging from sociological,
psychological and medical disciplines. For example in sociology, William Farr in
the mid-1800s noticed different mortality rates in marital groups while Sigmund
Freud in psychology some decades later examined the role of adverse early life
experiences in the genesis of adult psychopathology. The groundwork for psycho-
physiological research was laid down by Walter Cannon in the late 1920s in the
study of bodily changes related to emotional arousal, followed by Hans Selye
(1956) who identified the physiological correlates of stress in his seminal text,
The Stress of Life.

Psychosocial factors have been a focus of research on the causation of disease
in both medical sociology and health/clinical psychology. Traditionally there has
been some polarization with medical sociology emphasizing the role of socio-
environmental factors such as socio-cultural instability, rapid social change,
social anomie, or low socio-economic status and material deprivation. Focusing
more on the individual rather than societal level, health/clinical psychology has
stressed the importance of personality (for example, Type A) and cognitive-
emotional factors such as coping (for example, locus of control) and self-esteem.
These factors are often intertwined and there is increasing investigation of the
interaction between the two. Effects can be direct, for example where poor liv-
ing conditions increase the risk of respiratory infections or the transmission of
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infectious agents. Others are less direct, for example migrant populations who
are at increased health risk through a number of factors including social separa-
tion, socio-economic status, social exclusion and changes in dietary habits. A
new and flourishing area of study involving both social and psychological factors
in illness is the Attachment Framework — the interpersonal style emanating
from early life adverse parenting, often the result of deprived material condi-
tions and fragmented families.

Both sociological and psychological lines of enquiry have a common interest in
the investigation of adverse childhood experience as a precursor to a worse adult
health status. Socio-environmental factors such as loss of a parent, childhood
neglect and abuse in deprived family settings have been associated with a range of
poor health outcomes, both physical (Leserman et al., 1996) and mental (Bifulco
and Moran, 1998). Lifespan psychosocial models show adverse childhood experi-
ence is associated with a range of adult risk factors such as a lower socio-economic
status, single parent status and domestic violence, a worse education and poorer
employment record, as well as lower self-esteem and a poorer ability to relate and
to cope with stress (1998). This has led to the development of lifetime models
tracing psychosocial risk pathways for psychological disorder that emphasize dif-
ferent trajectories, as well as identify key mediating or moderating factors. The
issue has also moved to a discussion of resilience: not only does the threefold
increase of psychological disorder in response to childhood adversity need explain-
ing, but also the two-thirds of those with childhood adversity who do not experi-
ence disorder (1998).

Health risk behaviours have been studied by representatives of both disci-
plines. These include smoking (the risk of cardio-vascular and lung disease),
alcohol consumption (the risk of diseases of the liver, stomach and central ner-
vous system as well as traffic accidents and suicide), obesity (the risk of diabetes
mellitus, cardiovascular disease) and physical activity (the risk of cardiovascular
disease). Causes for these have been sought in both socio-environmental (for
example, social class, marital status, dietary habits, social support) and psycho-
logical (for example, risk-taking behaviour and “Type A’ personality) domains.
While there is accruing evidence for the importance of factors in both arenas,
some caution is necessary. For instance, sociologists would question the attribu-
tion of individual responsibility in lifestyle and health, indicating the substantial
role played by socio-economic status, inequality and culture (Graham, 2009).
Obesity discourse is also challenged from within and outside of sociology (Rich
et al., 2011).

Determining a causal role for psychosocial factors involves the following:

Timing: Psychosocial risk factors can act as antecedent, perpetuating or residual
factors of ill health. For example, in the work domain job loss can trigger men-
tal or physical health problems, a lack of employment can aggravate existing
disorders, and chronic unemployment is often a residue of long-term ill health.
Similar distinctions can be made about marital status, where health differences
between marital groups can result from both an effect of health on marital



status (through the selection of health in partners) and an effect of marital
status on health (the stress induced by unhappy relationships leads to health
problems).

Varying risk factors: A causal factor is one which, when manipulated, can be
shown to change the risk of outcome. In the study of psychosocial factors, an
adequate distinction is rarely made between fixed and varying risks. A fixed
marker is unchangeable, and encompasses aspects such as ‘race’, gender and
year of birth. Although these might be distally associated with health out-
comes, they are unlikely to account for the timing of a disorder, nor can they
be manipulated to change a health outcome. Variable risk factors can either
change spontaneously within a subject (such as age) or be changed by interven-
tion (for example, self-esteem and marital status). The change potential for
psychosocial risks is important not only in understanding the causal agency for
disorders but also for devising interventions. The degree to which psychosocial
risks are varying is underestimated in many health studies, due to single-time
point measurement.

Risk mediation: Although a substantial investigation has been made of a range
of psychosocial risks and their association with different health outcomes, rela-
tively little is currently known about the process of risk mediation. It is impor-
tant to note that the origins and mode of mediation of a risk factor on health
are not synonymous. Thus psychosocial risks may be responsible for bringing
about certain health outcomes but the mediator of risk is likely to be in the
physiological domain. For example, the reasons for smoking are multiple and
include personality, cultural factors, social class, deprivation, and access to
cigarettes. But risk processes linking smoking with cardio-vascular disease and
lung cancer concern the physical influences of carbon monoxide and carcino-
genic tars on the body. The origin of the risk factor is of critical importance for
sociological and psychological study, but on its own is uninformative about the
process of risk mediation.

During the last decade there have been three major developments interna-
tionally in UK, US and Canadian research, which have indicated complex
relationships between psychosocial and biological factors, with swings in
emphasis between these. The current position is for the psychosocial and socio-
environmental factors to be again seen as driving much of the biological change
(see epigenetics below).

Biological factors and genetics: Psychosocial factors are playing an increasing role
in understanding the genetic bases of human behaviour in relation to disorder. In
the field of behavioural genetics, socio-environmental factors are categorized in
terms of whether they are ‘shared’ or ‘non-shared’ by family members (Plomin
et al., 2001). The effect of a shared or non-shared environment on mental health
and development is inferred from the degree to which twins reared together are
more similar to one another than would be predicted on genetic grounds alone.
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While early formulations gave the greatest weight to a ‘non-shared’ environment
or personal experience over that which was ‘shared’, the emphasis on genetic
interpretations of experience has gained greater weight. Some investigators have
concluded that not only is there is an important genetic component in almost
all environmental measures, but also that psychosocial research should be
rejected as a meaningful way to study health and development in favour of gene—
environment interaction. One example is a UK/New Zealand study of the effect
of childhood maltreatment on a polymorphism of the MAOA gene, which is
associated with violent behaviour in young adult males (Caspi, 2002). Very
recent work on epigenetics has argued that the environment can actually shape
genetic expression. Thus, DNA methylation is an epigenetic event that affects
cell function by altering gene expression. Animal studies in Canada have shown
that early life maternal separation can result in a different genetically mediated
expression of traits and behaviour (Meaney, 2001). Whilst this latter phenome-
non has not been tested in humans, the direction of investigation is to emphasize
socio-environmental factors as a driver for a subsequent biological change with
implications for disease and disorder.

Attachment Theory: Attachment frameworks bring together a range of social
experiences to influence the lifetime risk of a disorder (both physical and men-
tal), through a poor ability to relate to others and the absence of social support
(Cassidy and Shaver, 1999). This framework has been adopted internationally,
with studies emerging from around the world. It has been shown that early par-
enting experience leads to changes in the individual’s cognitive templates which
then determine their responses to making close relationships. Whereas a secure
style is adaptive, those insecure styles denoting anxious or avoidant characteris-
tics give rise to different types of difficulty in relating to others. Such styles are
known to be associated with a range of psychological disorders (1999) but are
also being investigated in Canada and the USA in relation to physical illnesses
such as diabetes (Ciechanowski et al., 2002) and service-use issues (Maunder,
2009). However, attachment style is also shown to be associated with cultural
factors and social class, as indeed is its genesis in parenting behaviour, showing
Attachment Theory to have sociological as well as psychological underpinnings.

Resilience: Whilst the concept of resilience was first investigated in the 1980s,
based on the seminal work of Norman Garmezy and Michael Rutter and col-
leagues in the USA and UK, it has now taken a more central role in health research
because of important preventative implications. Resilience approaches provide
explanations for why individuals who have experienced disadvantage do not suc-
cumb to disorder. These explanations focus on the presence of positive social and
psychological experiences in addition to adversity (Rutter, 2007). Within resilience
approaches, the relevant psychosocial factors include: social support, a secure
attachment style, a high IQ, and religious belief. Benign economic environments
are also considered.



The challenges for future investigation include improved measurement
adapted for use in the large samples required for investigating multiple factors
in different disorders, the identification of causes of time trends in changes in
psychosocial risks and their effects, the delineation of a lifetime liability to
poorer health outcomes and understanding an individual susceptibility to ill-
ness, including genetic influences. Such approaches need to incorporate socio-
logical themes that emphasize the importance of socio-economic status,
cultural factors, and how these impact on lifestyle or, perhaps more signifi-
cantly, life chances. Thus, there is still important research which needs to be
done on the role of psychosocial factors in health. Undoubtedly, investigating
the protective mechanisms that can promote health and heighten resilience is
crucial given that health services seek to encourage healthy lifestyles in the
expressed hope of decreasing illness incidence or chronicity. However, health
and illness need to be recognized as not only involving individual ‘choices’ or
behaviours but also as being a function of (dis)advantage in people’s social
contexts and circumstances.

See also: Social Class; Material and Cultural Factors; Life Events; Geneticization
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An environmental circumstance indicating change, often stressful, that has an
identifiable onset and ending, and carries a potential for altering an individual’s
present state of mental or physical well-being.

There is a long history to the linkage between life events and poor health out-
comes. As early as the seventeenth century, Robert Burton described how melan-
cholia was precipitated by environmental adversities, including interpersonal
losses. Such observations began to be more systematically documented from the
mid-twentieth century onwards. Specifically, clusters of life events were noted to
occur prior to the onset of physical and mental illness. Adolf Meyer was the first
modern practitioner to argue that life events relate to psychopathology, develop-
ing a chart system for recording the temporal association of life experiences and
disorder. A substantial amount of research in the 1970s and 1980s in the area of
psychiatric epidemiology, allied to medical sociology, examined the full potential
of life events as social causes of illness, both physical and mental. The initial con-
ceptualization of the event-illness link emphasized change in life circumstances
producing stress on the physical system to affect its dynamic steady state and
increase the likelihood of ill health. Subsequent investigation, however, empha-
sized the stressfulness of events in terms of the social and psychological threat
attached and the cognitive states mediating between an event, its physiological
impact and ill health. The most recent developments have been in examining
genetic bases for susceptibility to life events in psychiatric disorder.

The study of life events has progressed furthest in the field of mental health,
their role first identified in schizophrenic relapse, but then developed in relation
to depression and anxiety states. The research by George Brown and colleagues
into social factors in mental health was responsible for many of the developments
in measurement and conceptualization that have ensued (Brown and Harris,
1978). This research was subsequently extended to examine the role of life events
in physical illness (Brown and Harris, 1989).

An important observation concerning life events is that while common mental
disorders such as depression frequently occur shortly after the experience of a
severe life event, the majority of individuals who suffer severe life events do not
become ill. This has led to five interrelated lines of investigation.

First, the characteristics of events which have most potency for causing a disorder
have been specified so that the focus of an investigation can be narrowed to those
with the highest subsequent rates of illness. Specific types of events which relate
to particular illnesses or disorder have been identified (for example, ‘loss’ to
depression and ‘danger’ to anxiety). At times there is a match between negative
aspects of events and the prior commitment, goal attainment or coping endeavours
of the individual. Thus, for example, a severe life event in a domain of prior high



commitment (such as losing a job in the context of a marked work commitment;
or failing a professional exam after sustained effort) will carry an increased risk of
affective disorders occurring such as depression. In addition, such events around
employment have a greater impact on males that is associated with gender roles
and identity. Indeed, when considering unemployment, gender differences in mor-
tality are very pronounced (Roelfs et al., 2011). Thus, what appears to be a similar
event on a checklist, can be experienced differently by individuals depending on
their context and social divisions.

A second line of investigation has identified those individuals with a greater
susceptibility to life events. In the 1980s and 1990s the focus of the investigation
was on personal vulnerability characteristics — both ongoing and in early life —
which would render an individual more susceptible, particularly in relation to
depression. Vulnerability factors (such as the lack of a close confidant, the presence
of three or more children, the loss of a mother in childhood and the lack of
employment) that were identified early on were argued to undermine self-esteem
which, in the face of a severe life event, resulted in depression (Brown and Harris,
1978). Further prospective investigation has shown the attributes of such roles to
be critical. Thus, negative relationships (including conflict with a partner or child)
are associated with low self-esteem and together interact with a severe life event
in creating the optimal conditions for depression.

Third, an individual’s response to an event in terms of appraisal and coping has
also proved critical in determining whether a disorder ensues. Researchers writing
in the early 1980s, such as Richard Lazarus and Susan Folkman on stress appraisal,
and Leonard Pearlin and Carmi Schooler in the late 1970s on types of coping, dif-
ferentiated phases of response to and coping with stress, such as through an
emotion-focused versus a problem-focused response. Findings show that better
health outcomes are associated with problem solving and a positive appraisal of
coping options following a life event. Worse outcomes are related to coping behav-
iours such as self-blame, pessimism and denial. Vulnerable individuals typically
exhibit poorer coping behaviours in response to severe life events, but the charac-
teristics of the events themselves can also influence people’s responses (Bifulco
and Brown, 1996).

A fourth line of investigation considers the importance of life events and difficul-
ties throughout the lifecourse. Events at different points in early life can influence
illness or disorder at later ages; for example, separation from one’s mother in child-
hood, or losing a child as an adult. Such events can have lifelong implications. Early
negative experiences of parenting can also lead to higher rates of life events in later
life. Although life events are defined by their discrete/acute occurrence, they are
frequently related to longer-term stressful circumstances which can precede or
follow the event. There is evidence that events arising from chronic difficulties
have a greater association with the onset of depressive illness and create a greater
propensity towards the chronicity of disorder.

Finally, debate has centred on the origin of life events. Life events are not evenly
distributed, either by individual or by gender, family, age, socio-economic group or
location. As elaborated in other entries in this section of the book, much can be
attributed to social class and material deprivation on a global scale, resulting in

—h
¢}
D
<
Q)
=)
~t
"




Y
(@)
e}

<
C
—
(D)

o+

o+
©
o

©
(&)
@)
(7))

increased numbers of stressors and lower resources to reduce their impact.
However, as one might anticipate under the current conditions of neoliberaliza-
tion, explanations have also been sought in terms of individuals putatively creating
their own high-risk environments by ‘generating’ events increasingly over the
lifecourse. This is effectively an element of victim-blaming which has not, on the
whole, been employed by medical sociologists. The association of life events and
difficulties with psychiatric disorder has been shown to hold throughout the life-
course, where it patently makes little sense to blame autonomous individuals.
Studies of the lifespan show a long-term trajectory of influence, with childhood
adversity relating to greatly increased rates of lifetime difficulties and recurrent
disorders such as depression (Bifulco et al., 2000).

Certain methodological issues have dogged the study of life events and illness
outcomes and have required sophisticated measurement and prospective study.
This is to circumvent the problems of reporting bias, uncertainty about the timing
of an event in relation to the onset of a disorder, and determining the context of
events in order to ascertain their likely stressful potential. Such errors are more
likely with self-report checklists of life events. Semi-structured interviews were
thus developed which encouraged narrative accounts of events which, together
with extensive probing questions, elicited the full social context of life events and
their timing and sequence in relation to a disorder (for example, the Life Events
and Difficulties Schedule (LEDS): see Brown and Harris, 1978). The characteris-
tics of these events were rated by the investigators, aided by manuals of precedent
examples and consensus agreement to ensure reliability. Events found to provoke
depressive disorder were those objectively assessed as involving a high threat or
unpleasantness in the longer term, focused on the individual, and independent
from the illness itself. The latter is important in avoiding circularity in terms of
illness-related events being seen to bring about the disorder.

Research in this field has been through a fallow period in the last decade. The
geneticization of disorder investigation in the UK and USA has meant that broader
life events, social adversity and depression have no longer been a key focus of medical
interest. Many genetic studies of psychiatric disorder and gene-environment inter-
action have ensued, for example, on clinical depression and the serotonin trans-
porter gene (Caspi et al., 2010). Such studies include the extensive genetic profiling
of large patient cohorts; however, for convenience and cost reasons these studies
have used brief self-report checklists of the environment, with minimal measure-
ment of social adversity. Unfortunately, such checklists are insensitive to the context
of events and present stressors as single-dimensional occurrences (for example,
divorces or illnesses), without paying attention to the particulars of an experience
which can cover a range of threatening and stressful circumstances. Thus, in recent
years psychiatric genetic studies, in focusing on the genetic contributions to mental
illness, have tended to marginalize the importance of social adversity represented
by life events and life stress. This went largely unremarked until recent reviews
noted technical issues around the lack of replicability for key gene—environment
interaction findings (Risch et al., 2009). Further commentary has pointed to the
conceptualization and measurement of life events as a key factor in the failure of



environmental factors to be shown to interact with genetic ones (Monroe and Reid,
2008; Uher, 2008). When studies of life events include the relevant social context
and the likely meaning to the individual of the event, the more likely it is the gene—
environment interaction will be found. This requires intensive measurement such
as that described in the LEDS measure of Brown and Harris above, in order to avoid
the high rate of false negatives (i.e. missed events) which result from limited self-
report checklists. Obtaining the necessary details needed to uncover context is time
intensive, though, as well as expensive and more difficult to undertake with the large
sample numbers required for gene—environment studies. This has created something
of a quandary in developing the field and exposed some of the biases inherent in
the geneticization of the approach, which has been reductionist in relation to social
adversity and psychiatric disorder. In order to solve these issues, there is a pressing
need for the further development of sensitive in-depth measures of stress which can
be administered to large samples, for example via the internet.

The importance of studying life events in illness is not purely to understand
social causation but also to influence intervention. Life events can be both positive
and negative. Positive events have been shown to aid in recovery from disorder.
Help-seeking is also an important aspect, with support from close others at the
time of a life event crisis showing protective effects for both the onset and chronic-
ity of a disorder. Befriending interventions, which provide support in dealing with
events and ongoing difficulties, have been shown to have a significant effect on
recovery from a disorder. Cognitive Behaviour Therapy reportedly has similar
positive effects, albeit under broader social structural conditions that shape and
constrain such interventions. Thus, life events continue to be key components in
both the disease and recovery process within a stratified world where numerous
factors impact on health and illness.

See also: Social Class; Ageing and the Lifecourse,; Geneticization
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~~~~~~~~~~~~~~~~~ Neoliberal Globalization -
~~~~~~~~~~~~~~~~~~ and Health Inequalities -

Neoliberalism is a mode of political-economic organization characterized by the
deregulation of markets, privatization, the removal of capital controls, cuts in social
welfare and the abandonment of full employment policies, while globalization is a
process of integration of national economies and societies into a world system
through ‘movements of goods and services, capital, technology and (to a lesser
extent) labour’ (Jenkins, 2004: 1).

How has the increased integration of national economies and societies into the
global market (globalization) affected health and health inequalities? Although
globalization is often conceptualized as a multi-dimensional process that includes
social, economic and political factors, it has mainly been driven by economics. In
particular, globalization has been driven and shaped by policy reforms promoted by
international financial institutions (IFls) such as the International Monetary Fund
(IMF), the World Bank, and more recently the World Trade Organization (WTO),
and the governments of wealthier nations (and the economic interests they repre-
sent). The Bank and the Fund are often referred to as the Bretton Woods Institutions,
after the location of the 1944 conference where they were established along with
the General Agreement on Tariffs and Trade (GATT), the precursor of the WTO.
The end of the Second World War was followed by a period sometimes
described as the golden era of capitalism, inspired by a Keynesian approach to
development that incorporated government interventions, capital controls, fixed
exchange rates, full employment policies, and the expansion of social protection.
Keynesianism guided international economic integration until the 1970s, a decade
that began with the abandonment of the convertibility of US dollars to gold in



1971 and ended with the rise to power of Margaret Thatcher in the UK and
Ronald Reagan in the USA. Subsequently, and in response to the shifting political
climate, the IFIs embraced a new model of development characterized by deregu-
lation, privatization, the removal of capital controls, floating exchange rates, cuts
in social welfare, and the abandonment of full employment policies. This new
model of development is referred to as neoliberalism, and today represents the
conventional wisdom in development economics. As chief World Bank economist
(subsequently US Treasury Secretary and president of Harvard University)
Lawrence Summers claimed: ‘The laws of economics are like the laws of engineering.
One set of laws work everywhere’ (quoted by Ellman, 2000: 197). Although the
2008 global financial and economic crisis has led to some moderation in such
claims, they still underpin most of the economic policy recommendations ema-
nating from the Bretton Woods Institutions, rich country governments, and the
corporate world. For this reason, we refer to neoliberal globalization.

One approach to examining neoliberal globalization’s effects on health and health
equity compares health outcomes in countries ranked according to the different
degree by which they have embraced specific reforms, such as trade liberalization.
Feachem (2001) argued that ‘globalization is good for your health’ because countries
that integrated more fully into the global economy, especially through trade liberal-
ization, grew faster and were better able to reduce poverty and so improve health.
Evidence cited to support such claims included the positive association between
trade openness and life expectancy and studies indicating that countries defined as
‘globalizers’, whose ratio of trade to Gross Domestic Product (GDP) increased after
1980, grew faster than ‘non-globalizers’. However, these ‘non-globalizers’ were
already more integrated into the global economy at the start of the study period than
were many of the ‘globalizers’ at the end of that same period. Moreover, the data on
long-term trends on poverty reduction after the 1980s do not support the neoliberal
position. Even before the economic crisis of 2008, worldwide progress towards pov-
erty reduction was modest during a quarter-century (1981-2005) in which the value
of the world’s economic product quadrupled. World Bank researchers estimated that
1.4 billion people, in the year 2005, were living in extreme poverty (defined as an
income of $1.25/day or less, in 2005 dollars, adjusted for purchasing power parity).
This represented a decline of 500 million since 1981, but on a worldwide basis that
decline was accounted for entirely by China’s fast growth. In the developing world
outside China wherever people escaped extreme poverty, a comparable number fell
into poverty somewhere else. Based on a higher poverty line of $2.50/day, the num-
ber of people living in poverty worldwide increased from 2.7 billion to 3.1 billion,
with the reductions in China offset by substantial increases in India and sub-Saharan
Africa (Chen and Ravallion, 2008). In other words, when the benefits of growth
‘trickle down’ at all, they do so slowly and unevenly.

Although worldwide average life expectancy has risen consistently since the
1950s, the overall improvement after the 1980s was much slower than that experi-
enced between 1950 and 1980. A slower improvement in life expectancy mirrored
an overall slowing of annual Gross National Product (GNP) growth per capita, from
2.6 per cent during the period 1960-1979 to 1.0 per cent between 1980 and 1998
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(Cornia, 2001). After a sustained period of global health convergence between
countries in the 1960s and 1970s, a pattern of divergence began in the 1980s (Moser
et al., 2005), largely as a result of falling life expectancies in sub-Saharan Africa and
Eastern Europe, and in spite of the large health improvements in East and South
Asia. At the national level, financial deregulation, privatization and trade liberaliza-
tion have been associated with higher poverty rates; poorer health outcomes after
financial crises; and increased exposure to risk factors such as smoking and deterio-
rating diets. In fast-growing economies like those of China and Vietnam, the com-
modification of health care that has accompanied neoliberal domestic policies has
increased its cost and reduced access for much of the population.

Starting circa 1980, the World Bank and IMF offered loans allowing developing
countries to reschedule their external debts, but demanded in return a package of
policies involving domestic marketization and a lowering of the barriers to imports
and foreign investment. The effects of these ‘structural adjustment’ programmes
provide an especially important body of evidence about the impact of neoliberal
globalization on developing countries. Although the Bank has claimed that
‘adjuster countries’ generally succeed in improving health, education, and social
welfare programmes compared to ‘non-adjusters’, the majority of studies show
negative health effects from policy reforms comprising structural adjustment,
which consistently increase economic inequality and insecurity. IMF programmes
have also been found to be linked to poorer macroeconomic performance, lower
public expenditure on health and education (as countries are told to use donor
funds for paying down debt and building foreign exchange reserves), and a higher
prevalence of diseases such as tuberculosis.

Neoliberal globalization has widened health inequalities between and within
countries. On some measures in England and Wales, the health disparities between
rich and poor are now wider than at any point since the 1920s (Thomas et al.,
2010). Increasing economic inequality is among the most important candidate
explanations. In spite of claims that globalization and neoliberal economic policies
have reduced inequality, a thorough review by Wade (2004) found that on most of
the inequality measures used in such studies, world income inequality has been
rising during the past two to three decades. Wade also added that analyses indicat-
ing that income inequality has been falling were entirely influenced by China
which, far from being an orthodox ‘globalizer’, initially adopted almost none of the
neoliberal policies advocated by international institutions. A recent paper recalcu-
lating global wealth inequalities with updated data to 2009 showed that the richest
decile of the world’s people receive 57 per cent of global income, substantially more
than the previously estimated 50 per cent allocation (Milanovic, 2009). According
to a 2008 World Institute for Development Economics Research study, the rich-
est 2 per cent of adults in the world own half of global household wealth while
50 per cent of the world’s adults own just 1 per cent of global wealth (Davies et al., 2008).
In the UK, the post-1997 Labour government conspicuously failed to halt the
increase of inequality begun by the economic policies of the Thatcher era.

Although the interpretation of findings is still subject to methodological dispute,
two recent systematic reviews agreed that more equal societies exhibit better aver-
age health outcomes than less equal societies (Lynch et al., 2005; Wilkinson and



Pickett, 2006). A recent cross-national analysis showed that income inequality
explains about one-eighth of the cross-national variability in life expectancy in
societies where the income per capita is comparable (Babones, 2008). The most
commonly proposed mechanisms by which income inequality affects health are
material deprivation (Lynch et al., 2005) and psychosocial factors (Marmot and
Wilkinson, 2001). These lines of explanation are not mutually exclusive. Income
inequality is related to health through poverty and limited social provisions: coun-
tries with high income inequality are often characterized by a higher prevalence of
poverty, lower levels of education, and lower public investments in health and
social protection. However, negative effects on health do not result only from
poverty and a lack of material resources. High income inequality is also associated
with multiple sources of stress, which has many adverse physiological effects,
including mental illness and a tendency to engage in risk behaviours.

In summary, in the early post-Second World War era high-income societies
found a compromise between the search for profit and the need to avoid exag-
gerated inequalities in economic and political power. Relatively decent wages,
social security and full employment as policy objectives were viewed as neces-
sary to offset market-driven inequities within national borders, although not
among countries. Since the late 1970s, international economic integration and
domestic neoliberal policies have been presented as the only feasible route to
development and prosperity. The effects of these policies in terms of health and
health inequalities have been disappointing, if not actively destructive. In 2008,
more than thirty years of financial liberalization resulted in the worst global
economic crisis since the Great Depression, increasing global unemployment by
34 million and pushing 50-100 million people into severe poverty (ILO-IMF,
2010). Today, working people around the world are being asked to foot the bill
for a crisis caused by the financial sector. Policy responses are outside the scope
of this entry, but it is worth noting the importance of reforms that prioritize
human rights as a counterweight to the power of the global marketplace
(Schrecker et al., 2010).

See also: Material and Cultural Factors; Psychosocial Factors
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Ageing in humans is a multi-dimensional process of accumulating physical, psycho-
logical and social changes across a person’s life-span. The lifecourse is a sequence of
significant social and biological life events that occur throughout a person’s life-span.




Ageing is the process of growing older. While it is a universal biological process,
among humans ageing also has important social and cultural dimensions. The
term ‘ageing’ incorporates different concepts such as ‘chronological ageing’ (how
old a person is measured in terms of time since birth), ‘biological ageing’ (the
changes in a person’s physical state that accompany chronological ageing), ‘func-
tional age’ (defined on the basis of functional measures of daily living), and ‘social
ageing’ (social expectations about how people should behave or appear as they
grow older).

Ageing in humans thus refers to a multi-dimensional process of accumulating
physical, psychological and social changes across a person’s life-span, not just in
later life. In general, ageing in early life is referred to as growth and development,
while in later life it is commonly used to refer to life processes of decline and loss.
However, there is considerable potential for physical, mental and social develop-
ment even in later life, such as through adult learning activities.

As ageing is a multi-dimensional process, there are a number of ways of measur-
ing it. At a basic level, chronological age is measured by units of time. Within
biomedical sciences, biological age can be measured in terms of processes related
to the ability for cells to divide. Functional age can be calculated on the basis of a
lack of disease and disability as well as in terms of high cognitive, physical, psycho-
logical and social functioning.

‘Social age’ does not have such clear or established measures of ageing. There is
a greater focus on qualitative descriptions of ageing. This makes measurement
more contested because of the great variability between societies and cultures in
the social markers of ageing. Some argue that ‘being old’ is a modern construct,
which was previously conceptualized in terms of declining health, resources and
autonomy (Johnson, 2005). Roles such as grandparenthood could be more impor-
tant in terms of feeling or being perceived as ‘old’ than chronological age. The
body, in terms of appearance or physiological capacity, is also a key marker of social
ageing. For professional ballet dancers, the onset of professional old age is markedly
early, somewhere in the mid- to late twenties, due to increasing difficulties with
maintaining peak physiological abilities (Wainwright and Turner, 2006). For
women in some cultures, perceptions of being old are strongly related to their
fertility status. Rather than measuring social ageing, some sociologists have focused
attention on the experiences of ageing, as exemplified in concepts like the ‘mask
of ageing’ which explore the mismatch between an older person’s external appear-
ance and their inner self (Featherstone and Hepworth, 1991).

Despite such differences in the meanings of ageing and old age, there are some
common and significant biological and social life events that occur throughout a
person’s life-span. These include: birth, growth, learning, education, puberty,
adolescence, partnership or marriage, employment, separation, functional loss
and death. An individual experiences social ageing through a sequence of these
social and biological life events, collectively referred to as the lifecourse. Again,
research interest in the lifecourse transcends any specific academic discipline,
though biomedical approaches have tended to dominate, albeit with increasing
attention being given to social factors (for example, the impact of poverty and
inequality).
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The study of the long-term effects on chronic disease risk of physical and social
exposure during gestation, childhood, adolescence, young adulthood and later
adult life has been referred to as a lifecourse approach to chronic disease epide-
miology (Ben-Shlomo and Kuh, 2002). These studies investigate how biological,
behavioural and psychosocial pathways operate across an individual’s lifecourse,
as well as across generations, to affect their health later on in life, especially in
terms of the risk of chronic disease. This lifecourse perspective is now being
extended beyond the study of aetiology of chronic disease to include the deter-
minants of ageing.

There are two main conceptual models of how social and biological factors over
the lifecourse affect chronic disease risk and ageing — the critical period model and
the accumulation model (Ben-Shlomo and Kuh, 2002). The critical period model
highlights the importance of a specific period of the lifecourse, during which expo-
sure to risk results in lasting or lifelong effects on the structure or function of
organs, tissues and body systems. This is also known as ‘biological programming’.
One of the examples of this model of the lifecourse is the ‘fetal origins of adult
disease’ hypothesis (Barker, 1992). Poor growth in utero leads to a variety of
chronic disorders such as cardiovascular disease, non-insulin dependent diabetes,
and hypertension. This model argues that a critical period for later life, cardiovas-
cular risk and successful ageing is during the stage of fetal development, when
exposures to risk permanently alter anatomical structures and a variety of meta-
bolic systems. Critical period models of ageing can also refer to periods of the
lifecourse which emphasize successful social ageing processes such as the socializa-
tion of children or success in primary education.

In contrast to the critical period model, the accumulation model suggests that risk
factors that damage health or impede successful ageing occur throughout the life-
course and are not restricted to any particular period of time. These risk factors
tend to accumulate gradually between birth and death. While such risk factors to
health and successful ageing may be separate and independent of each other, most
of the time they cluster together in socially patterned ways. For example, children
living in disadvantaged social circumstances are more likely to have been exposed
to passive smoking and other environmental pollutants, poor nutrition during
growth and poor educational opportunities. In addition to the clustering of these
risk factors in disadvantaged social groups, these factors may also increase the risk
of poor health through probabilistic causal pathways or ‘chains of risk’. For exam-
ple, leaving school without any qualifications earlier on in the lifecourse increases
the likelihood of unemployment, which in turn increases the risk of partnership
dissolution, leading to poor psychosocial outcomes.

Some models of the lifecourse also divide old age into two stages: the Third Age,
a period of creativity and personal fulfilment after retirement from work but
before infirmity (Laslett, 1989); and the Fourth Age, a period characterized by ill-
ness, physical and mental decline, and death (Whittington, 2008). However, these
concepts are highly specific to particular cohorts in some countries and, even
within these cohorts, there is considerable heterogeneity in ageing experiences
with many individuals never experiencing a Third Age. Others have criticized the



concept of the Third Age in terms of its elitist values and lack of empirical evidence
(Bury, 2000).

Population ageing is the process by which older individuals come to represent a
larger proportion of the total population of a country or community. Population ageing
is a process that started in more developed countries during the twentieth century, but
is now apparent in most of the developing world as well. Increasing life expectancy in
later life is one of the indicators of population ageing. The demographic determinants
of population ageing follow a process known as the ‘demographic transition’ in which
mortality and then fertility decline from higher to lower levels. While relatively low
fertility was a consistent feature of many developed countries for much of the twenti-
eth century, survival to older ages improved considerably during that period (Grundy, 1996).
Not only are more people surviving to old age, but once they reach older ages, they
also tend to live longer.

Such population ageing results in a gender imbalance as men on average do not live
as long as women. The majority of the elderly population is female, especially amongst
the oldest age groups. While women in most societies are more socioeconomically
disadvantaged compared to men, older women in particular are more likely to have
poorer health, have fewer socioeconomic resources, be widowed, and have less access
to support from relatives, and thus are more reliant on state, welfare and charity services
(Arber and Ginn, 1994).

There are a number of social theories about the consequences of ageing, both
for individuals and for populations. Disengagement theory suggests that as people
get older, they separate themselves or disengage from active roles in society relat-
ing to work and the family (Cumming et al., 1961). Activity theory, in contrast
to the disengagement theory, suggests that activity in later life is the key to suc-
cessful ageing. One example is the ‘use it or lose it’ hypothesis which suggests
that effortful mental activity is required to prevent cognitive decline in older age
groups (Coyle, 2003). The selectivity theory of ageing combines disengagement
and activity theories by suggesting disengagement may benefit some older
people, while activity may benefit others. Continuity theory suggests that older
adults will try to maintain continuity in their lifestyle, activities, behaviours and
relationships by adapting strategies that are connected to their past experiences
(Atchley, 19809).

Population ageing is often framed as having a big impact on society through
economic and political processes that putatively create burdens for ‘society more
generally’. According to such reasoning, which has increasing political salience
amidst cuts to public welfare spending, the elderly are labelled economically inactive
and deemed to have greater need for welfare provision (such as health care, social
services and welfare benefits) than younger populations. Hence, even though older
people have contributed and may continue to contribute to ‘society’ in many
important ways (including economically vital activities that are not remunerated,
such as unpaid childcare), there are common concerns about the economic costs
of population ageing and whether the neoliberal state can afford to maintain and
increase its welfare provision for an increasingly older population. However, as
indicated above, this conceptualization of the elderly as dependent and ‘costly’ is
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problematic and can be questioned on numerous grounds. Indeed, economic
‘dependency’ among older people may itself be an artefact of government policy.
Most states try to fulfil the economic objectives of low unemployment through the
removal of large numbers of older individuals from the labour market (through
early retirement policies), despite their ability to continue working (Townsend,
1981). Hence this group of post-retired individuals may not be dependent or
‘costly’ if they were allowed to continue working.

One of the causes and consequences of characterizing the elderly as dependent
and costly is ageism. Negative stereotyping of and discrimination against individuals
or groups because of their age is often indirect and implicit, as seen in a general lack
of priority for older people’s needs in health and social care (Roberts et al., 2002).
Despite their growing numbers, older people often experience a kind of social and
cultural invisibility. Certainly, in Britain, old age pensioners are more likely to be
affected by poverty than paid workers (Ogg, 2005). And in a context of neoliberal
globalization more generally, the potential for the marginalization of older popula-
tions by the state and market remains a significant threat to their well-being.

See also: Social Class; Gender; Material and Cultural Factors; Life Events
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Social capital is generally defined as the social resources that accrue to individuals
by virtue of their membership of informal and formal social networks, and which
may impact on their life chances and health.

Those who write about social capital do not always agree about how the concept
might be defined. The construct involves components that are not always differ-
entiated: the mechanisms that generate social capital; the types of resource that are
made available; the outcome of possessing those resources; and the type of social
network in which resources arise and are given material effect (Portes, 1998).
Moreover, there is a distinction in the literature between those who describe social
capital as a capacity of individuals to mobilize resources, and those who see it as a
collective property or social good, for example, when researchers refer to the
‘stock’ of social capital in communities or society at large.

Regarding health, the main focus has been on social capital as a feature of com-
munities and this has been used to explain the observed differences between the
degree of income inequality in a given society and levels of mortality (Kawachi et
al., 1997). The definition of social capital in these studies is taken from Putnam, a
political scientist, who conceives of social capital as a public good or ‘civic’ prop-
erty of communities that inheres in ‘features of social organization such as net-
works, norms, and social trust that facilitate action and cooperation for mutual
benefit’ (1995: 67). In Putnam’s concept of social capital, we see a clear lineage to
Durkheim’s classical sociological theory of social integration and social cohesion,
which emphasizes the network of ties between individuals that function to bind
individuals to society, providing them with a moral compass, regulatory norms and
social supports to guide social action. Putnam’s theory equates the ‘stock’ of social
capital in a given community with levels of civic participation. This is measured by
a number of indicators, including: participation in voluntary organizations; demo-
cratic engagement (captured by newspaper consumption and voting); and indi-
viduals’ expressions of interpersonal and institutional trust. These are the relational
aspects of social capital.
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Social capital also takes different structural forms. Gitell and Vidal (1998) dis-
tinguish between what they term bonding social capital and what Putnam (1995)
calls bridging social capital. The former refers to informal networks such as family
ties where members who share the same beliefs are bound together through the
norms of trust and reciprocity. This type of social capital functions as both a form
of social control and social support. The latter form of social capital denotes the
formal but looser network of ties between different social groups generally of the
same social status that function to promote community and civic participation.
Szreter and Woolcock (2004) further distinguish linking social capital as the ties
that connect social groups across status and power differentials, for example, when
people interact with formal institutions to access strategic resources. The manifest
function of this type of social capital is to promote institutional trust. As Szreter
and Woolcock (2004: 655) explain: ‘especially in poor communities, it is the
nature and extent (or lack thereof) of respectful and trusting ties to representatives
of formal institutions — e.g. banks, law enforcement officers, social workers, health
care providers — that has a major bearing on their welfare’. They also note that
these further conceptual distinctions of the structure of social networks were
prompted by Putnam’s own observation that not all forms of network promote
norms of trust that benefit the community as a whole.

Let us now consider the various explanations of how social capital, as a struc-
tural property of communities, may impact on health. According to Putnam
(1995), it is voluntary association and the density of interactions (frequency and
intensity) with and between networks of association that protect health. The over-
all stock of the network of ties that bind individuals to each other (and hence the
collective) through relations of reciprocity and mutual trust are the very founda-
tions of social support. Social support has a direct bearing on health by modulating
the psychological impact of social stressors that compromise health. The civic
component of social capital is claimed to have an indirect impact on population
health. The more people are involved in social organizations and the greater the
frequency of the interactions between social organizations across formal and infor-
mal networks, the more they are said to engage with political decisions that impact
on health and to collectively demand better services (Kawachi et al., 1999).

The evidence in support of the direct and indirect impact of social capital is
based on large-scale, population and health survey data. In the USA, Kawachi et al.’s
(1999) findings demonstrate a strong statistical relationship between state levels
of social capital and individuals’ self-reported health when socio-economic status
and individual risk factors are controlled for. However, such findings are not rep-
licated in other research. In a similar but more extended study conducted in
Canada, Veenstra’s (2000) findings do not support either the direct or indirect
social capital/health hypotheses. In this study the strongest statistical indicator for
self-reported health is socio-economic status. In a more recent nation-wide study
conducted in Norway, Dahl and Malmberg-Heimonen (2010) found that none of
the social capital variables that they measured had any significant statistical asso-
ciation with longstanding illness. Also, contra Kawachi et al. (1999), they con-
clude that social capital does not mediate the impact of socio-economic position
on health. Their study did, however, find that two indices of the social capital



measure — namely ‘neighbourhood satisfaction’ and ‘general trust’ — were associ-
ated with self-reported health.

Another body of literature, which is considered to lend weight to the social
capital thesis, is the social epidemiological studies of Wilkinson and colleagues
(Wilkinson, 1996; Wilkinson and Pickett, 2009). This work is important because
its analysis of the problem of health inequalities (and social problems more gener-
ally) clearly points to the necessity of equalizing income and wealth distribution.
Wilkinson’s seminal (1996) work tackles what increasingly appears as the intrac-
table problem of health inequalities in affluent societies. Briefly, it demonstrates
that there is a threshold beyond which the absolute wealth of a nation ceases to
have any bearing on population-level health outcomes. Wealthy countries with the
greatest health inequalities also have in common the greatest level of income
inequality. These countries, such as the USA, are also marked by the lowest stocks
of social capital compared to the Nordic countries. In countries such as Norway,
Denmark and Sweden the social democratic welfare model underpinning social
solidarity is based on income solidarity. Correspondingly, a greater proportion of
wealth is redistributed from the richest to the poorest in society.

Wilkinson (1996) identifies income inequality as the major determinant of
health inequalities, and argues that its impact on health is through a psychosocial
pathway. In unequal societies people with fewer resources are alienated from the
dominant social ethos, producing feelings of low self-worth, insecurity and anger.
There are two dimensions to this theory. First, in wealthy societies, it is relative as
opposed to absolute poverty that impinges on population health outcomes. Second,
relative poverty (as a measure of income inequality) impacts on health via people’s
perceptions of being socially excluded from mainstream society; in other words,
their health is affected by their psychosocial reaction to having less than others in
the face of an expanding horizon of material, cultural, and social expectations. The
stress and anxiety produced by such alienation have a direct bearing on health by
affecting the body’s immune system, and an indirect effect as feelings of alienation
encourage unhealthy coping behaviours in the absence of supportive networks.

Area- and community-based studies (Cattell, 2001), along with reviews of
international health survey data (Lynch et al., 2004), continue to point to the
causal relationship between individual-level material resources (measured by
socio-economic status) and population health outcomes. However, these studies
also lend support to the importance of social capital as a contextual feature of
communities, which can compound health outcomes, particularly for lower socio-
economic groups living in areas where there is a spatial clustering of material
disadvantage. In countries with weaker welfare states, Dahl and Malmberg-
Heimonen (2010) accept that social capital (or rather the lack thereof) may play
a more significant role in mediating between socio-economic position and health
outcomes. These empirical studies illustrate an ongoing debate in sociology about
which aspects of the social environment are most pertinent to health outcomes
and the mechanisms by which these occur.

Putnam’s (1995) theory, which equates the stock of social capital in a given
society with levels of civic participation, has proved influential in policy discus-
sions. His idea has supplanted the sociological understanding of social capital as a
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product of social relationships in the sense that benefits accrue to individuals and
not to society as a whole (Portes, 1998). Hence, a key debate in the general socio-
logical literature centres on whether social capital should be understood and
operationalized as a collective or an individual resource (Portes, 1998). This reflects
the debate in the health inequalities literature about whether the concept is best
understood as a structural feature of network ties or as an outcome of broader
economic and political structural relations. Whereas the former emphasizes social
integration and social cohesion at the level of the community, the latter stresses
the mechanisms by which different groups gain access to or are excluded from the
resources that benefit health.

The broader social context is instructive when making sense of and evaluating
these debates. Social capital attained its status in policy discourse at the same time
as neoliberal policies were being pursued across traditional ideological political
lines in the promotion of global capitalism and the demotion of the welfare state.
Putnam’s (1995) thesis on the apparent demise of ‘community’ and its causal
relationship to a decline in interpersonal and institutional trust had immediate
appeal for policy makers across the political divide in the USA where communitar-
ian ideologies, which promote community self-government over state responsibil-
ity, prevail (Navarro, 2002). Critics of Putnam’s thesis argue that he fails to address
the structural causes of the demise of interpersonal and institutional trust; rather,
he simply re-labels problems through a ‘catch-all’ and nebulous concept in which
causes and effect are conflated (Portes, 1998). For critics like Navarro (2002),
social capital is embraced by policy makers not because it points to real problems
like social anomie but because the type of analysis that it promotes distracts atten-
tion from the kinds of decision made by the global corporate class and national
political elites that alienate and disenfranchize citizens and adversely affect their
life opportunities, health and well-being. Global neoliberal policies have been
shown to increase social insecurity, widen economic inequalities and increase pov-
erty in real terms, all of which will have a direct bearing on health outcomes, as
well as deepening social anomie. In Wilkinson’s more recent work with Pickett
(2009), the emphasis of their analysis is squarely on the political economy of late
capitalist society in determining the flow and distribution of material and political
power in embedding inequality into the very fabric of societies.

Perhaps one fruitful way of combining both a materialist and social capital
explanation of health inequalities — which retains a strong emphasis on structural
and structuring relations that are not, at all times, reducible to material causes —
can be found in Bourdieu’s concept of social capital. Principally, Bourdieu (1977)
distinguishes between the ‘network of durable ties’, or what Zierch (2005) refers
to as the ‘infrastructure’ of social capital, and the ‘resources’ that different net-
works make available to individual members. Social capital, from this perspective,
is an individual resource linked to an individual’s socio-economic position, which
determines the interplay between different types of capital — bodily, economic,
social and cultural, and symbolic. Put simply, people will have access to different
types of social networks depending on their social location, and the key distinc-
tion between networks is the value of the resources that social ties make available



to individuals. In the context of health, some resources are more strategically
important than others in determining health outcomes for individuals by giving
them access to social support, strategic resources and influence. As Muntaner and
Lynch (1999) note, descriptions of social capital as a collective good may well be
masking class relations and the reproduction of social inequalities as processes
that are central to explaining health inequalities. The future task of medical soci-
ology, one might argue, is to critically and reflexively engage with concepts such
as social capital in order to promote more refined theoretical understandings that
may also inform public and policy debates.

See also: Material and Cultural Factors; Neoliberal Globalization and Health Inequalities
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Medicalization describes a process by which non-medical problems become defined
and treated as medical problems, usually in terms of illnesses or disorders.

Medicalization is now well established as a key sociological concept yet it is difficult
to be specific about when it first entered the social scientific lexicon. It seems that
the process was originally referred to by critics of the growing influence of psy-
chiatry in the 1960s (although these critics did not use the term explicitly), and it
increased in popularity in the 1970s when linked with the concept of social con-
trol. Since then medicalization has been applied to a variety of putative problems
that (at times contentiously) came to be defined as medical, ranging from child-
birth and the menopause through to alcoholism and homosexuality.

According to Conrad and Schneider (1980), medicalization can occur on three
distinct levels: conceptually, when a medical vocabulary is used to define a prob-
lem; institutionally, when organizations adopt a medical approach to treating a
problem in which they specialize; and at the level of doctor—patient interaction,
when a problem is defined as medical and medical treatment occurs. As these
distinctions illustrate, the process often involves physicians and their treatments
directly. However, this is not necessarily so, as in the case of alcoholism where the
medical profession may be only marginally involved or not involved at all.

Conrad and Schneider’s typology can be mapped onto the distinction between
macro, meso, and micro levels of analysis. Macro-level actors include medical
researchers and journals, governments and national organizations and the meso
level would include local organizations, while doctor—patient interaction concerns
mainly micro-level actors. Halfmann (2011) argues that medicalization occurs at all
three levels. Thus, medical discourses can be deployed at the meso level by the
hospital manager and at the micro level by patients and doctors, as well as at the
macro level. He also notes that medicalization at the micro level can involve clinical
personnel other than doctors and non-medical actors such as teachers and counsel-
lors. Furthermore, he recognizes that micro-level medicalization can occur through
the identity construction of various actors, with doctors, for example, fulfilling
cultural expectations to varying degrees about what ‘being a doctor’ involves.

Medicalization is often associated with the control of deviance and the ways in
which deviant behaviours that were once defined as immoral, sinful or criminal have
been given medical meanings. The process of medicalizing deviant behaviour is not
straightforward, however, and can be seen as encompassing a five-stage sequential
process (Conrad and Schneider, 1992). The first stage involves a behaviour being
defined as deviant, usually before the emergence of modern medical definitions. For
example, chronic drunkenness was held to be highly undesirable before any medical
writer defined it as such. The second stage occurs when the medical conception of
a deviant behaviour is announced in a professional medical journal. Descriptions of
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a new diagnosis (for example, hyperactivity) or the proposal of a medical aetiology
for a type of deviant behaviour (for example, alcoholism) are used to redefine this
as a medical problem. Next comes claims-making by medical and non-medical inter-
est groups. This stage is crucial if a new deviance designation is to emerge. Medical
claims-makers are not usually organized specifically to promote a new medical
deviance category but involve a loose alliance of people with similar professional
interests. The activities of non-medical claims-makers (for example, pharmaceutical
companies or self-help groups) may be more overt and involve engaging in public-
ity campaigns or political lobbying. They will often align themselves with medical
claims-makers and use these medical champions to lend scientific credibility to
their claims. The fourth stage in the process involves the legitimation of a claim.
This occurs when claims-makers launch an instrumental, as opposed to a merely
rhetorical, challenge to the existing deviance designation. Finally, medicalization
occurs when the medical deviance designation is institutionalized. This can happen
when a deviance designation is codified within a medical classification system, or
when a bureaucracy is created to provide institutionalized support for medicaliza-
tion. The value of this theoretical model is that it suggests that attempts to concep-
tualize deviance as a medical problem are often hotly disputed and carry uncertain
outcomes. Perhaps surprisingly, however, there has been little attempt to evaluate
its usefulness or to try and develop it (but see Conrad and Jacobson, 2003).

The logic of this model suggests that the degree to which a condition is medical-
ized will vary. For some conditions medicalization may be total whereas for others
competing definitions may exist and their medicalization will remain incomplete or
even minimal. According to Conrad (1992), a number of factors may affect the
degree of medicalization. These include the support of the medical profession, the
availability of interventions or treatments, the existence of competing definitions,
and the actions of groups challenging medical definitions. Nor should it be assumed
that medicalization is only a one-way process. It is also possible for demedicaliza-
tion to occur if a problem ceases to be defined in medical terms and medical treat-
ments are no longer seen as an appropriate solution. Indeed, Halfmann (2011)
argues that medicalization and demedicalization can occur simultaneously and that
even when one of these processes seems to be dominant it is often incomplete.

The most frequently mentioned example of demedicalization is homosexuality in
America which, until 1973, was defined by the American Psychiatric Association
(APA) as an illness. After protests and picketing by the gay liberation movement and
support from some sympathetic psychiatrists, the APA voted to declassify it as an
illness, a decision that was later endorsed in the UK. As a result, homosexuality
became more widely recognized as a lifestyle choice. With the onset of the AIDS
epidemic in the 1980s, however, it became partially re-medicalized, although in a
different form. Overall, the evidence to date is that medicalization is far more apparent
than demedicalization but it remains important to see it as a two-way process.

While there is now some consensus about the nature of medicalization, there is
no such agreement about its cause. Some have argued that the expansion of
medical jurisdiction is primarily a consequence of the medical profession exercis-
ing its power to define and control what constitutes health and illness in order to
extend its professional dominance. Others have considered medicalization to be



the result of broader social processes to which doctors are simply responding. Thus,
Illich (1976), for example, attributes medicalization to the increasing profession-
alization and bureaucratization of medical institutions associated with industrial-
ization. For him the expansion of modern medicine has created a dependence on
doctors and taken away people’s ability to engage in self-care. Zola (1972), too, has
argued that medicalization is rooted in the development of an increasingly com-
plex technological and bureaucratic system and a reliance on experts.

More recently, Conrad (2007) has identified a shift in what is driving medicaliza-
tion, with pharmaceutical and biotech companies, along with consumers, playing an
increasingly important role. For Conrad, pharmaceutical companies have become the
major players, promoting their products more aggressively to doctors as well as con-
sumers. In the USA and New Zealand, drug companies can now advertise directly to
the public through direct-to-consumer-advertising on television, thereby creating a
market for their products by encouraging consumers to ask doctors to prescribe their
particular drugs. Biotechnology companies are set to become increasingly important,
with the prospect of genetic tests for specific diseases, thereby creating the new
medicalized status of ‘potentially ill’, and biomedical enhancements for bodily char-
acteristics and mental and social abilities. And consumers are said to have become
major players as health and health care have become commodified. The body has
become a site for varies types and degrees of ‘makeover’ with medicine as the vehicle,
and patients have been transformed into consumers who are said to have become
increasingly vocal about the kind of health care they want.

Many writers tend to conceive of medicalization in a negative way, focusing on
how the phenomenon has resulted in a form of medical social control that serves
particular interests in society. For Marxists, such medicalization is best seen as
serving the interests of the ruling capitalist class. From this standpoint, the cre-
ation and manipulation of consumer dependence on medicine is merely one
example of a more general dependence upon consumer goods propagated by that
class. For feminists, the focus has tended to be on how a male-dominated medical
profession has increasingly defined women’s problems in medical terms and advo-
cated medical interventions. Women's experience of childbirth has been a par-
ticular focus of attention. Here it has been suggested that doctors’ use of obstetric
techniques such as foetal monitoring machines, pain-killing drugs, induction and
forceps without telling women patients why such techniques are necessary, or
what the risks are, has resulted in their experiencing childbirth as alienating.
Moreover, as it is usually male doctors who often control such technology, its
coercive utilization is seen as reinforcing existing patriarchal social relations.

In contrast, others emphasize the real clinical and symbolic benefits of medical-
ization. Redefining a condition as appropriate for medical attention opens up
opportunities for the alleviation of symptoms or a cure and also legitimates it,
potentially reducing the stigma and censure that may be attached. In the case of
chronic fatigue syndrome, for instance, it seems that patients may benefit from a
diagnosis simply because it renders an otherwise incoherent and disruptive experi-
ence meaningful, and opens up possibilities for managing and living with the
syndrome (Broom and Woodward, 1996). Similarly, those seen to have ‘a drinking
problem’ may benefit from the definition of alcoholism as a disease, enabling them
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to counteract attributions of blame and moral weakness. Medicalization has also
meant that they are now less likely to be prosecuted for being drunk in a public
place and more likely to be medically treated in a potentially more humane way
than would otherwise be the case.

The medicalization thesis has much to recommend it, including the creation
of new understandings of the social processes involved in the development and
response to medical diagnosis and treatment and the development of a critical
framework for analyzing medicine, health and health care. However, a number
of significant criticisms have also been levelled against it, especially its more
negative variant. In particular, it has been criticized for portraying the individual
patient and the lay public more generally as essentially passive and uncritical in
the face of modern medicine’s expanding jurisdiction. For example, Kohler
Riessman (1989) in her discussion of women’s experience of different condi-
tions, ranging from childbirth to premenstrual syndrome, has drawn attention to
the way in which women have at times actively participated in the medicaliza-
tion process to meet their own needs and have not simply been the passive vic-
tims of a medical ascendancy. Williams and Calnan (1996) developed this
critique further by drawing on arguments about ‘risk society’ and lay re-skilling.
They suggest that in late modernity there is a far more critical relationship
between medicine and the lay populace and that people’s trust in medicine
increasingly has to be won and maintained in the face of a growing public aware-
ness of the risks as well as benefits of medicine and the limits of medical exper-
tise. Ballard and Elston (2005) agree with this assessment and see the move to a
late- or postmodern world as one where there is likely to be more contestation
of medicalization and the possibility of its decline.

Others suggest that the concept has outlived its usefulness and propose that it
should be replaced. Thus, Clarke et al. (2003) argue that medicalization should be
re-conceptualized in terms of biomedicalization, as this better captures the trans-
formations in the organization and practice of medicine since the 1980s. In par-
ticular, they assert that much more attention needs to be given to the role of
techno-scientific innovations (for example, the computerization of patient medical
records) and the increasingly technological and scientific nature of biomedicine
(for example, the geneticization of biomedicine and drug design). However,
Conrad (2007) argues that biomedicalization is too broad a concept, one which
emphasizes a more extensive set of changes than is meant by medicalization and
as such compromises its focus.

While many of the criticisms of medicalization are well made, it remains a
useful multi-dimensional concept for sociologists of health and illness. There is,
however, a need to go beyond the accumulation of different cases of medicaliza-
tion in order to try and develop a more integrated theory of the process of medi-
calization, its causes and consequences, and to relate these to recent changes in
medical organization and knowledge and the growing challenge to medical
authority.

See also: Risk; Geneticization; Medical Autonomy, Dominance and Decline; Consumerism
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lliness behaviour refers to how people interpret and define their symptoms and their
actions in coping with or accommodating these, whereas health-related behaviour,
especially in biomedical research, typically refers to lifestyle ‘choices’ associated
with an increased mortality risk.

Illness behaviour refers to people’s experiences, definitions and interpretations of
the symptoms of illness/disease/injury etc., and their interactions with various
social networks as they try to cope with or accommodate these symptoms. Illness
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behaviour is a long-standing topic within medical sociology (see, for example, Zola,
1973). Health-related behaviour is also of interest to medical sociologists, albeit in
a more critical manner. Such behaviours reportedly have a determinate influence
on the major causes of mortality. Qualitative methods typically inform research on
illness behaviour while quantitative methods tend to be used when researching
health-related behaviour, though this distinction is not absolute (Young, 2004).
Before unpacking these concepts further, it is worth offering four caveats. First,
according to Armstrong (2009), the focus on illness and health behaviours reflects
post-Second World War concerns about ‘the problem of behaviour’ in the larger
population, with their antecedents in moralized public health efforts to target child
hygiene alongside biologists’ reductionist foci on the individual. Accordingly, ques-
tions such as the following should be borne in mind: “‘Whose morality?’, ‘What con-
ception of the body is being formulated?’ and “Whose interests does this conception
reflect and serve?’ Second, past and present sociological writing on the illness behav-
iours of the poor and powerless in (state) funded research should not detract critical
attention from the socially structured illness-producing behaviours of the rich and
powerful. In his polemically-named Greedy Bastards Hypothesis (GBH), Scambler
(2002) considers how the ‘illness behaviours’ of global capitalists may (unintention-
ally) amplify health inequalities. More specifically, he refers to the maldistribution of
wealth and income, which, we should note, is taking a particularly perverse form
following the 2008 financial crisis. Third, the reference to ‘health’ in the study of
‘health-related behaviours’ is arguably a misnomer: health is negatively defined in
contrast to the positive meanings often ascribed to health and well-being in everyday
life. The criticism levelled at the sociology of health and illness in the past decade, for
its asymmetrical focus on illness (disease, pathology and suffering) to the relative
neglect of health (as variously constructed) (Monaghan, 2001), could be extended to
biomedical and interdisciplinary writings on health-related behaviours. Fourth, from
an interpretivist sociological perspective, the term ‘action’ or ‘conduct’ is preferable
to ‘behaviour’. Although widely used in health studies, ‘behaviour’ connotes notions
of stimulus and response that are outside of human interpretation, intentionality,
projection and planning. In contrast, ‘action’ (social actions, interactions, conduct)
implies meanings and definitions, the very ‘stuff’ of socially constructed ‘life worlds’.
Despite such problems and limitations, sociological writings on ‘illness behav-
iour’ from the mid-twentieth century onwards provide a useful point of reference
and building blocks for subsequent work on the illness experience. Following on
from and also critiquing Parsons’ structural functionalist writing in 1951 on illness
as a form of behavioural deviance, sociologists have provided empirical and theo-
retically informed insights into the human world of sickness, pain and suffering
alongside people’s varied and contingent efforts to cope with and attenuate their
symptoms with or without medical help. Medical sociologists have explored, for
example, the ‘lay referral system’ or how people typically talk with others in their
social networks before consulting medical professionals. The contingent nature of
these networks vis-a-vis people’s uptake of formal health care is documented in
the literature amidst changing familial and other social relations (Rogers et al.,
1999). An emphasis on social networks is also evidenced in Pescosolido’s (1992)
influential work, a ‘social organization strategy framework’, where illness behaviour



is understood as a fundamentally social action. Indeed, for Pescosolido, the patterns
and pathways to care cannot be understood without fully appreciating people’s
connections to diverse networks, and, in turn, institutions.

Young (2004) presents a selective review and synthesis of the social scientific lit-
erature on illness behaviour. Young explains that the ‘illness behaviour’ concept can
be traced back to the 1920s, though its salience among sociologists was elaborated
after Parsons in the 1950s. In addition to critically reviewing research on the eco-
nomic, geographical, socio-demographic and psychosocial dimensions of illness
behaviour and service (under) utilization in a global context, Young considers micro-
sociological writings on medical consultations in Western nations. We are informed
that these qualitative studies have, among other things, questioned the dominance
of medical professionals in their ‘dealings’ with patients. Such studies challenged the
earlier Parsonian emphasis on the asymmetrical and hierarchical relationship
between the paternalistic doctor and supplicant patient. Increasing knowledge
among patients, for instance, has been shown to reduce the power that clinicians
exercise over the sick and the institutionalization of a more egalitarian, contractual
and consultative type relationship. Such concerns, of course, are increasingly signifi-
cant given the growing burden of chronic illness among ageing populations and the
proliferation of information sources, exemplified by the internet and eHealth, that
are also co-opted by formal health services. Arguably, under such conditions the sick
role concept limits the analysis of illness behaviour given the complex interactions
and interdependences that transcend the doctor—patient relationship, including the
diverse ‘social networks, institutions and government and world systems that comprise
the broad view of the problem of illness behaviour’ (Young, 2004: 10).

An exhaustive review of the literature on illness behaviour is beyond the scope
of this entry, though some seminal and classic sociological literature should be
flagged. Writings here include Mechanic and Volkart (1960), who, in the opening
volume of the Journal of Health and Human Behavior, ‘described the problem of
patients’ failure (sic) to consult with health services in terms of “illness behavior”
(Armstrong, 2009: 919). For Mechanic and Volkart, ‘illness behaviour’ included
‘the ways in which given symptoms may be differentially perceived, evaluated, and
acted (or not acted) upon by different kinds of persons’ (1960: 87). Underscoring
the responses of these ‘different kinds of persons’, they suggested that social factors
(for example, education, religion and social class) shaped illness behaviour.

Subsequent sociological research substantiated these claims. Zola (1973)
described how different ethnic groups in New York responded to illness, with
social factors or ‘triggers’ ultimately resulting in the decision to consult (for
example, sanctioning from another person or disruption to work roles). The
import of social factors is illustrated by the contrasting orientations of Irish and
Italian respondents to illness, with the former group presenting as more stoical
and less expressive than the latter. Moving from ethnicity to the intersections of
gender and class, Blaxter and Paterson (1982) explored Scottish working-class
mothers’ understandings and accommodation of health problems. Amidst
demanding gendered role obligations, illness was deemed a normal part of daily
life and women seldom accessed the sick role even when experiencing symptoms
(for example, backache). This observation corresponds more generally with
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and illness

research on class-related understandings of health, with the working class typi-
cally expressing functional definitions that reflect the need to continue working
in order to secure their hard-earned lives.

More recent observational studies explore specific settings that are embedded
within global systems of exploitation. Bloor (2005) offers an interesting example.
His ethnography of illness behaviour on a merchant cargo ship, owned by a multi-
national corporation, illustrates how ‘globalization is possibly reducing the readiness
of the workforce to mitigate health threats through medical consultation’ (p. 776).
Bloor explains that the seafarers’ access to shipboard medical consultations was
ostensibly ‘free’ and, from a medical perspective, often necessary amidst demanding,
exhausting, and dangerous working conditions. Yet, in practice, medical consulta-
tions were virtually non-existent due to the seafarers’ concerns about being deemed
unfit for work, which could risk their own and their families’ economic security.
Under such conditions, ‘workers “soldiered on” through illness, injury, and exhaus-
tion in the service of economic efficiency’ (p. 770).

Moving to ‘health-related behaviour’, public health and policy prioritize strate-
gies that are intended to promote health maintenance through lifestyle changes.
Despite the disappointing results of intervention studies and the limited role of
lifestyle factors in explaining the social gradient in ill health, so-called ‘health
behaviours’ are typically framed as changeable habits that are conducive to health,
or key to reducing risk. Sociologists have engaged such concerns in relation to what
is called ‘the health role’ (Frank, 1991), where the prevention of illness and maxi-
mization of productive capacity are prioritized. Supporting the health role, health
professionals typically expect people to monitor/change their everyday behaviours
as part of a ‘responsible’ and ultimately individualized qua entrepreneurial project
of self-control or governance. This expectation is rearticulated via the increasingly
popular notion of ‘nudging’ (seeking to change behaviour through ‘unobtrusive
influences’), though that concept has been criticized as vague, based on limited
evidence, and potentially harmful (Bonnell et al., 2011).

While the idea of ‘nudging’ is problematic, medical sociologists would not neces-
sarily dismiss the relevance of cultural/behavioural factors as explained in Part 1 of
this book. Certainly, medical sociologists are interested in, for example, ethnic
differences in health-related behaviours, including nutritional behaviour as a pos-
sible explanatory variable in health inequalities research (Riley Bahr, 2007).
However, such research is tentative. Furthermore, while the promotion of health
behaviours may appeal to various groups (for example, paternalistic governments
seeking to ‘nudge’ populations and cut costs, individuals seeking to embody fash-
ionable thinness), such calls cannot be taken at face value. Health behaviours, after
all, are not ‘freely chosen’ in a social vacuum: choices are shaped and constrained
by the inequitable material conditions of existence. Hence, when undertaking
health studies it makes sense to emphasize life chances more so than lifestyles,
which are always indebted to social structures such as class, gender, and ethnicity.

Reviewing and critiquing ‘health behaviours’ research is not limited to a structur-
alist type of analysis. Using post-structuralism, Armstrong (2009) explains how the
idea of ‘health-related behaviour’ has proliferated in medicine over the past forty



years. Whether the notion of health-related behaviour is entirely new is debatable,
though Armstrong considers the genealogy of this concept using Foucauldian the-
ory. His discussion on health-related behaviour is noteworthy when considering the
experience of illness. After all, it is within the idiom of a widely recycled ‘behav-
ioural’ discourse that (potentially) sick people risk being positioned as culpable for
their actual or anticipated ills, rendering them open to various forms of opprobrium
or stigma, meddlesome advice, and ‘encouragement’ (nudging), etc. Arguably, such
positioning is the consequence of surveillance medicine where people are increas-
ingly labelled ‘diseased’, ‘ill’, or ‘at risk’ of illness without necessarily feeling ill or
accepting the biomedical definitions that constitute them as (potentially) sick. The
maximization of self-responsibility is also noteworthy here in relation to what has
been called ‘the bio-citizen’ (Rose, 1999). This concept is suggestive of new modes
of subjectivity, with people charged with becoming ‘active agent[s] in the mainte-
nance of health . . . exercising a reflexive scrutiny of personal’ conduct in the puta-
tive interests of the common good (Rose, 1999: 228).

The rise of molecular science and the marketing of pharmaceutical ‘solutions’ for
myriad ‘ills’, ranging from obesity to mental health, gives added impetus to bio-citi-
zenship where biological and social bodies are mutually implicated in health out-
comes and risk. Genetic susceptibility emerges in this future-oriented vision, though
medical science also authoritatively frames the major causes of death in behavioural
terms. For Rose (2007: 9) this framing reproduces ‘a culture of prevention and pre-
caution’, comprised of ‘technologies of life’ and the embodiment of ‘responsibility,
foresight and prudence’. Framing health outcomes in behavioural terms is thus far
from innocent. Armstrong asserts that the dominant behavioural focus is individual-
izing, positioning social agents as ‘autonomous’ in their ‘choice’ of ‘whether to act in
response to illness (illness behaviour) or to maintain their health (health behaviour)’
(2009: 919). The possible consequences of this biopolitical framing include the rela-
tive neglect of health care in favour of individual behaviours or, in line with marketi-
zation, ‘consumer choices’ that have a wider significance.

In sum, ‘illness behaviour’ and ‘health-related behaviour’ are common concepts
within sociological and other health-related disciplines and discourses. While cave-
ats are necessary and limitations exist in the research, important studies are iden-
tifiable. Classic interactionist research on illness behaviour, in particular, elucidates
the meanings and experiences of diverse groups as they make sense of, and cope
with, symptoms and health problems with or without medical assistance.
Increasingly, in relation to an anticipatory medicine and bio-citizenship, the focus
has also shifted towards so-called ‘health-related behaviour’ (for example, in the
context of nutrition) and medical sociologists have vital contributions to make
here. However, the task and promise of a critical sociology is to evaluate multi-
dimensional and multi-disciplinary approaches to health and illness behaviour,
including the assumption that this behaviour manifests itself in the materiality of
the (im)prudent body.

See also: Social Class; Material and Cultural Factors; Embodiment; Sick Role; Surveillance and Health
Promotion
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Lee F. Monaghan

Stigma commonly refers to a negatively defined condition, attribute, trait or behav-
iour conferring ‘deviant’ status, which is socially, culturally, and historically variable.
It is a political process related to macro-social issues such as power, discrimination,
and the distribution of resources in society.




The term ‘stigma’ has a long lineage, predating the advent of the social sciences as
we know them today. The Greeks, in fact, originated the term to refer to bodily
signs, cut or burnt into the body, which were designed to expose the bearer as a
slave, criminal, or social outcast. Stigma was thus a political phenomenon inti-
mately related to citizenship and (the lack of) entitlement to community member-
ship. Today, exclusionary practices are still enacted toward those who are
stigmatized (Reidpath et al., 2005) though the term ‘stigma’ is applied more
widely to any condition, attribute, trait, or behaviour that symbolically marks the
bearer out as ‘culturally unacceptable’ or ‘inferior’ and has, as its subjective refer-
ent, the notion of shame or disgrace. Blame may also emerge, with the stigmatized
being held culpable when illness, disease or injury is cast as (self-inflicted or per-
petuated) deviance (Scambler, 2009).

Seminal work on stigma was undertaken within the interactionist tradition in
sociology, which explores the structure of face-to-face encounters and issues
pertaining to identity and selthood. While recent sociological literature revisits
and deepens such thinking in order to underscore the role of macro-social struc-
tures in stigma relations, and we will refer more to this work below, attention
should first be drawn to Goffman’s pioneering (1968) study, tellingly entitled
Stigma: Notes on the Management of Spoiled Identity. As part and parcel of his
own inimitable dramaturgical perspective on the vicissitudes of self-presenta-
tion in everyday life, Goffman’s concern in this book is with the maintenance
and integrity of the self, or perhaps more correctly in this case, the presentation
of a discredited or discreditable self. Taking such a stance, in other words, pro-
vides a ‘special application of the arts of impression management’ (p. 155),
revealing through its potential disruption, much about the taken-for-granted or
tacit ways in which people organize their lives and everyday encounters.

Goffman identifies three distinct types of stigma, namely: (1) stigmas of the
body (such as blemishes or deformities); (2) stigmas of character (the mentally ill
or the criminal, for example); and (3) stigmas associated with social collectivities
(‘racial’ or tribal), all of which he stresses are socially, culturally, and historically
variable. Perhaps most significantly for this discussion, Goffman’s social definition
of stigma turns on the distinction he draws between ‘virtual social identity’ —
normative expectations, that is to say, of what the person ought to be — and ‘actual
social identity’ — the category or attributes the individual actually possesses (p. 12).
The stigmatized, from this perspective, are those who possess a deeply discrediting
discrepancy between their virtual and actual social identity vis-a-vis those ‘normals’
for whom no such discrepancy occurs. ‘A stigma, then, is really a special kind of
relationship between attribute and stereotype’ (Goffman, 1968: 14); a meaning
imposed on an attribute via negative images, stereotypes and attitudes that poten-
tially discredits a member of a particular social category. This, in turn, maps onto
another notable distinction which Goffman draws between the discredited, whose
stigma is evident or ‘known about’, and the discreditable, whose situation is the
precise opposite (p. 14). In the former case, the prime dramaturgical task is one of
‘managing tension’, while in the latter case, it is one of ‘managing information’. ‘[ T]o
tell or not to tell’, to reveal or conceal, that is the question (p. 57).
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Goffman’s treatment of these issues echoes labelling theory. Such theory
eclipsed Parsonian perspectives on illness as social deviance in the 1960s, stressing
how stigma springs from the definitional workings of society, rather than the
inherent qualities of the attribute or behaviour itself. The basic idea here, building
on the work of Lemert and espoused by writers such as Becker, Erikson and
Kitsuse, is one of ‘primary deviance’ (the original infraction), societal reaction (a
public/professional ‘crisis’), and ‘secondary deviance’ (the person’s response to
the negative societal reaction). Such processes lead to a ‘master-status’ (which
drowns out all other roles and sources of identity) that is extremely difficult to
disavow or shake off. In short, stigma as a societal reaction ‘spoils identity’, a
phenomenon generated in social situations and the contingencies they entail by
virtue of unrealized norms, which impinge on the encounter in more or less
pressing and predictable ways.

Goffman, however, in typical iconoclastic fashion, adds a further twist. His
penchant for mentioning troubling truths about individuals is clearly evident
when he notes that the blind, the deaf, the ex-mental patient, the prostitute, the
ex-convict, and many others discussed in the pages of his book, are not the only
ones who experience stigmatization. Norms of identity, Goffman comments,
breed deviations along with conformity. Stigma management is a general phe-
nomenon, a process that occurs wherever there are identity norms. Few people
are totally without discrediting attributes. The reader is led, therefore, to realize
that ‘stigma involves not so much a set of concrete individuals who can be sepa-
rated into two piles, the stigmatized and the normal, as a pervasive two-role social
process in which every individual participates in both roles . . . The normal and
stigmatized are not persons but rather perspectives’ (pp. 163-4). This provides
Goffman with the rationale for claiming that if people are to refer to the stigma-
tized individual as ‘deviant’, they might more profitably regard them as a ‘normal
deviant’ (p. 155).

These ideas and arguments have translated more or less readily into sociological
studies of the meaning and experience of illness, both mental and physical, over
the years. The sociology of chronic illness, for example, has proved a particularly
fertile terrain upon which to explore these insights, developing and refining them
along the way. Scambler’s (1989) research on epilepsy in Britain is worth briefly
reiterating here, not least given its subsequent uptake, review and revision
(Scambler, 2004, 2009). His (1989) hidden distress model contains a useful dis-
tinction between ‘felt’ and ‘enacted’ stigma. The former pertains to the fear of
being discriminated against due to cultural ‘unacceptability’ or ‘inferiority’, whilst
the latter, in contrast, refers to actual cases or enactments of discrimination. For
Scambler’s respondents, it was the fear of stigmatization which was most disrup-
tive of their lives, rather than actual cases of enacted stigma, rendering information
control particularly salient. Research on HIV-related stigma in India (Steward
et al., 2008) echoes and builds on concepts formulated in Goffman-inspired stud-
ies of epilepsy. Thus, Steward et al. (2008) refer to internalized stigma, which, for
‘normals’, is associated with prejudice and possible distress among those who are



stigmatized. However, Scambler (2004, 2009) has revisited and critiqued his own
and other research on illness-related stigma and has posed challenges for the
medical sociology community. In short, he has called for a more ambitious sociol-
ogy of illness-related stigma which is attuned to macro-social structures. This re-
framing of stigma is intended to complement and deepen interactionist analyses by
going beyond them and asking the questions which Goffman (1968) did not
address, such as the causal significance of class, gender, ethnicity, command and so
on. Notions of blame also figure here, with critical attention being directed at how
stigma is but one ‘ingredient’ of disadvantage in neoliberal societies comprising
many faces of oppression (Scambler, 2009: 450).

This re-framing arises from an engagement with conflict theory and disability
studies. Following an appreciation and critique of Goffman (1968), and his influ-
ence in medical sociology from the 1970s with regard to a ‘personal tragedy’ or
‘deviance’ model of stigma, Scambler (2009) flags the impact of ‘a rival oppres-
sion paradigm’ as advocated by disability theorists from the 1980s onwards. In
particular, he notes how the social model of disability articulates issues prefig-
ured within at least some medical sociology, and specifically, how ‘quasi-liberated’
individuals publicly proclaim their identity (for example, in relation to epilepsy)
and seek to educate others in an attempt to challenge stigma. Taking a politi-
cized approach, disability theorists focus their critical attention on the labellers,
rather than the labelled, who discriminate against bodies that are marked as
‘different’ (inferior). While we would not dismiss the materiality of the body,
what is deemed particularly pertinent here are the exclusionary effects of social
oppression or ‘disablism’ which devalues ‘impaired’ bodies and engenders
exploitation, marginalization, powerlessness, cultural imperialism, and violence
(Young, 1990; cited in Scambler, 2009: 449). Arguing that we are now in a
position to learn from this ‘clash’ of paradigms, and the disability theorists’
emphasis on ‘structured’ social relations, Scambler makes a strong case for mov-
ing beyond ‘Goffman-like, personal-tragedy exegeses’. In short, he stresses the
need to address issues such as discrimination and power as exercised through
social structures and various configurations that transcend the interaction order
while remaining potentially consequential for individual identities, life chances,
and health.

Reidpath et al. (2005) also seek to go beyond, without abandoning, the indi-
vidual when discussing stigma, social value, and social exclusion. Their basic argu-
ment relates to social investment and how the stigmatized are marked as
‘unworthy’ amid finite resources and expectations of reciprocity. In short, the
stigmatized risk being considered a drain on resources, or people who cannot
socially reciprocate (for example, by working) risk stigmatization and exclusion
given their perceived lack of social function or productivity. Under conditions of
social devaluation and exclusion, these authors explain that stigma may adversely
affect people’s health in numerous ways, ranging from psychological stress and
discrimination in health care settings (for example, as reported by women labelled
‘morbidly obese’) to disinvesting from the general social infrastructure (they cite
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the impact of racism in the USA, which affects ethnic minorities and, indirectly,
ethnic majorities). Unlike Scambler (2009), Reidpath et al. (2005) do not critique
notions of individual culpability for illness or neoliberal ideologies of personal
responsibility, but they do draw attention to poverty and how stigma hinders
social justice. Similar to Scambler (2009), they also consider strategies to reduce
stigma. These include efforts to socially include people who are stigmatized and
increase their perceived social value, described as ‘worthiness for membership in
the community — i.e. whether one merits social investment’ (Reidpath et al,,
2005: 472). However, the political impact of this strategy in reducing disadvan-
tage, and the dyadic of shame and blame, might be limited in light of Scambler’s
(2009) critique of the class mechanisms, structures and ideologies which differ-
entially determine social value.

In sum, sociological analyses of illness-related stigma are undertaken at vari-
ous levels, ranging from the micro to the macro. They are also entering a new
phase of development amid the dialogue and debate with contributors from
within and outside of medical sociology (for example, disability theorists and
other activists). Certainly, much still remains to be done, not only in terms of
theory development and empirical research but also as regards stigma reduction
and attempts to get critical sociological analyses publicly recognized and cred-
ited under the present social, cultural, economic, and political conditions.
However, what is encouraging in more recent writings that seek to go beyond
‘personal tragedy’ types of analysis is an attempt to offer more politicized and
ambitious conceptualizations that incorporate conflict as well as interactionist
sociology (Scambler, 2009). Such writings usefully draw attention to the larger
social structure and challenge the uncritical acceptance of the dominant societal
or medicalized framings of stigma, which, we would stress, are consequential for
health, well-being, and social justice.

See also: Chronic lliness; Disability; lliness Narratives; Social Constructionism
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Embodiment is a multi-dimensional process that cannot be reduced to biology or
society, but instead involves the complex interplay of various modalities of our ‘lived
body’ or bodily-being-in-the-world.

Medical sociology deals with corporeal concerns and, as such, the concept of
embodiment has particular salience. Illness, disease, pain and suffering as well as
health, comprising the embodied pleasures of ‘vibrant physicality’ (Monaghan,
2001), are inseparable from our ‘lived bodies’ as the site of meaning, experience
and expression. While a philosophical concern with embodiment, as a challenge to
Western dualism, can be traced to the rise of phenomenology in the twentieth
century, particularly via Merleau-Ponty’s (1962/1945) work, in recent years soci-
ologists have further elaborated on this concept and deepened the realm of ‘body
studies’. For instance, recent revisions of seminal studies of the body and society
(Turner, 2008) have underscored body politics and how our biological vulnerabil-
ity could serve as a basis for human rights. Indeed, there seems to be a convergence
in recent writing with regard to body ethics and the two-way, or dialectical, rela-
tionship between human embodiment and an inequitable social world. For
instance, issues pertaining to the social patterning of health and illness vis-d-vis
class, gender and ethnicity, as discussed earlier in this book, all impact on human
bodies as socially located, lived and experienced.

While there are legitimate complaints about sociology’s general neglect of the
embodied dimensions of human existence — reflecting a puritan legacy and efforts
to establish sociology as a discipline that is separate from the biological sciences —
this neglect was never absolute, as explained by Shilling (2005), Turner (2008) and
Williams and Bendelow (1998). Relations between sociology and biology moreover
have at times been quite close (Fuller, 2006). Writings in embodied sociology have
explained that the body has always had something of an ‘absent presence’ within
the discipline and, by re-reading the classics in a corporeal light, the sociological
imagination may be reworked so that it is more attentive to embodiment and the
discipline’s classical heritage. As these contemporary writings suggest, it is not solely
or simply a question of the body as a product of society or society as a product of
the body, but of bodies both as shapers of and shaped by the society and social rela-
tions of which they are a part. Embodiment, then, provides a crucial missing link
between structure and agency or macro and micro social planes.

Recent theorizing, which attempts to consolidate the proliferation of body stud-
ies, is informative and paves the way for future research. Shilling (2005), when
critically surveying classical and more recent writings on body matters, offers a
compelling case for a ‘corporeal realist’ approach that sees bodies as the multi-
dimensional medium for the constitution of society. By this, he means human
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bodies are the source, location and means of society — i.e. bodies have an indepen-
dent causal role in the creation of society, they are a site on which the structures
of society inscribe themselves and they are a means for positioning individuals
within society in ways that may or may not foster human potentiality. Shilling
explains that while these three dimensions may be separated for analytical pur-
poses, they are, in actuality, ‘co-existing moments’ of a process that unfolds over
time. Formulated as an explicitly critical approach, corporeal realism relates well
to matters of health, illness, and medical practice. A more recent empirical study
in embodied sociology offers comparable thinking on the medicalized and govern-
ment-sponsored ‘war on obesity’ (Monaghan, 2008). The pervasive anti-obesity
offensive is comprised of aggressive moralizing and the (unintended) reproduction
of intolerance, body dissatisfaction and size discrimination that together spoil
embodied identities.

Unsurprisingly, medical sociology has provided fertile terrain for the develop-
ment of body studies and an embodied sociology that ‘puts minds back into
bodies, bodies back into society and society back into the body’ (Williams and
Bendelow, 1998: 3). The entry on embodiment in the first edition of Key
Concepts in Medical Sociology included a reference to Kelly and Field (1996) who
argued for sociological conceptualizations of chronic illness and the body to
incorporate biological and social facts. Biology, in this respect, is sociologically
significant because it may impinge directly on the self provide signals for iden-
tity construction, and act as a limiting factor on social action for the sufferer.
This, in turn, brings to the fore the experiential and expressive dimensions of
embodiment, as illustrated in sociological writings on pain (Williams and
Bendelow, 1998). Such writing has also foreshadowed more detailed sociological
debates on biology and the relations between health, medicine and society
(Williams et al., 2003), plus the relevance of ‘body work’ as a concept in studies
of health and social care (Twigg et al., 2011). All of this fits well with Shilling’s
(2005) corporeal realist thinking — an approach that recognizes the materiality
of real flesh-and-blood bodies in contrast to extreme social constructionist
accounts.

Discussions of embodiment within medical sociology have tended to foreground
issues such as suffering and pain and how such experiences ‘problematize’ our
bodies in various ways. Pain calls into question our normal taken-for-granted rela-
tionship with the world and the embodied basis upon which this rests. The exis-
tentially charged and emotionally laden nature of such events — themselves
inflected through factors such as class, gender, age and ethnicity — is all too appar-
ent here, underlining the importance of biography, the self and identity alongside
the materiality of the body. Attempts to reintegrate the body, self and society, in
this respect, include the search for meaning through narratives — themselves
embodied stories and stories of embodiment — together with various strategies and
styles of adjustment. While biographical themes of disruption and negative mean-
ings of pain as displeasure abound in such contexts, other more positive renderings
of pain are nonetheless possible — pain as constructive, creative and productive, for
example in relation to childbirth, or in more populist terms the ‘no pain, no gain’



mantra or motif exalted by exercise buffs. Here again we can glimpse the material
and intentional, physical and emotional dimensions of mindful embodiment and
their inextricable intertwining across culture, time, and place. We can also come to
appreciate how the biological body is not so much lost sight of, but placed within
a broader embodied, non-reductionist perspective that is grounded in our being-
in-the-world.

As part of an embodied sociology which engages the corporeal meanings and
experiences of ‘health’ as well as illness, we would also cite research that has
sought to redress the almost exclusive focus on suffering, disease, illness, and
‘pathological’ bodies (as politically important as that may be). Thus, Monaghan
(2001), as part of his concern to redress the asymmetry that characterizes the
sociology of health and illness, offers ethnographic insights into gym culture, the
embodied pleasures of body modification, and the sensuous experiences of lifting
weights. Observing the tendency within medical sociology to focus on ill bodies,
Monaghan (2001) maintains that the study of ‘healthy’ bodies requires an empha-
sis and wider acknowledgement within the newer (embodied, non-dualistic)
sociology of health and illness. This is necessary because the concrete corporeal
manifestations of ‘health’ in everyday life — as the components of and precondi-
tions for embodied social practice — may, paradoxically, erode bodily capital while
simultaneously contributing to it. His research also considers illicit steroid use, a
normalized practice among dedicated bodybuilders that may enhance the quasi-
erotic sensations of exercise while also amplifying bodily risk (for example, drug
side-effects, injury to muscles and tendons). That research also utilizes Watson’s
(2000) useful ‘male body schema’, which is attuned to different modalities of
embodiment, including: the normative (body size, shape, weight, appearance),
experiential (for example, the sense of well-being), pragmatic (relating to gen-
dered role requirements in everyday life), and the visceral (the hidden biological
processes that may be medically visualized or glimpsed during exercise).

Recent research on sleep, as another vital yet neglected corporeal matter
(Williams and Crossley, 2008), has also made significant contributions to the soci-
ology of health, ageing and gender of late. The meanings, methods, motives and
management of sleep are socially patterned and variable across the lifecourse and
are bound up with matters of health and illness, work-time and work-ethics, gen-
der and ageing, family roles and responsibilities (Arber et al., 2007). Sleep then, as
this suggests, is not simply a fascinating embodied topic in its own right, but a rich
way of revisiting familiar sociological issues in a new and novel corporeal light. To
the extent, moreover, that sleep, or the lack of it, is now rendered a matter of grow-
ing public concern, and to the extent that sleepiness is being recast as an ‘at risk’
somatic state and a morally suspect or blameworthy corporeal condition - i.e.
drowsiness as the new drunkenness — then sleep is very clearly a political or bio-
political matter. It is intimately bound up with the governance of bodies in con-
temporary society (Williams, 2011).

The focus on embodiment in health and illness has certain advantages. Besides
redressing a ‘cognitive bias’ (Turner, 2008) in social theorizing, it helps bridge the
structure—agency, micro-macro divide, opening up a great many black boxes in doing
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so. Freund (2006), for instance, following his work on the ‘expressive’ body and
embodied ways of feeling (dis)empowered, points to the possible neurohormonal
consequences of stress. The dramaturgical stresses and strains of role performance, he
suggests — themselves an index of social hierarchies of power and status, domination
and control — translate more or less readily into the health and illness of embodied
agents and include neurophysiological perturbations of many different sorts, whether
consciously experienced or not. These embodied processes are most consequential for
people in subordinate positions, via the invalidating definitions of others and the
threats to selthood and ontological security these engender. This reveals yet another
powerful pathway through which the negative effects of inequality take their toll.

The attention given to fleshy matters of lived embodiment, as these brief illustra-
tions suggest, provides a more promising way forward than (strong) constructionist
approaches in which the body is seen, solely or simply, in discursive terms. Both
approaches, of course, have their merits, and attempts to reconcile them are now very
much on the agenda. For some critics, nonetheless, the focus on embodied experience
and expression draws attention away from other, more macro-oriented concerns and
extra-corporeal sociological matters. This, however, as shown above, is not inevitable;
indeed some of the most promising work is located precisely at this juncture. As the
multi-dimensional medium for the constitution of society, the body is central to these
debates and their attempted resolution. Other classic sociological themes, moreover,
can themselves be re-read in this new and more embodied light, augmenting (rather
than replacing) former (classic) concerns and insights along the way.

One particularly important issue to confront, within and beyond the sociology
of health and illness, concerns whether or not we wish to advocate a sociology of
the body, a sociology of embodiment, or an embodied sociology. A sociology of the
body would reflect on the body as an object of sociological analysis. A sociology of
embodiment, in contrast, would take the lived meanings and experiences of bodies
seriously, in health as elsewhere. An embodied sociology, however, very much in
keeping with our thinking, would go one step further, taking the embodiment of its
practitioners, as well as those we seek to study, seriously (Williams and Bendelow,
1998). This, in turn, throws up questions concerning the relationship between rea-
son and emotion, the role of emotions in social life, and the emotional underpin-
nings of sociology itself as a supposedly ‘rational’ or ‘dispassionate’ enterprise.

Whatever one’s view of these embodied matters, the implications are clear.
Sociology’s own somewhat disembodied past is now being critically redressed,
breathing new corporeal life into its classically rationalist bones.

See also: Emotions; Chronic lliness; Disability; lliness Narratives
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Simon J. Williams and Lee F. Monaghan

Often defined as the part of consciousness that involves bodily ‘feeling’, emotions
provide the crucial link between the mind, body and society. Sociological theory and
research on emotions is of particular relevance when understanding stress, mental
health and chronic illness.

Traditionally, theories of emotion have been dominated by psychosocial approaches
that emphasize the biological origins of instinctive survival mechanisms known as
‘signal functioning’. This is popularly understood through examples such as ‘fight
or flight’ reactions involving surges of adrenaline, which are interpreted as fear or
anxiety. Although these accounts do provide an explanation of physical ‘symp-
toms’ — or feelings which are activated by cognitive awareness — they largely ignore,
or under-emphasize, the importance of socio-cultural meanings and the structural
divisions that frame emotional expression. Moreover, the biological ‘hard-wired’
nature of these models sees emotions as uncontrollable and beyond our individual
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control, hence the polarized positioning of rationality versus emotionality which is
so deeply embedded throughout Western social thought.

Perhaps the most significant challenge to this dominant ‘organismic’ orthodoxy
can be found in Hochschild’s social theory of emotion (2003 [1983]). Hochschild
stresses that although emotions have a biological substratum, they are socially
shaped and managed. Restated, emotions may be subject to manipulation within
a network of social relations, meanings and practices. This is in line with various
social divisions such as class, gender, age, and sexuality. For example, the lower
one’s status is in the social hierarchy, the more one may have to conform to social
expectations. Hochschild’s concepts of emotion management and emotion work
combine both internal subjective states and bodily displays in the development of
status shields, which are the socially distributed resources that people have for
protecting their sense of self in various social situations. This interactionist
approach sees emotion through the notion of the ‘mindful body’ as the nexus of
phenomenological experience and the body in its social context. Emotions, in this
model, are the link not just between mind and body, but also between mind, body,
and society.

Grief provides a clear example when discussing the sociological approach to
emotions. Grief is a manifestation of emotional pain which is inseparable from its
bodily experience, often described as ‘agonising and gut churning’. Furthermore,
the ‘appropriate’ management of grief varies according to socio-cultural context.
Certainly, anthropologists have long recognized how displays of grief at funerals
vary widely, in accord with culturally embedded social expectations and relations.
Similarly, sociological explorations of sickness, madness, pain, disability and death
make clear that these are human events which are literally ‘seething with emotion’
(Williams and Bendelow, 1996). The development of sophisticated interactionist
concepts of emotion — which emphasize the contextual social shaping of their
embodied expressivity (Freund, 1990) — is crucial for understanding the illness
experience. As | will elaborate below, such thinking also has particular value for
deconstructing the (much used, but rarely defined) concept of stress as well as
other concerns.

Stress is cited as a major risk factor within illness aetiology, and ‘stress-related
illness’ is one of the most commonly given reasons for work absenteeism
(Wainwright and Calnan, 2002). However, within the dominant medical orthodoxy
there is no actual diagnostic category, specialism or curriculum focus on stress.
Within scientific discourse, stress has traditionally been theorized as being located
in individual biology or the psyche, and through the elaboration of mechanistic
and homeostatic models which invoke images of ‘tension’ and ‘pressure’. Most
models suggest that physiological, behavioural and psychological processes may
directly influence health in specific ways, and adaptation models describe stress
as an ongoing process of adaptation — alarm-resistance—exhaustion. Thus, tempo-
rary stress can cause a useful adaptation as long as the body can return to homeo-
stasis. Chronic stress may prevent homeostasis and lead to ill health, possibly in
the following sequence:



Stress — Fatigue — Exhaustion — Lowered Immunity — Ill Health

As understood within medical sociology, which takes a non-reductionist approach
to the human body (Bendelow, 2009), biology is important, but social context and
the complex intertwining of emotion and embodiment are also crucial vis-a-vis the
experience/distribution/consequences of stress. Such concerns are underplayed in
biomedical scientific discourse. In contrast, sociological understandings of health
and illness help to illuminate the transaction between individuals and society, and
take into consideration the individual’s repertoire of coping resources and vulner-
abilities. This is neatly captured in writings on the psychosocial determinants of
health inequalities (Wilkinson and Pickett, 2009). Building upon the idea of health
as capital across all the aspects that Bourdieu (1984) described — namely eco-
nomic, social and cultural — it is possible to develop and refine sophisticated mod-
els of stress. As detailed elsewhere (Bendelow, 2009), the sociology of emotion can
draw upon a health capital model to explain how individuals with more resources
and fewer vulnerabilities may be less likely to perceive a given set of circumstances
as stress-provoking. And even when events are perceived as stressful, these indi-
viduals seem better able to adjust and cope. Thus, intensely perceived stress may
activate physiological, behavioural, and psychological and social processes that will
place individuals at a heightened risk of suffering from health problems or illness
behaviour. In this way, both responses to feeling stressed and to stressful situations
are socially constructed: they are not purely individual ‘biological’ responses, but
are strongly influenced by socio-economic, environmental and cultural factors.

Such considerations bring to light the limitations of Cartesian dualism — a long-
standing hallmark of biomedicine which separates mind and body. Such dualism
typically reduces individuals to ‘body machines’, thereby revealing the socially
controlling propensities of biomedicine (Foucault, 1973). The traditional divide
between physical and mental illness has also historically reinforced hierarchical
divisions within medicine itself. This is because anything that is classified as a
mental illness has been consistently stigmatized and marginalized, and psychiatry
has always been low in the hierarchy of medical specialisms. Complicating this
picture is the biopsychosocial model. This model has gained much popularity
amongst physicians since the 1980s. Its multi-causal definition has allowed for a
variety of perspectives to be taken into account in diagnosis and treatment, imply-
ing a multi-disciplinary approach. However, it too can be criticized for not fully
addressing mind/body dualism as the patient can still be compartmentalized, with
the physician addressing biomedical symptoms and the psychologist/psychiatrist
the psychosocial element. Although some specialist areas (for example, pain clin-
ics, oncology, liaison psychiatry) are developing integrated theory and practice, it is
still the case that traditional, biomedically orientated, healthcare professionals
remain ill prepared to fully understand the connections between mental and
physical health.

The recent shift towards inter-disciplinarity in many areas of healthcare prac-
tice has resulted in integrated models becoming the preferred consensual term for
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many practitioners and theorists. Integrated models are now permeating medical
education and practice and serve to highlight further the outmoded relevance of
mental/physical labels. Again, contextual factors are salient here, and, thus, so is
embodied emotionality. In industrialized countries the patterning of disease and
illness changed dramatically over the course of the twentieth century as mortality
from infectious disease declined. These changes in life expectancy, while bestow-
ing huge benefits in terms of living longer, resulted in far greater rates of morbid-
ity and a huge expansion of illness categories which incorporated both physical
and emotional components. Alongside illnesses associated with older age, changes
in epidemiological patterning include the increasing incidence of chronic illnesses
which require management across the lifecourse (for example, asthma).

Many chronic conditions are manifested through medically unexplained symp-
toms (MUS), which can compound the emotional difficulties encountered by
people with illnesses. This acronym, MUS,; signifies illnesses or syndromes which
cannot be defined in terms of organic pathology and are thus seen as abnormal and
lowly placed in the medicalized ‘illness hierarchy’ (Nettleton et al., 2004).
Likewise the term ‘contested conditions’ is used to signify illnesses that have a
controversial scientific status (for example, Chronic Fatigue Syndrome, Repetitive
Strain Injury). Here, patients experience distressing physical symptoms such as
impaired mobility or coordination, intermittent paralysis, fitting, pain and fatigue.
Once again, however, there is usually an absence of physical signs, clinical explana-
tions, or medical diagnoses.

Chronic pain is a classic example of the dilemma of modern medicine. Medicine
promises to treat or alleviate pain, but what actually constitutes pain can be
defined in many ways. Medical practice concentrates on the sensory aspects of
pain, employing the acute/chronic differentiation which does not necessarily take
into account the emotional aspects of pain. Yet as well as being a medical ‘problem’,
the experience of pain is so much wider, lying at ‘the intersection of bodies, minds
and cultures’ (Morris, 1991: 1) and not just confined to our anatomy and physiology.
The limitations of the medical model become especially highlighted when the acute/
chronic differentiation is evoked, and it is universally acknowledged that one of
the most complex and difficult types of pain to treat is idiopathic pain — that is,
pain for which there is no established physical pathology — often termed chronic
pain syndrome.

To help redress such limitations within biomedicine, emotions need to be taken
seriously in all their multi-dimensional complexity, along with insights from those
disciplines that study emotions. Social science, in particular the sociological litera-
ture on chronic illness, offers a framework for understanding the emotional experi-
ences and consequences of chronic pain by focusing on the person rather than the
pain per se. Concepts such as biographical disruption, narrative reconstruction and
illness adjustment (Bury, 1991) are particularly valuable, and the theoretical and
methodological explosion of interest in illness narratives has helped to convey the
highly emotional and phenomenological experience of illness, pain and suffering
(Kleinman, 1988). The development of narrative medicine and medical humani-
ties has also highlighted the importance of embodied knowledge and lay expertise.



‘Expert patients’ have since gained much currency in medical as well as social
science research (Greenhalgh, 2009).

This throws up issues relating to what is called self-management. Using mod-
els from the recovery movement in mental health, self-management for chronic
illnesses is gaining momentum as a high-profile policy initiative, having been
introduced within the UK in the last decade. Self-management is a reflexive
holistic approach which is seen to combine an individual’s emotional literacy and
lay expertise in order to develop autonomy and self-determination in health
maintenance and illness prevention. Much in the way that sexual health has
become an umbrella category for service provision which encompasses emo-
tional, cultural and lifestyle factors as well as medical aspects, the term emotional
health is gaining popularity amongst both practitioners and the lay public
(Bendelow, 2009). However, scepticism is needed to ensure it is not simply a
strategy to shift the responsibility for health entirely onto the individual and
relocate the economic burden associated with chronic illness from the welfare
state and public health services to ‘private consumers’ of health care.

In conclusion, addressing the role of emotions in health and illness — as with an
embodied approach to sociology more generally — helps to challenge the dualistic
legacies within Western philosophy and biomedicine. These theoretical and
methodological insights also enable the development of integrated and holistic
models of health, medicine, and illness. In turn, this process enables more sophis-
ticated understandings of the relationship between social structure and health.
It also furnishes insights into the socially constructed aspects of diagnosis and the
phenomenological experience of chronic illness, stress, and pain.

See also: Embodiment; lliness Narratives; Emotional Labour
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Gillian Bendelow

Chronic illness commonly refers to those forms of long-term health disorders that
interfere with social interaction and role performance. It is often disruptive of people’s
lives, though responses can and do vary depending on context.

Medical sociologists have long been interested in studying illness experience and
especially chronic illness. The public health and demographic reasons for this are
not hard to find. In the last half of the twentieth century, most developed countries
(and now many developing nations) have experienced a ‘demographic transition’.
A decline in mortality at all ages, but especially in infancy and early adulthood, has
led to an increase in average life expectancy from birth and (in the presence of low
fertility rates) an ageing population. Today the majority of men and women expect
to live into old age. As deaths from infections have declined and as a greater pro-
portion of the population comprises the elderly, those disorders associated with
adult and later life have grown in prominence. Many of these are chronic disorders,
such as arthritis, stroke, dementia, Parkinson’s disease, and some forms of heart
disease and cancer.

Sociological interest in chronic illness has, in part, stemmed from the limitations
of medical treatment for chronic disorders. While some forms of treatment are
very effective, such as hip replacement and cataract surgery, many disorders can
only be treated palliatively, to relieve pain and to help physical functioning. The
long-term implications of chronic illness inevitably bring social and psychological
factors to the fore and many physicians have looked to wider forms of collabora-
tion with medical sociologists in order to understand the issues as they are experi-
enced and managed by lay people. A perusal of a key medical sociology journal,
Sociology of Health & Illness, makes clear that these issues are many and varied; for
instance, real and anticipated stigma or the uncertainty and fear associated with
the diagnosis of a chronic condition (Lawton, 2003; Williams, 2000).

Sociological interest in chronic illness stemmed from key work carried out in
the 1960s and 1970s, especially in the USA. Initially, research focused on the



social patterning of chronic illness and whether this differed from life-threatening
conditions that produced high mortality. Conover (1973) reviewed and re-analysed
data that had been the subject of a debate between two sociologists, Kadushin
and Mechanic, and concluded that the occurrence of chronic illness was, indeed,
related to social class and poverty. Critically, while such a finding suggests that
more should have been written on the political economy of chronic illness, most
sociological research has been micro-interactionist in approach. Indeed, much
research has explored the meanings and consequences of chronic illness, and the
steps taken to mitigate the effects of chronic conditions as experienced by suffer-
ers themselves in a micro-social context (for example, in relation to family, friends
and carers).

In contrast to the ‘systems’ perspective formulated in Parsons’ writing on ‘the
sick role’, sociological research on chronic illness has largely focused on people’s
experiences within their contexts of everyday life. While Lawton (2003) reviews
some of this literature, focusing specifically on articles published in Sociology of
Health & Illness during the previous 25 years, there are important antecedents.
Perhaps the most significant publication in the 1970s, in this regard, was Strauss
and Glaser’s book, Chronic Illness and the Quality of Life (1975). Although Strauss
and Glaser began by noting the health care implications of chronic illness, and
especially the need for professionals to widen their horizons from their preoccupa-
tion with acute conditions, the main thrust of the chapters in their book was
strongly interactionist in tone. From this viewpoint, chronic illness is not just a
given biological entity, patterned by social conditions, but is itself a ‘negotiated
reality’. Chronic illness and its outcomes are shaped by the decisions, tactics and
organization of ‘work’ carried out by patients and others, over the ‘trajectory’ of
the illness. The contingent nature of this process is part of a general view of society,
which is seen to be the product of interaction and negotiation.

In Britain, Bury (1982) developed this position to argue that chronic illness
might be conceptualized as a form of ‘biographical disruption’ or critical situa-
tion. This concept is worth focusing on since, as observed by Williams (2000: 45),
it has been an ‘abiding theme within the sociology of chronic illness since the
early 1980s’. In Bury’s (1982) research on rheumatoid arthritis, the impact of
serious and persisting symptoms on everyday life was seen to threaten sufferers’
taken-for-granted world. Modern medical categories, the medical understanding
of disease and the treatment it could offer might be appropriated by patients, and
employed in legitimating and explaining their altered condition to family and
friends. At the same time, the diagnosis and its implications for the future might
confirm the fact that the individual was suffering from a progressively disabling
condition from which there was no escape. In the absence of a medical cure, the
individual would have to negotiate and manage their altered state with whatever
support they could muster.

In a later paper, Bury (1991) distinguished between three dimensions of this
process. First, he argued that coping referred to the cognitive processes employed by
the chronically ill to sustain a sense of self-worth and to come to terms with both
an altered situation and an altered body. Second, he held that the term strategy
referred to the actions and processes involved in the management of the condition
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and its impact on interaction and life chances. The strategic management of the
disorder and its effects required decisions about how to mobilize resources and how
to balance demands on others and remain independent. Third, he stated that
chronic illness involved the adoption of a particular style of living, or different styles
of adjustment. Lifestyle for the chronically ill would often mean deciding how much
should be disclosed or disguised about the condition, how far the person should
‘come out’, and in what way, in interacting with others. For some groups, with-
drawal from all but essential interaction has been observed. For others ‘normaliza-
tion’ has meant integrating the disorder into an altered and public identity.
Biographical disruption may not, therefore, be the only outcome. Depending on
outlook and circumstance, biographical reinforcement may also be possible.

Much research and debate has been published in recent years on the variable
meanings and consequences of chronic illness and people’s different, context-
dependent, ways of trying to cope. Here lay perspectives and voices are given due
weight, rather than remaining hidden behind closed doors and eclipsed by a bio-
medical remit that has traditionally emphasized cure over care, and acute over
chronic illness. Interestingly, contrary findings have emerged during empirical
research, serving to complicate the picture as well as confirm aspects of Bury’s
(1991) later writings, such as the significance of people’s expectations. Substantive
issues and themes include, for example, the stage of the life-course within which
chronic illness occurs and thus whether or not that illness is disruptive or is in fact
anticipated (Pound et al., 1998). As the aforementioned researchers demonstrate
in the case of stroke among elderly respondents in the East End of London, age
may mediate chronic illness so that it is considered ‘not that bad’. Such an observa-
tion also makes sense when placed within its socio-economic context. London East
Enders living in poverty did not have high expectations of good health, especially
as they aged and bore witness to continued or worsening hardship in their hard-
earned lives. It is in this shared context of adversity that a stroke, relatively speak-
ing, was not ‘that bad’.

Given such evidence, the biographical disruption concept has been subject to a
theoretical reappraisal. Following his own incursions into sociological debates on the
body in research on chronic illness and disability, Williams (2000) has sought to
develop an approach that is ‘fit’ for the twenty-first century where a diversity of
experiences characterize chronic illness. Here he poses such questions as: ‘Does a
focus on “disruption” mask as much as it reveals?” And: ‘Can equal weight be
accorded both to chronic illness’s role in the creation of biographical disruption and
biographical disruption’s role in the creation of chronic illness?’ (2000: 41). After
defending the biographical disruption concept against postmodernist and disability
theorists’ critiques, where bodies and pain are dissolved into discourse and social
oppression, Williams (2000) makes several interesting points. For example, he main-
tains that the common focus on disruption remains adult-centric, obscuring the
realities of chronic illness among children who may have congenital conditions and
where illness has always been part of the embodied self, and thus where ‘continuity
rather than change remains the guiding principle’ (p. 50). Williams also connects
with research on people’s circumscribed expectations of health and illness amidst a



‘normal crisis’, highlighting the largely under-researched implications of other social
divisions that interact with age and class, such as ethnicity and gender, and people’s
varied experiences of chronic illness. Another key issue, which is consonant with
earlier yet underdeveloped research on the social distribution of chronic illness,
concerns the possible aetiology of chronic illness. Here Williams raises the possibility,
implicit in much of the research on illness narratives, that biographical disruption
may cause chronic illness, with embodied narratives perhaps providing an emotion-
ally rich ‘radical critique’ of the status quo (for example, in relation to workplace
exploitation, gendered role requirements and oppressive regimes in former Soviet-
occupied Eastern Europe). In that respect, Williams locates chronic illness and ‘per-
sonal troubles’ within the larger realm of public issues and global social structure,
‘itself a defining hallmark of the sociological imagination’ (p. 54).

Finally, it is worth noting a recurrent tension in much of these discussions on
chronic illness. This concerns discrepancies between a ‘problems’ or ‘personal trag-
edy’ perspective, in which the difficulties people face are documented and brought
into view, and one in which chronic illness can be approached in a positive, if not
always an overtly political, light. Calls to move beyond a largely ‘reformist’ posi-
tion on the one hand, and a ‘radical’ position on the other — positions attributed
respectively to medical sociologists and disability activists — have been complicated
by an emphasis on a postmodern culture of illness and disability. Charmaz (2000),
for example, suggests that sociology needs to go further than document the
‘patient’s perspective’ and the normalization processes that ‘contain’ the effects of
illness and disability on everyday life, important though these are. Significantly, she
goes on to say that ‘chronic illness can mean embarking on an odyssey . . . to inte-
grate the self on a different level . . . facing such losses moves them [the chronically
ill] towards transcending loss’ (p. 287). As with other sociological writers, espe-
cially in North America, the dividing lines between chronic illness, disability and
health appear to become blurred in such arguments. Here a form of ‘biographical
reinvention’ may be seen, whether among disability activists, patients’ groups or
others, in what Frank (1997) calls the ‘remission society’, a society where large
numbers of people may be experiencing or recovering from a variety of bodily ills.
What in the earlier literature was seen to be a process of stabilization and normal-
ization by the chronically ill now becomes a ceaseless and nomadic journey with
no clear end point (see Williams, 2001, for a critique). The links between body, self
and society, in this viewpoint, are not simply the outcome of interactional difficul-
ties or ‘social oppression’, but constitute a shifting terrain, on which individuals
and groups attempt to construct new identities and new realities.

There is a need for medical sociology to examine empirically the salience of such
thinking, as well as the more political stance of some disability researchers, by
conducting studies among representative samples of the chronically ill and dis-
abled. Without this, both medical sociology and disability studies may be caught
up in forms of rhetoric that will be difficult to evaluate. The testing of many of the
ideas that have grown in recent years (see, for example, Sanders et al., 2002;
Sanderson et al., 2011) would seem to be the most urgent task facing medical
sociology in relation to chronic illness and disability.
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See also: Medicalization; Disability; lliness Narratives, Social Movements and Health
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Mike Bury and Lee F. Monaghan

Disability is a complex and much debated issue pertaining to impaired bodies, social
structures and processes. From a politicized perspective, disability should not be
seen as a purely medical problem since many of the problems faced by disabled
people arise as the result of the way that society is organized.

Disability cannot be considered a universal category rooted in an impaired bio-
logical body. Indeed, what is considered a disability is culturally variable. Martha’s



Vineyard in Massachusetts, USA, is a famous example, where hereditary deafness
was commonplace and normalized for almost two centuries until the early twen-
tieth century (Groce, 1985). The picture is also complicated because disabled
people can have impairments that are stable or progressive, and these can range
from mild to severe, constant or episodic, and the impairment itself can be cultur-
ally produced. Even so, definitions are adopted within the international policy
literature in order to operationalize disability, gauge its prevalence alongside asso-
ciated problems, and ultimately seek to protect human rights. In the preamble to
the UN Convention on the Rights of Persons with Disabilities (UNCRPD, 2006),
disability is described as ‘an evolving concept [that] results from the interaction
between persons with impairments and attitudinal and environmental barriers
that hinder their full and effective participation in society on an equal basis with
others’.

The World Health Survey estimates that around 15 per cent of the world’s
population (just over one billion people) have some form of disability and of these
between 110 million and 190 million have significant difficulties in functioning
(WHO, 2011a). Included in this latter group are people who have quadriplegia,
paraplegia, severe depression or blindness. The prevalence and seriousness of dis-
ability have been increasing, largely due to demographic factors with people suf-
fering more from chronic illnesses that are associated with older age, though that
is only part of the picture. The World Health Organization (WHO, 2008) esti-
mates that 95 million (5.1 per cent of) children under the age of 14 have some
form of impairment, of whom thirteen million (0.7 per cent) are defined as having
a ‘severe disability’.

Disabled people form the world’s largest minority group. Reflecting macro
socio-economic inequalities, 80 per cent of disabled people live in the Global
South. Disability and poverty are closely linked and the World Bank estimates that
around 20 per cent of the world’s poorest people are disabled. Not only are poor
people more likely to become disabled, as a consequence of their material condi-
tions of existence, but also disabled people face barriers to education, employment
and public services which can further impoverish them. In addition, disabled
people tend to be seen within their own communities as being among the most
disadvantaged (Braithwaite and Mont, 2009). Disabled people generally have less
access to health care services and therefore experience unmet health care needs.
Of course, disabled people do not constitute a homogeneous group and the dis-
advantage experienced by them intersects with other equality issues. Disabled
women, for example, might be multiply disadvantaged. Such women risk dis-
crimination in terms of inequitable gender arrangements and oppressive disablist
attitudes, which can combine and serve to reinforce each other (WHO, 2011b).
One might consider the intersections of other divisions here as well, such as age,
ethnicity, sexuality and location (incorporating issues ranging from local commu-
nity service provision to the broader distribution of resources between and within
nations).

Socially constructed barriers that disable bodies have been conceptualized as a
form of violence: ‘The violence of disablism’ (Goodley and Runswick-Cole, 2011)
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incorporates various dimensions: psychoemotional, systemic, cultural, and actual
physical assaults. As explained by Goodley and Runswick-Cole, disabled children
might be vulnerable under certain social conditions that are commonplace in
Western capitalism. For instance, the highly individualistic and competitive neo-
liberal values that children are enculturated into at school reinforce and amplify
(ableist) divisions. However, without trivializing disturbing observations such as
those reported in the aforementioned study, the last thirty years have, at least
in the Global North, seen changes to the way disabled people are positioned in
policy discourse and other contexts. For instance, 45 countries have passed anti-
discrimination and other disability-specific laws. Disabled people are now far more
likely to live in their local community rather than be confined to long-stay institu-
tions or other segregated provision. These changes also mean greater consideration
is now being given to environmental, attitudinal and institutional barriers than to
the body per se. This re-framing was the result of a conceptual shift from a ‘medical
model’ to the ‘social model” of disability (Oliver, 1990).

The social model of disability is closely associated with disability studies. This
model emerged from the ideas of disabled activists in affluent Western nations
who were dissatisfied with the way that they were treated by society and the ser-
vices they received. The ideas were later given academic credibility by disabled
academics who were similarly disillusioned with the way that sociology in general,
and medical sociology in particular, defined and researched disability. Social and
cultural theories of disability, as Goodley and Runswick-Cole (2011) observe, have
been heavily influenced by Parsons’ structural functionalism with its 1950s conser-
vative bent. Drawing on ideas from the emerging new social movements that
developed in the 1960s and 1970s around ethnicity, sexuality and gender, groups
of radical disabled people converged to form a distinct political movement. They
demanded that disability be viewed as separate from medicine and campaigned
against a perceived over-medicalization of disabled people’s lives. This rejection of
medicalization was accompanied by concerns around the individualization of dis-
ability, coupled with a focus on disability as a problem of welfare and the putative
burden disabled people place on society.

The basic tenet of the social model of disability was laid out in a document
published by the Union of the Physically Impaired Against Segregation, titled
The Fundamental Principles of Disability (UPIAS, 1976). This document argued
that disability was the result of society and the way it was organized and not the
result of physical impairment. Disability, it stated, was socially produced. The
analysis broadly followed that of early second-wave feminism: just as gender was
seen as being socially constructed in contrast to the biological sex of the female
and male body, so too was disability, the social, contrasted with impairment, the
biological. UPIAS maintained that disabled people were an oppressed social
group, constituting a minority similar to other minority groups, and that all dis-
abled people shared a common experience. Advocates of the social model of
disability directly challenged what was later termed ‘the personal tragedy theory
of disability’ (Oliver, 1990: 2), which they felt dominated writings on disability
at the time.



The (1976) UPIAS document is unashamedly aimed at activists and this
demand for equality is still present in much of disability studies today. While straw
person arguments are easily made in these debates, it is the activists’ political focus
on equality that perhaps most clearly separates disability studies from medical
sociology (notably, micro-interactionist or phenomenological types of analysis). By
redefining disability as an equality issue and shifting the focus from the individual’s
impairment to how society is organized, together with the discrimination and
prejudice experienced by disabled people, proponents of the social model aim for
the large-scale transformation of society. In the case of disability, it was felt that
medical sociology had largely abandoned its discipline’s traditional focus on the
social, instead placing its emphasis on individual responses to living with a chronic
condition or impairment. Unlike, for example, social constructionist studies of
gender or ethnicity that interrogated definitional practices (such as the effects of
sexist or racist stereotypes on people’s life chances), disability activists felt that
much of sociology — by linking chronic illness with disadvantage — had failed to
explore the social creation of disability.

Oliver’s influential monograph, The Politics of Disablement (1990), provides per-
haps the clearest theoretical understanding of this approach to disability. Oliver
draws on classical sociological theories, such as that offered by Marx, in order to
provide a materialist analysis that affords primacy to power relations and places
the cause of disability firmly in societal structures. These ideas are replicated in
more recent texts (for example, Barnes and Mercer, 2010). Through adopting a
materialist understanding of disablement, Oliver (1990) links the oppression that
disabled people face to the material and ideological forces associated with capital-
ism. Disability is not, according to Oliver, ‘defined or culturally produced solely in
terms of its relationship to the mode of production’ (p. 22); it is also culturally
produced through the relationship between the mode of production and the cen-
tral values of society. Capitalist society encouraged an ideology of individualism,
which, coupled with medicalization and the development of rehabilitation,
brought about profound changes in the way people with impairments were seen
and treated. As a consequence of new work practices and an ideology of ‘able-
bodiedness’, disabled people could no longer meet the demands placed on them
as part of a workforce and so became excluded (p. 47). It is argued that the con-
cept of ‘disability’ emerged under these conditions to control people’s access to a
state-sponsored welfare system. In effect, disability became medicalized, with the
medical profession emerging as the definer and controller of disabled people on
behalf of the state.

Although the analysis provided by the social model of disability has enabled
disabled people to challenge their social exclusion, and the model remains influ-
ential, it is not without its critics from within disability studies and beyond. Those
from outside of disability studies point to its failure to address impairment.
Instead, they argue that a focus on the subjective experience of living with an
impaired body should form the basis of any study of disability (Bury, 1996).
Disabled feminists such as Thomas (1999, 2007), whilst broadly supporting the
social model of disability’s emphasis on barriers, point to the inadequate way that
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the model covers gender alongside the personal and experiential elements associ-
ated with disability. Similar arguments have been made around ethnicity and sexuality
(Shakespeare, 2006).

Thomas (1999, 2007) asserts that the social model has been over-simplified by
activists and as a consequence some of its claims have been unintentionally mis-
understood. She maintains that in the Fundamental Principles (UPIAS, 1976) dis-
ability is described as being imposed ‘on top of our impairments’ and that the
UPIAS definition does not claim that all restrictions of activity are socially caused.
She adds that disability and impairment are both important, and they should both
be the focus of attention. Thomas also argues for the development of a concept that
she has called impairment effects. Impairment effects are the restrictions experienced
by disabled people that are directly attributable to their impairment. While this is
a potentially useful development it is, as Thomas herself explains, often very diffi-
cult to distinguish between impairments, impairment effects, and disability (2007:
137). For example, where people have a mental health problem it may be hard to
determine where impairment effects end and disablement begins.

When critiquing the social model, Shakespeare (2006) argues that disability
should be seen as neither purely medical nor purely social; it requires a balanced
approach. Disabled people are, of course, discriminated against but they may also
have health conditions that require medical and rehabilitation interventions.
Disability, he argues, is a complex and multilayered phenomenon which cannot be
reduced to either the social or the medical (see also WHO, 2011b).

There is clearly much to debate around disability, both in terms of how it is
defined and in terms of who defines it. Disability activists, in conjunction with
disability studies, have produced not just an intellectual challenge to the way that
disability is understood and theorized — they have also established a new paradigm
around disability. Such thinking has also directly challenged medical sociology.
Both approaches have been at loggerheads but recent writings in medical sociology
(for example, Scambler and Scambler, 2010) and disability studies (Thomas, 2007)
suggest that there is some room for rapprochement and for a new, more construc-
tive, relationship to emerge. Accordingly, there is an indication here that future
work in medical sociology would benefit from a more politicized perspective that
incorporates personal and experiential concerns with material or social structural
factors.

See also: Medicalization; Chronic lliness; Social Movements and Health
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Nicholas Watson

lliness narratives refer to the story-telling and accounting practices that occur in the
face of illness. Narrative analysis seeks to understand the ‘plot’ of the account given
and its social and motivational dimensions.

Human cultures are reproduced through myths and narratives, that is, in the con-
struction and telling of stories. Narratives provide the opportunity for using meta-
phors and other linguistic devices to convey and produce shared meanings and
construct social identities, especially in difficult or threatening circumstances.
Narratives have considerable relevance in the experiential world of illness, pain,
suffering, vulnerability, and uncertainty.

Those interested in illness narratives typically seek to understand and analyse
the meanings produced in one cultural setting and communicate this knowledge
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to an audience in another setting, often in the hope of informing policy and
practice. The idea that patients’ narratives can inform clinical practice has gained
ground in the USA, the UK and other countries. At a time when ‘evidence-based’
practice has become the watchword in many medical systems, analysts have
argued that the ‘patient’s view’ is likely to be downplayed in favour of scientifi-
cally based and statistically oriented ‘evidence’. However, attending to illness
narratives may be just as important as evidence-based guidelines, especially in
general practice which entails close contact with patients’ everyday lives and the
meanings attached to symptoms. Attending to such meanings is framed as
‘narrative-based medicine’ and is intended to help clinicians make better deci-
sions (Greenhalgh and Hurwitz, 1999).

Sociologists and anthropologists interested in illness narratives have adopted a
somewhat wider perspective, to include the multi-layered character of illness nar-
ratives, as well as their possible practical usage. Perhaps the best-known advocate
of this approach is Kleinman (1988), an anthropologist and clinician who asserts
that listening to and interpreting the illness experience is an art form that is often
obscured during biomedical training. Dealing with clinical practice first, Kleinman
argues that illness narratives are important for two reasons. Despite the scepticism
which Kleinman believes many practitioners hold concerning illness narratives,
patients with chronic disorders need to have a ‘witness to suffering’ and to their
existential fears. Paying attention to illness narratives is also important in assisting
in the practical management of such disorders. It is for these reasons that patients
turn to doctors, even when they know that medical treatment may be limited.

Kleinman goes on to show that illness narratives also have many other functions,
outside of the clinical situation. Most importantly, illness narratives help to deal
with the altered situation and sometimes fundamental disruption which illness can
create. In essence, illness narratives can help to address and fashion responses to
the questions: Why me? Why now? And, ‘What can be done? — the question of
order and control’ (Kleinman, 1988: 29). These are questions which the medical
model often finds difficult to answer, especially, again, in chronic illness where
many disorders have unknown aetiologies and are difficult to treat. Illness narra-
tives thus construct meaning at a number of levels. Through an example of an
elderly businessman with chronic heart disease Kleinman outlines a type of
palimpsest, where each layer of meaning is written over another (1988: 32). So
what begins with the ‘internal’ reality of the illness soon connects with other areas
of the man’s life, including serious alcohol problems, and the long-standing effects
of having had a brutal father. On top of this, the man indicates, through his narra-
tive, the need to work out both his own experience of loss and his relationship
with his children, who openly wish him to go into a nursing home. In such
accounts, Kleinman suggests, it is possible to see that narratives are more than a
‘reporting’ of illness (whether to practitioners or others), but are efforts to inte-
grate or reintegrate individuals into their social worlds. There is in many such cases
a ‘narrative reconstruction’ occurring, in which disturbance and suffering are
brought under some form of meaningful control.

Illness narratives inevitably take particular forms as well as having specific con-
tents. Each narrative will be fashioned by individuals in unique ways and to some



extent in unique circumstances. Yet the sociological study of illness, especially
chronic illness, has shown that narratives may involve one of a limited number of
formal properties. These forms may, so to speak, exist prior to the construction or
the telling of the story. They are ‘accessed’ through membership of a culture,
where common understandings allow, indeed constrain, meanings to be fashioned
in specific ways. The forms that illness narratives take will also be shaped by under-
lying psychological needs and motivations concerning the presentation of the self
to others in particular contexts (for example, in an interview setting).

Bury (2001) has outlined three forms of illness narratives that subsume some
aspects of schemes developed by other authors. The first of these, ‘contingent nar-
ratives’, are descriptions of the events surrounding the onset and early course of a
disorder. They may deal with ‘life events’ such as bereavement or loss (particularly
of a younger member of a family), or the ‘external’ circumstances of difficult or
stressful work situations. They may also deal with the assimilation of medical expla-
nations for the disorder and how these seem to tie in with the life experiences of
the individuals concerned. Contingent narratives deal with proximate causes and
proximate effects. They often outline the steps taken to deal with the illness and
the strategies being employed to manage its effects. Such narratives tend to be
practical and descriptive in nature, dealing with events as they unfold and the
immediate impact these have on the relationship between the self and others.

In dealing with ‘biographical reconstruction’, individuals will often feel the need
(not always consciously) to present themselves as culturally competent. In doing
so they may employ ‘moral narratives’, the second form discussed by Bury. This
moves the account a person may give from the descriptive to the evaluative.
Narratives, in this sense, help not only to order experience but also to express the
‘dynamic relations’ between the self and others. Moral narratives may include social
apologia in which the person tries to close the gap between their previous self-
image and what they perceive or experience as failures in self-presentation or role
performance, resulting from the effects of the illness. Moral narratives may also be
a means to portray the self as active and socially engaged. Bury points out, how-
ever, that narratives may often be ambiguous; some may be ways of presenting the
self as virtuous in comparison with others, whether sufferers or not. By praising
oneself, one criticizes others. How the listener meets such claims to virtue is, of
course, a different matter.

This brings us to Bury’s third narrative form — what he calls ‘core narratives’. These
include ‘genres of expression’ through which the narrator ‘emplots’ herself in a more
or less dramatic fashion. Such narratives may be epic or heroic, tragic, comic or
didactic (Bury, 2001: 278). Research on chronic illness has, once again, furnished
many examples of these illness narratives. Bury quotes Kelly and Dickinson’s (1997)
study of colitis where, even in the face of radical surgery, or perhaps because of it,
some respondents present themselves as quietly heroic and sometimes with a dark
humour. These authors note that the trope of courageously ‘fighting’ the illness has
become a frequent invocation in public as well as private accounts.

Core narratives may also convey the underlying trajectory of the illness and the
feelings associated with it. In this case, Robinson’s (1990) study of multiple scle-
rosis illustrates how illness narratives may convey stable, progressive or regressive
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qualities. Robinson summarizes his analysis by saying that: ‘a progressive narrative
moves towards the personally valued goals, a regressive narrative away from such
goals, and a stable narrative evaluatively sustains . . . the valued goals’ (p. 1176).
Progressive narratives, in particular, convey a positive and more engaging response
by the individual. Such narratives also chime with a postmodern culture surround-
ing illness, one where ‘restitution’ and the search for a more positive identity
through suffering may be found (Frank, 1995).

The analysis of illness narratives may be seen as part of the broadly interpretative
wing of sociology. Clearly, the eliciting and recording of patients’ narratives requires
the employment of qualitative methods, especially extended interviews and life
histories. Narrative analysis differs from other qualitative methods, however, in its
stress on the need to examine long sequences of text and whole accounts rather
than breaking the text up, as in thematic analysis. Whole narratives across a sample
of respondents can then be compared for their similarities and differences. Though
such narratives may take on the properties of one of the forms discussed here, it is
likely, of course, that they will combine more than one element.

The concept of illness narratives has been important in eliciting key dimensions
of the illness experience and its various meanings. In particular, it has suggested
that the form of talk may constrain as well as facilitate expression in significant
ways, revealing key elements in a given culture. The study of illness narratives has
also shown important variations in people’s responses to illness and has helped
various audiences to understand the reasons why this should be the case. In par-
ticular, illness narratives have shown how the presentation of self in the face of
illness frequently involves claims to moral as well as social competence.

However, as writers such as Riessman (1993: 2) have pointed out, the employment
of interpretive methods in analysing illness narratives involves tackling ‘the inevitable
gap between the experience . . . and any communication about it’. This cautions
against sociological approaches to illness narratives which regard them as a move in
reclaiming illness from a dominant medical model as well as a ‘colonial’ medical
practice. For example, illness narratives are, according to Frank, ‘stories that are their
own truth’. Frameworks of analysis are, from this viewpoint, merely devices to
‘heighten attention’ to these truths (Frank, 1995: 24). While, in one sense, it must be
the case that individuals have a unique insight into their own experience, Riessman’s
(1993) methodological considerations suggest the need to proceed with care.

If illness narratives are treated as a ‘revealed truth’, then all claims take on equal
weight. Yet the gap between experience and communication discussed by Riessman
leads the researcher to ask the question, ‘why was the story told that way?’ (1993: 2).
This question may reveal, in the analysis, contradictions and ambiguities in expression
and in the relationship between the accounting procedures and the motivations for
presenting matters in one way and not another. Motivational elements suggest that in
sociology, and in clinical practice, illness narratives need to be interpreted and not
taken as given. The ethic of the sociologist must be governed by the recognition that
the teller ‘has the first word on which the interpretation depends’ (Riessman, 1993:
52), but at the same time that illness narratives are ‘always edited versions of reality,
not impartial or objective descriptions of it’ (Riessman, 1990: 1197).



Such concerns have continued in recent years and been debated among key
names in the medical sociology community. Thomas (2010), in reflecting upon the
literature, offers a useful summary of and contribution to debates between
Atkinson, Frank, Kleinman and others where ‘[m]atters of theoretical perspective,
methodology, ethics, and personal politics are found to be at stake’ (p. 647). She
unpicks various claims and counter-claims when explicating Atkinson’s critique of
Frank, for instance, who is taken to task for romantically ‘privileging’ illness narra-
tives as a source of authenticity — arguing that these are ‘special’ or ‘valid’ accounts
about people’s illness experiences. Where Atkinson argues for an analytic approach
to narratives as ‘speech acts’, Frank and those with postmodern leanings are more
inclined towards a mix of politics and advocacy in their interpretations.

Thomas (2010) locates claims and counter-claims about illness narrative research
in a wider sociological context. What underpins the crux of the debate, according to
Thomas, is the type of sociology (implicitly) being practised. She uses Burawoy’s
influential schema on sociology’s division of labour to make sense of this. Some soci-
ologists may be more interested in producing public knowledge for extra-academic
audiences (patient advocacy groups, for example) rather than analytic accounts for
their peers. Reflecting these tensions between professional and public sociologies,
alongside the interplay of critical and policy lines of analysis, Thomas has sympathy
with both sides of the debate. Thus, she endorses aspects of Atkinson’s reasoning;
notably, the importance of systematic research and formal analysis over sentimental-
ity and romanticism. Various points raised by Frank and Kleinman are also credited
where ethics and personal standpoint have dialogic significance and what she sees as
‘emancipatory’ potential for communities of ill people. Thomas arrives at such a posi-
tion with reference to her personal experiences and in-depth research on illness nar-
ratives among people with cancer and their informal carers. She writes: ‘T believe that
qualitative social scientific research of the type referred to here can, if carefully dis-
seminated, assist in making cancer and palliative care services more responsive to the
needs and interests of patients, carers, and other service users’ (Thomas, 2010: 657).

Whatever the reader’s position might be in these debates, it is evident from
Thomas (2010) and others that the concept of illness narratives continues to
stimulate sociological research and discussion. In sum, such literature makes clear
that medical sociologists must respectfully engage the rich and complex stories
recounted by people, while also being reflexive about their own aims when inter-
preting and analysing illness narratives for different audiences.

See also: Chronic lliness; Disability; Medical Model

REFERENCES

Bury, M. (2001) ‘Illness narratives, fact or fiction?’, Sociology of Health & Illness, 23 (1): 263-85.

Frank, A. (1995) The Wounded Storyteller: Body, Illness, and Ethics. Chicago: University of Chicago
Press.

Greenhalgh, T. and Hurwitz, B. (1999) ‘Why study narrative?’, British Medical Journal, 318: 48-50.

Kelly, M. and Dickinson, H. (1997) ‘The narrative self in autobiographical accounts of illness’, The
Sociological Review, 45 (2): 254-78.

>S5
D
0
2
>
Q
=
-
Q
=t
<
)
)




e
=
©
O
e
Y—
o
O
(&)
(-
<b)
=
O
(@
x
b}

Kleinman, A. (1988) The Iliness Narratives: Suffering, Healing and the Human Condition. New
York: Basic Books.

Riessman, C.K. (1990) ‘Strategic use of narratives in the presentation of self and illness: a research
note’, Social Science & Medicine, 30 (11): 1195-2000.

Riessman, C.K. (1993) Narrative Analysis. Newbury Park, CA: Sage.

Robinson, I. (1990) ‘Personal narratives, social careers and medical course: analyzing life trajecto-
ries in autobiographies of people with multiple sclerosis’, Social Science & Medicine, 30 (11):
1173-86.

Thomas, C. (2010) ‘Negotiating the contested terrain of narrative methods in illness contexts’,
Sociology of Health & Illness, 32 (4): 647-60.

Mike Bury and Lee F. Monaghan

Risk involves exposure to a given danger or hazard.

The language of risk is now frequently used in both popular and expert discourse,
especially when it comes to discussing health issues. This has not always been the
case. In pre-Renaissance times the dominant popular discourse was that of ‘fate’ —in
which personal misfortune and disaster were explained in terms of chance, per-
sonal destiny, and the will of the gods. In this period dangers such as floods and
epidemics were perceived as natural events rather than as man-made and the idea
of human fault or responsibility was not considered. With the emergence of
modernity in the seventeenth century, a new materialistic and deterministic dis-
course was established, premised on the belief that the social and natural world
followed causal laws. From this standpoint risks were the products of such deter-
minism and the vagaries of nature. Subsequently risk was scientized as a result of
the growing influence of mathematical explanations relating to probability. During
the nineteenth century it became possible to measure the risk of an event by cal-
culating its statistical probability, thereby taming chance. Risk also came to be
located in human beings as well as in nature and unintended outcomes were
acknowledged as being a possible consequence of human action. According to
Lupton (1999), modernist notions of risk also recognized that risk could be either
‘good’ or ‘bad’, involving gain or loss, and could thus be seen in neutral terms. Since
the nineteenth century, however, the meaning of risk has been transformed and it
has now mainly come to be seen as involving only negative outcomes. Risk now
typically means danger, and the greater the risk the greater the danger. Against this
dominant discourse there has nonetheless developed a counter discourse which



sees risk-taking more positively as involving emotionally charged dangerous activ-
ities which give pleasure, for example sky-diving or bungee-jumping, described by
Lyng (1990) as ‘edgework’.

Traditionally research on risk has been the preserve of the risk industry, drawing
primarily on disciplines such as engineering, toxicology, biostatistics, and actuarial
science. Assessing public health risks has also become a major issue for epidemi-
ologists who aim to calculate the ‘relative risk’ or numerical odds of a population
developing an illness when exposed to a risk factor, compared with a similar
population that has not suffered such exposure. It is on the basis of these risk
assessments that governments have conducted health education campaigns, for
example about AIDS, to warn the public about the dangers of ‘risky behaviour’. It
is expected that the provision of information about such risky behaviours will lead
to their reduction.

Since the 1990s a concerted effort has been made to develop social analyses of
risk. In what follows a variety of such analyses will be discussed starting with the
cultural approach, inspired by the anthropologist Mary Douglas. Douglas was one
of the first to draw attention to the need for an analysis that challenged the status
of risk as an objective measure, as argued by members of the risk industry. Instead
she took a weak constructionist view, like many others after her, and considered that
objective hazards were inevitably mediated by cultural processes and could only be
known in relation to these processes. She was interested in why some dangers were
selected as risks while others were not and how risk acted as a symbolic boundary
between groups. For her what was of significance was that groups of people would
identify different risk attributes and even types of risk as a result of their particular
form of social organization and interaction in the wider culture. In her view the way
in which such collectivities responded to risk was functional for the maintenance
of their form of social organization. The argument was formalized in an analytic
scheme that has come to be known as grid/group analysis. For Douglas the degree
of collectivism found in groups and the degree of internal difference within groups
impacted on perceptions of risk. Collectivism, whether strong or weak, was defined
in terms of ‘group’, while the degree of difference is defined in terms of ‘grid’. By
linking grid and group, Douglas, along with her colleague Wildavsky (1982), identi-
fied four distinct world views which justified different ways of behaving towards a
hazard. These were named hierarchist (high grid/high group), egalitarian (low grid/
high group), fatalist (high grid/low group) and individualist (low grid/low group).
Hierarchists, for example, were considered to be well-integrated (group axis) and to
accept externally imposed risk assessments by experts (grid axis) while egalitarians,
although being well-integrated too, tended to challenge the experts’ assessments on
the grounds that these experts’ calculations threatened their group’s way of life
(grid axis). Douglas also believed that when people felt they were at risk, they
tended to blame outsiders rather than focus on the dangers from within their own
community. In the health field, grid/group analysis has been applied to studying
differences in response to hazards in contexts ranging from hospitals to transport.
While the approach has been criticized for being too static and for failing to explain
how organizations and individuals can change their perception of risk over time, it
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nonetheless offers a way of exploring how conflicts over risk can be understood in
terms of plural constructions of meaning that are culturally framed.

Other more sociological work on risk perception has adopted an interpretivist
approach and generally concentrated on two broad areas: (1) perceptions of risk
and risk behaviour, and (2) the relationship between lay and expert knowledge of
risk. The first of these has emphasized the role of contextual factors in risk percep-
tion. For example, Clarke and Korotchenko (2009) examined the risk perceptions
and behaviour of older women with regard to sun tanning. They found that these
women measured and responded to risk based on their personal priorities and
prior experience of negative health associated with sun tanning. While most of the
women associated a suntanned appearance with notions of health and beauty,
those who sunbathed downplayed the health risks and emphasized the health
benefits, especially the absorption of Vitamin D. They also distanced themselves
from those they felt most at risk from sun tanning, namely those who used tanning
beds. In contrast, women who no longer sunbathed justified their behaviour in
terms of previous health problems associated with tanning such as sunstroke, sun
damage, and skin cancer.

Others have focused on the relationship between lay and expert perceptions of
risk. For instance, Armstrong and Murphy (2008) have explored the extent to which
lay understandings of cervical cancer risk incorporate medical professional under
standings. They found that women’s engagement with such expert understandings
was complex. Where expert-defined risk factors were incorporated, they were trans-
formed and woven into a coherent whole within the context of the women’s prior
understandings, experiences, and contextual factors. However, this process was
hampered because of incomplete medical information about the link between
behavioural risk factors such as sexual behaviour and smoking and cervical cancer.

In addition to this interpretivist work on group risk perceptions and behaviour,
there have also been more macro-level studies about the role of social institutions
and structures in the framing of risk. One key institution involved in shaping risk
perception is the mass media, as discussed by Tulloch and Zinn (2011). They
reviewed the literature on media and health risks and showed how the media
would reproduce and amplify expert risk assessment yet also create limited
opportunities for counter definitions to emerge. They also noted how the media
frame health risks so that audiences may see such risks in one particular way and
not another, and how audiences may act as critical consumers, questioning the
media messages in terms of their own values. How the media framed health risks
about obesity and the role of scientists in this process illustrated the importance
of the media as an institution. Holland et al. (2011) analysed how the Australian
press represented a scientific report on the long-term consequences of ‘Australia’s
expanding waistline’ for cardiovascular disease. The press framed the report as
showing that Australia was the fattest nation in the world, overtaking the
Americans. This was prompted by comments by the lead author when publicizing
the report. However, the coverage failed to note that the scientific report itself
did not include any international comparisons and was only based on data from
middle-aged Australians. As Holland et al. stress, there was a lack of critical com-
mentary on the report and a failure to test the obesity claims of its lead author.



As a result, preconceptions of the putative ‘problem’ were reinforced at the
expense of findings about ‘potential solutions’ (or other crucial concerns, such as
the ethics of obesity discourse and the unintended consequences of declaring a
war on obesity).

The relationship between lay and expert knowledge has also been explored
more broadly by social theorists in the context of declining trust in expert author-
ity in late modern society. Giddens (1990), for example, has suggested that the
judgements of experts are now under increasing scrutiny and are either accepted
or rejected by lay people who are making ‘pragmatic calculations’ about the risks
involved. In these circumstances, the most cherished beliefs underpinning expert
systems are open to revision and alteration, thereby challenging a dominant source
of authoritative interpretation. The degree to which people feel alienated from or
at least ambivalent towards experts also relates to the German sociologist Beck’s
(1992, 2009) argument that we now live in a ‘risk society’ that is increasingly
vulnerable to major socio-technical disruption and a growing global interdepen-
dency. Social and economic developments have created global hazards, ranging
from nuclear accidents to ecological disasters, for which there is no adequate
aftercare. These structural features highlight the need for trust in expert authority
at a time when greater reflexivity and awareness of the indeterminate status of
knowledge about risk combine to undermine it. One of the main criticisms of this
‘reflexive modernization’ thesis is that it is based on broad generalizations of struc-
tural and organizational processes that lack any grounding in the actual processes
and experiences of institutional and everyday life. Nonetheless, this approach has
been enormously influential and has provided valuable insights into the structural
and political aspects of risk.

While the risk society, like the other approaches outlined above, has adopted a
weak constructionist position about risk, accepting that risk is an objective hazard
that is mediated through social and cultural processes, there is one approach that
takes a strong constructionist position — that concerned with risk and governmen-
tality. From this standpoint there is no such thing as an objective risk; rather risks
are solely a product of discourses, strategies, practices and institutions around
phenomena that turn them into risks (Lupton, 1999). This Foucauldian-inspired
perspective is particularly interested in the way in which risk operates in relation
to the political ethos of advanced liberalism. The latter conceptualizes individuals
as rational agents who should take responsibility to protect themselves from risks
rather than rely on the state to protect them. Rather than assume that individuals
pre-exist as rational consumers, Foucauldians argue that they have to be config-
ured as such through governmental practices. The approach can be illustrated by
Harvey’s (2010) study of commercially produced documents related to direct
consumer genetic testing services for diet-related disease. She focuses on how
genetic susceptibility testing is positioned as a health care resource by these com-
mercial providers. She argues that the documents configure individuals as being
empowered to choose health by using the testing service and that this will facili-
tate their journey towards a healthy selfhood. Configured in this way, users of the
service become ‘good citizens’ of an advanced liberal democracy, increasing their
own vital capital and contributing to the prosperity of all.
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In sum, the social analysis of risk now incorporates a variety of approaches, rang-
ing from Douglas’s grid/group analysis through interpretivist and structural
approaches to Foucauldian analyses of risk and governmentality. While there has
been some debate about the continuing value of risk as a framework for analysis
(Green, 2009), the approaches reviewed here suggest that each of them still has
something to offer in helping us make sense of the meaning and nature of risk as
a dominant feature of late modern society.

See also: Lay Knowledge, Consumerism;, Citizenship and Health
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Jonathan Gabe

Intended as an ideal type, the sick role refers to the set of rights and obligations
surrounding illness that could shape the behaviour of doctors and patients.




The concept of ‘the sick role’ was originally formulated over half a century ago in
the work of American sociologist Talcott Parsons (1951). While Parsons recognized
that health and illness have a biological basis, his account contributed to the early
development of medical sociology by underscoring the sociological implications of
illness and medical practice. For Parsons, ‘the sick role’ was central to this account,
encapsulating in an ‘ideal typical’ or analytical sense those rights and obligations
that surround illness when normal roles are relinquished or suspended. The con-
cept emerged from the ‘moral economy’ (Varul, 2010) of mid-twentieth century
US society, with notions of productivity and medical authority informing Parsons’
schema in ways that belie certain assumptions (for example, in relation to middle-
class values, gendered norms, and ascribed social values). He thus offered a socio-
historical account of the normative expectations surrounding illness, sanctioned by
physicians and defined as unmotivated deviance or the incapacity to perform val-
ued social roles. For Parsons, the sick role had a nominal focus on the behaviour of
a rational, income-generating masculine employee within a gendered division of
labour, where paid work and doctors’ judgements were privileged. Despite much
social change, such values have not been entirely erased, and the sick role concept
retains ongoing relevance for sociologists interested in the social aspects of the
body, health, illness and medicine in late modern capitalist societies (Shilling,
2002; Varul, 2010; Williams, 2005). After describing the main thrust of Parsons’
(1951) formulation, we will refer to more recent writing when critically consider-
ing the enduring relevance of and attention given to this concept.

The sick role concept first appeared in Parsons’ description of “The case of mod-
ern medical practice’ in The Social System (1951). Adopting a functionalist
approach that has antecedents in Durkheimian sociology, Parsons regarded the role
of medical care as meeting certain ‘prerequisites’ that underpin the functioning of
all social systems, especially modern ones. Within this theoretical framework,
‘health’ is crucial for the functioning of the social system, meaning that if the
population’s general health is ‘too low’ and ‘the incidence of illness’ ‘too high’ then
this is ‘dysfunctional’ for society (p. 430). Accordingly, the key social function of
medical practice is to help maintain an ‘optimal’ level of health in society.

While there are two different models of illness in Parsons’ work (Gerhardt,
1989), the more complex and interesting model treats illness as deviance, and
the sick role as a mechanism of social control. Illness constitutes ‘deviance’ in a
dynamic work-oriented society because it disrupts everyday role requirements
and obligations; correspondingly, in order to regulate this, doctors act as gate-
keepers to the sick role. The sick role is important because it allows individuals
temporary exemption from their ordinary role obligations, and provides the
mechanism for returning people to health and therefore to normal role perfor-
mance. Of course, in providing such exemption, the sick role may become an
attractive alternative to everyday pressures, providing a way of ‘evading social
responsibilities’ (Parsons, 1951: 431) and offering ‘secondary gain’. Hence, the
sick role is a ‘contingent’ one so that malingering, or motivated avoidance of role
responsibilities, does not become too easy or ‘dysfunctional’ from a system
viewpoint. In all modern societies, absence from work due to ill health is heavily
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regulated, often requiring medical certification. In short, medical practice is part
of society’s social control apparatus.

Parsons identifies two sets of four, mutually reinforcing, dimensions to the sick
role; four for the performance of the doctor’s role and four for the performance
of the patient’s. Together they constitute the necessary elements for a functional
‘sick role’.

Doctors, like patients, have two obligations and two rights. First, Parsons
(1951) argues that doctors have the obligation to be technically competent and
meet ‘selection criteria’ separate from other elements of the person’s social sta-
tus (p. 434). In other words, the appointment of doctors and their practice
should be based on technical expertise and not on their personal or social back-
ground. Second, the practitioner should be ‘affectively neutral’, tackling the
medical problem in an ‘objective way’. The doctor should thus have the welfare
of the patient at heart and not personal or commercial considerations — ‘the
“profit motive” is supposed to be drastically excluded from the medical world’
(p. 435). Parsons was keen, in this respect, to contrast medicine in the USA with
the world of business (Bury, 1997: 84). Doctors should be ‘collectivity oriented’
and serve the community.

In return for meeting these obligations, two rights flow. First, doctors are treated
by society as professional practitioners, with a degree of independence and self-
regulation. This flows from the exercise of ‘functional specificity’ and ‘universal-
ism’ so that doctors are expected to be expert in specific areas and utilize a body
of knowledge that has universal application. The exercise of these skills allows
doctors to claim a degree of freedom from the organizational and commercial
constraints in which they work. Second, doctors are allowed access to tabooed
areas such as the sick person’s body. This access may involve physical examination
or, more dramatically, surgery (Parsons, 1951: 451-2).

The exercise of this set of obligations and rights on the part of the doctor
provides the basis for the patient entering the sick role. If the patient felt, for
example, that the doctor was technically incompetent, was acting because of
personal feelings, or was crossing boundaries in tabooed areas such as access to
the body, then the sick role would be likely to break down immediately. Indeed,
many recent high-profile controversies and scandals in countries such as the UK
have involved just such elements, indicating the degree to which the sick role
concept is an analytical abstraction that may not describe actual behaviour in the
empirical world.

In the presence of effective and safe medical practice, however, it is anticipated
that patients can enter the sick role with some degree of confidence. For those
entering this role, Parsons identifies two rights and two obligations. The first
right, noted above, is exemption from normal role responsibilities. This has to be
legitimated, often by a doctor in the last analysis, thereby protecting the patient
against the charge of ‘malingering’ (Parsons, 1951: 437). Second, the individual
has the right not to be held responsible for their sickness. These rights are con-
ditional on two obligations. First, the person must demonstrate a motivation to
get well. Second, they must seek technically competent medical help and also



cooperate with the clinician, producing a ‘complementary role structure’. In this
way, the ‘secondary gain’ of the sick role is limited, and the return to health is
maintained as a primary goal.

The sick role concept has been criticized. It raises many questions, especially
concerning its relevance to the wide range of illness states and forms of medical
practice that exist in modern societies. Among other things, Freidson (1970) dis-
cussed how stigmatized illnesses may be treated as illegitimate with implications
for the person’s ability to access the rights and privileges of the sick role — an issue
that resurfaces in more recent writings that engage the politics of stigma in neo-
liberal modernity. Also, empirically, it has long been recognized that not all forms
of illness lead to the adoption of the sick role (Bloor and Horobin, 1975). In many
cases, being ‘legitimately ill’ does not need the sanctioning of a doctor, and much
self-treatment and self-help are employed in dealing with illness. Gallagher (1976)
also identifies various problems. For example, in Parsons’ scheme the sick role is
essentially temporary; it is assumed the role will be occupied for a period leading
to recovery and the resumption of normal roles. Yet, this is often contradicted by
chronic illness, which, by definition, is long term and enduring. Gallagher also chal-
lenges what he takes to be Parsons’ overly ‘medico-centric’ view of illness, the sick
role and medical practice. In particular, Gallagher notes that while Parsons under-
scores the centrality of doctors (especially hospital doctors) in healthcare organiza-
tions, other healthcare workers (including family practitioners) as well as lay
support and family structures are equally important (Gallagher, 1976: 213).
Moreover, Parsons’ claims about the need for an optimal level of health in the
social system were contradicted by the low priority given by the medical profes-
sion to prevention at that time, where ‘training and orientation [were] attuned to
illness rather than toward the maintenance of health’ (Gallagher, 1976: 215). The
growth of primary care and health promotion marks some change in emphasis
today, though — in contrast to Parsons’ functionalist account — there are issues here
concerning the degree to which ‘health’ (incorporating pervasive discourses of
risk) is a politically expedient rationale for neoliberal governmentality and the
(unintended) blaming and shaming of people for their (re)current or future ill
health. Reflecting on the increased significance of chronic illness and the emphasis
given to lifestyle health promotion, Varul (2010) also highlights the problematic
status of the sick role concept in the contemporary era. At the same time, Varul
acknowledges how the concept sheds light on normative expectations and the
moral economy of health and illness.

In arriving at an evaluation of the sick role concept, it could be argued that not all
criticisms can be taken at face value and the concept remains relevant for medical
sociology. For example, despite Gallagher’s (1976) telling points about the sick role’s
temporary character, the situation is often more complex than he allows. In a defence
of his argument, Parsons (1978: 28) pointed out that even in the case of chronic
disorders, such as diabetes, the physician has an obligation ‘to reinforce the patient’s
motivation to minimize the curtailment of his [or her] capacities’ and he recognized
that a ‘fulltime’ occupancy of the sick role does not apply to all forms of illness,
especially chronic illness. Also, while Parsons may be too prone to present the sick
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role as a means of providing an asymmetrical but complementary role structure
(playing down its potential for conflict), when it is placed in his full discussion of
health and medicine it does address issues of abiding concern. As Gerhardt (1979)
notes, these range from the psychodynamic aspects of illness and treatment, to the
structural issues of illness and incapacity, and thus to issues of social control and
power. For Gerhardt, the sick role is part of a ‘structural’ view of illness, locating
individual needs in the wider society, though, of course, how one conceptualizes the
mechanisms and dynamics of society begs further questions, especially in an age of
neoliberal globalization, hyper-commodification, pervasive body work, and ideolo-
gies of individual responsibility. Young (2004), when discussing illness behaviour,
offers comparable thinking, noting there is much outside of the doctor—patient
relationship that matters, including government and world systems.

While Parsons’ (1951) sick role concept has its limitations, twenty-first century
sociology repeatedly returns to this idea (Shilling, 2002; Varul, 2010; Williams,
2005). For instance, Varul (2010) draws from Parsons when discussing the pre-
carious position of the chronically ill in terms of being governed by and consumers
of medicine. Here Varul considers issues of reciprocity and recognition, their con-
sequences within a broader moral economy, and thus — more experientially — the
anxiety of not socially fitting in as a fully contributing (recognized) member of
capitalist society. Highlighting both the negative and positive uptake of Parsons’
(1951) concept, Shilling (2002) discusses how the productivity ethos that is cen-
tral to the sick role concept underpins much health-seeking, except this is now
enjoined with consumerism, a proliferation of body projects, and the search for
pleasure. Correspondingly, rather than Parsons’ (1951) concept being anachronis-
tic, Shilling (2002: 622) explains that it has enduring significance within, and may
be extended to make sense of, the cultural context of health consumption and
‘pro-active, “vigilant” approaches towards the healthy body’ in ‘information rich’
societies. The cultural (middle-class) value placed upon instrumentalism is flagged
in this reading and Parsons (1951) is credited for locating illness, health and
medical practice within the normative context of Western society rather than act-
ing as an ‘apologist for capitalism’ (Shilling, 2002: 624). While Williams (2005:
140) claims Shilling (2002) is perhaps too quick to prioritize the ‘information rich
consumer of health’ over the ‘sick role’, he similarly endorses the Parsonian legacy
for medical sociology and contemporary debates on issues ranging from trust and
emotion to the limits of expertise. It is for reasons such as this that the sick role
concept has continued salience for sociologists interested not only in sickness, but
also in the social dimensions of health, embodiment, and other abiding themes.

See also: /liness and Health-Related Behaviour; Stigma, Practitioner—Client Relationships, Medical
Model

REFERENCES

Bloor, M. and Horobin, G. (1975) ‘Conflict and conflict resolution in doctor—patient relationships’,
in C. Cox and A. Mead (eds), A Sociology of Medical Practice. London: Collier-Macmillan.
Bury, M. (1997) Health and Illness in a Changing Society. London: Routledge.



Freidson, E. (1970) Profession of Medicine: A Study of the Sociology of Applied Knowledge. New York:
Harper & Row.

Gallagher, E. (1976) ‘Lines of reconstruction and extension in the Parsonian sociology of illness’,
Social Science & Medicine, 10: 207-18.

Gerhardt, U. (1979) ‘The Parsonian paradigm and the identity of medical sociology’, The
Sociological Review, 27 (2): 229-51.

Gerhardt, U. (1989) Ideas About Illness: An Intellectual and Political History of Medical Sociology.
Basingstoke: Macmillan.

Parsons, T. (1951) The Social System. London: Routledge and Kegan Paul.

Parsons, T. (1978) Action Theory and the Human Condition. New York: The Free Press.

Shilling, C. (2002) ‘Culture, the sick role and the consumption of health’, British Journal of
Sociology, 53 (4): 621-38.

Varul, M. (2010) ‘Talcott Parsons, the sick role and chronic illness’, Body & Society, 16 (2): 72-94.

Williams, S.J. (2005) ‘Parsons revisited: from the sick role to ... ?’ Health, 9 (2): 123-44.

Young, J.T. (2004) ‘Illness behaviour: a selective review and synthesis’, Sociology of Health & Illness,
26 (1): 1-31.

Mike Bury and Lee F. Monaghan

.......................... P T@l@tﬂﬁﬂ one [f:@ H H@ i
...................................... R@Ham ons h H @S

The practitioner—client relationship encompasses the ways in which health care
workers and lay people interact during health-related consultations and activities.
This relationship can be affected by the context of the consultation, the nature of the
communication that takes place, and broader factors such as policies, protocols,
and the use of technologies.

Health care today is more diverse than ever, and this diversity encompasses not
just the range of personnel who deliver care, but also the settings in which they do
so, the tools they employ, the tasks they accomplish, and the dilemmas they con-
front. There is a long history of addressing these relationships from a sociological
perspective, focusing initially on the doctor—patient encounter in primary care.
The study of doctor—patient relationships has its beginnings with Henderson’s
(1935) description of interactions between physicians and patients as processes of
mutual feedback, where each is constantly affecting the behaviour of the other.
Two decades later, these observations influenced Parsons, who understood medi-
cine as a way of practising social control. Sickness was seen by Parsons as a form
of deviance, albeit unmotivated, and as such it had to be managed at a societal
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level to prevent or minimize the social disruption it could cause. This meant that
interactions between doctors and patients were mediated by normative role
expectations shared by all members of a society: that being sick was an undesir-
able state; that patients would want to get well; and that they would both seek
medical help when appropriate and comply with the resulting recommendations.
For such an interaction to be successful, participants must adopt the appropriate
role expectations of doctor and patient and bring these to the interaction. From
this viewpoint, the relationship operates as a consensus model, in that the uncon-
tested or paternalistic authority of the doctor is seen as unproblematic or legiti-
mate on the basis that s/he will always act in the best interests of the patient.
How these interests are in fact to be established falls outside of the scope of the
model.

Subsequent work by Szasz and Hollender (1956) proposed three distinct
types of doctor—patient relationship: activity—passivity (likened to a parent/
infant relationship); guidance—cooperation (likened to a parent/adolescent rela-
tionship, where authority is still unequally distributed); and mutual participa-
tion (seen as adult to adult). They noted, however, that these relationships were
fluid and could change over time, or were dependent upon the nature of a
specific illness. Szasz and Hollender argued that doctors had traditionally lim-
ited their concern to bodily matters rather than relationships with patients, and
this criticism was echoed in Balint’s (1957) advocacy of a psychodynamically
informed approach to medical consultations that would elicit and address the
patient’s problems as well as diagnose and treat the illness. These two works had
a pervasive influence on the sociological study of doctor—patient relationships
for much of the rest of the twentieth century. The attainment of a mutual and
collaborative approach has come to dominate recent policy, and since the 1960s
doctor—patient relationships have often been found wanting by researchers, and
have become the object of various reform efforts.

One consequence of this is that researchers have often treated doctor-patient
interaction as a site where doctors exercise power over patients, as demonstrated
by the lack of mutuality or collaboration in evidence in consultations analysed
from a variety of perspectives (see, for example, Byrne and Long, 1976; Waitzkin,
1991). At the same time, other sociologists have attempted to explain this failure
to achieve mutuality, with Freidson (1970) detailing the inherent differences doc-
tors and patients bring to the relationship (such as the fact that for the doctor this
may be a ‘typical’ case whereas for the patient it is specific and personal) as an
inevitable source of conflict. Freidson argues that it is the function of the doctor
to apply general knowledge to a particular patient, whereas patients will seek to
retain an acknowledgement of their particularity, and hence an element of control
over their future. This mismatch of perspectives results in conflict which can only
be overcome by the doctor obtaining the patient’s trust.

Despite work suggesting that some conflict within the doctor—patient relationship
is inevitable, the perceived inadequacy of prevailing practice has led to an emphasis
on an alternative model of doctor—patient relationships. This negotiated model
emphasizes both doctor and patient as active, and what is commonly referred to as



‘shared decision making’ is increasingly held up as best practice. However, what
counts as shared decision making is often poorly defined and hence difficult to assess.
On a more fundamental level, its desirability and achievability have also been ques-
tioned, on the basis that the competence gap between doctor and patient exists
necessarily, and as a result some patients will prefer that this competence is used by
the doctor to direct treatment choices.

At the same time, some sociologists have taken a rather different approach to
what is generally identified as the problem of medical dominance. Researchers work-
ing from a conversation analytic viewpoint have demonstrated how an asymmetry
of interaction is not automatically derivable from institutional processes, but is
instead constituted by both doctor and patient (see, for example, Maynard, 1991).
In part, this is a way of handling the interactional difficulties the encounter presents,
since part of what might be read as interactional dominance arises from the fact it is
the patient’s condition that is under review and the doctor who is expected to pro-
pose some solution (ten Have, 1991). As a result, patients actively choose to listen
to doctors and to take advantage of the latter’s greater knowledge and expertise.
From this point of view, such apparent dominance may not always be problematic.

One final perspective on this is provided by Frank et al. (2010) who suggest
we will make little progress in researching how treatment decisions might best
be shared between practitioners and patients until we recognize that this is a
distributed process. In other words, we need to acknowledge that it moves
beyond the doctor—patient dyad and can be affected by multiple other mediators
beyond client participation, including policies, protocols, and the use of tech-
nologies. For example, it is often argued that in a consumerist era patients have
become more autonomous, assisted by resources such as the internet. At the
same time, Bury (1997) suggests there has been an erosion of hierarchical rela-
tionships in late modern cultures, and a corresponding trend in the reduction of
professionals’ power. Such a shift is reflected in the Department of Health’s
‘Expert Patient’ initiative in England, aimed at adults in England living with a
chronic disease and putting the emphasis on user-led self-management pro-
grammes. The advent of organizations such as the UK’s National Institute for
Clinical Excellence, which places limits on the treatments that can be offered for
particular conditions, alongside the introduction of clinical governance, has also
had an impact. Unless we widen our research lens to take this distribution into
account, we can only ever achieve a partial picture, and any recommendations
for practice made as a result will not necessarily be realistic or desirable.

So far, and despite the title of this entry, we have only considered the doctor—
patient relationship. Historically there has been some significant work, particu-
larly in the USA, on other practitioner—client relationships, such as Coser (1963)
on nurses. However, it is only in the past 10 or 15 years that we have seen a sig-
nificant increase in the number of sociological studies that consider settings and
activities beyond the doctor—patient consultation. As well as nursing, these
include: health visiting, physiotherapy, homeopathy, pharmacy, the use of health-
related helplines, etc. (see Pilnick et al., 2010). As Pilnick et al. (2010) note,

whereas doctor—patient consultations in primary care may be fundamentally
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concerned with issues of diagnosis and treatment, other sites of practitioner—client
interaction have very different concerns. For example, visits may be therapeutic
in nature (for example, in physiotherapy), administrative (for example, admitting
a patient to hospital), or related to teaching or training (for example, supervising
a junior surgeon during an operation). This diversity of settings and activities
raises a different set of issues, and we cannot assume models, principles or policies
developed based on doctor-patient interaction in primary care can be trans-
planted wholesale. This problem is illustrated by a range of studies that demon-
strate how ‘blanket’ recommendations for best practice can be problematic in the
face of local contingencies. For example, comparative research by Perakyla et al.
(2007) illustrates how the relevancy of various forms of patient or client partici-
pation has to be judged against the overall goal of the encounter, and how even
within a single setting, practitioners will come across clients with different levels
of knowledge, expertise, and commitment. Such research suggests that in order to
better understand practitioner—client relationships in the twenty-first century, we
need to go beyond the restriction of traditional models rooted in doctor—patient
encounters, and move towards an analysis which recognizes the breadth and
diversity that the term encompasses.

See also: The Sick Role; eHealth; Trust in Medicine; Consumerism
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Quality of life refers to an individual’s sense of social, emotional and physical well-being
which influences the extent to which she or he can achieve personal satisfaction with
their life circumstances.

The term ‘quality of life’ has been used in many contexts. It first came into common
parlance in the USA at the end of the Second World War to refer to the possession
of material goods — for example, a car, telephone, or washing machine — which made
life ‘better’. Following the social movements of the 1960s (for example, civil rights,
second wave feminism, youth counterculture and the New Left), material ‘standard
of living’ was more clearly distinguished from the experience of personal freedom,
autonomy and fulfilment. Hence, quality of life eventually came to signify the
experience of ‘a good life’ in contrast to mere material success. At the same time,
despite increasing economic prosperity, concern that groups in the population con-
tinued to experience poverty and limited opportunities led to the development of
objective social indicators as alternatives to traditional economic measures such as
Gross National Product (GNP) per capita. Statistics on divorce, crime rates, housing
standards and environmental pollution, amongst others, were used as a form of
social monitoring to show changes in quality of life at a societal level and to serve
as a basis for policy interventions.

The increasing concern with quality of life in social research was soon matched
by an interest in quality of life in a health context. By the 1970s, measures of qual-
ity of life began to supplement traditional clinical measures in the evaluation of
health care interventions, particularly in relation to cancer, psychiatry and rheuma-
tology. In this context, focusing on quality of life represented a broadening of the
aims of health care from a traditional emphasis on survival and ‘quantity of life’ to
include the impact of health problems on personal well-being and life satisfaction.
As more people experienced the limitations imposed by chronic illness and dis-
ability, pondered the benefits of technologies which prolonged life in a diminished
condition and struggled with the escalating costs of health care, quality of life
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became an increasingly important measure of the outcomes of health care inter-
ventions (Albrecht and Fitzpatrick, 1994).

Despite its widespread use, quality of life has remained a vague and abstract con-
cept. It has been viewed as the extent to which: basic human needs have been satis-
fied; satisfaction or dissatisfaction has been felt with various aspects of life; and
pleasure and satisfaction are considered to characterize human existence. From a
phenomenological perspective, quality of life is seen as reflecting the gap between the
hopes and expectations an individual holds and his or her present experience. Other
definitions have variously emphasized the capacity of an individual to realize his or
her life plans; the ability of an individual to manage life as he or she evaluates it; or
the ability of an individual to lead a ‘normal’ life. A particularly influential definition
within social gerontology identifies two objective conditions — general health and
functional status, and socio-economic status — and two subjective evaluations — life
satisfaction and self-esteem — as being at the core of quality of life (Bowling, 2005).

Within the health field, interest has focused on health-related quality of life
(HRQL), a term which refers to a loosely related body of work on functional abil-
ity, health status, and subjective well-being. The conceptual framework for this
work derives largely from the World Health Organization’s definition of health
which points to the need to take physical, mental and social well-being into
account in assessing the health of individuals and populations. The concept itself,
however, is not well developed theoretically and debate continues over the speci-
fication of the domains which comprise HRQL. Some present it as characterized
by resilience, health perception, physical function, symptoms and duration of life,
while others employ related concepts like health status, cognitive function, emo-
tional state, social function, role performance and subjective well-being in order to
define and assess HRQL.

Although HRQL has been investigated using qualitative methods, most of the
efforts in this field have focused on the development of quantitative measurement
instruments (Bowling, 2005). While some early measures were designed to be used
by clinicians to obtain ‘objective’ assessments of physical or mental functioning,
more recent measures have been designed to obtain the patient’s subjective assess-
ments and to reflect lay perceptions of the impact of illness on their lives. Generic
instruments — for example, the SF-36, the WHOQOL-BREF and the EQ-5D -
have been designed for use with any population group and to provide a broadly
based assessment. Disease-specific instruments have also been developed to pro-
vide greater sensitivity in measuring aspects of symptoms and functioning relevant
to particular conditions. A concern sometimes expressed about these instruments,
which aim to obtain standard information from all patients, is that they impose on
individuals an external value system which may not reflect their own values. In an
attempt to address this, individualized measures have also been developed, which
ask people to specify for themselves the domains of life that are most affected by
their condition and the degree of disruption they experience. Such measures are
more sensitive to differences between individuals or population groups with
regard to the significance of illness and its effects on day-to-day life, but are also
more difficult to interpret and analyse.



Measures of HRQL can be used in a variety of ways, from screening for and
monitoring psychosocial problems in individual patients, to assessing perceived health
problems in population surveys (Fitzpatrick et al., 1992). They are most commonly
used, however, in clinical trials and evaluation research where they can provide sub-
jective, patient-based assessments for evaluating the effects of health care interven-
tions. In this context, they have been invaluable in drawing attention to outcomes
which may be missed by more traditional clinical measures, in highlighting differ-
ences in assessments between patients and clinicians, and in demonstrating the limita-
tions and deleterious side-effects of medical interventions. For example, in an early
influential study, Croog et al. (1986) carried out a randomized control trial among
625 male patients with moderate hypertension to determine the effects of three com-
monly used drugs which acted in different ways to control blood pressure. Patients
were randomly assigned to one of three groups, and a different drug was given to each
group. After six months, patients in all three groups had similar levels of blood pres-
sure control. However, clear differences were found between the groups in a range of
measures of quality of life, including general well-being, physical symptoms and
sexual dysfunction, cognitive function, work performance, and satisfaction with life.
These findings demonstrated that anti-hypertensive drugs had an effect on wider
aspects of patients’ lives and that these effects could be reliably measured.

Quality of life measures are now routinely used in evaluation research and
clinical trials to assess the outcomes of health care interventions. An interesting
development from this has been the use of HRQL instruments in clinical prac-
tice to follow up patients and assess the quality of service they receive. For
example, since 2009 patients in England having any of four common types of
surgery (hip replacement, knee replacement, hernia repair, and varicose vein
procedures) have been asked to complete a questionnaire on their health status
before their treatment and six months afterwards. The results of these patient-
reported outcome measures (PROMs) can then be used by health service provid-
ers in a number of ways, for example to identify the best performing hospitals
and clinicians or to monitor progress in improvements in care against national
objectives (Cole, 2009).

Measures of quality of life have also been used by doctors as an adjunct to the
clinical interview to improve their management of patients. For example, in a
study designed to evaluate the impact of the routine and repeated use of HRQL
measures in a medical oncology clinic, Velikova et al. (2004) reported that physi-
cians who received feedback from the measures found it useful and explicitly
referred to it in the majority of consultations. Patients in turn showed clinically
meaningful improvements in their quality of life. However, while these findings
were promising, the practice is not yet extensive and evidence of its impact has so
far been limited and inconclusive.

More controversially, quality of life measures are also used by health economists
to provide a single index of the benefits of medical interventions, the quality
adjusted life year (QALY). QALYs are a measure of life extension gained by a
specific medical treatment adjusted by a ‘utility’ weight that reflects the relative
value of the health status attained. For example, a year with the side-effects of
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anti-hypertensive treatment has been judged to be equivalent to 0.98 of a year
with full health. Calculations of costs per QALY gained can then be made for dif-
ferent health care interventions. Perhaps not surprisingly, there has been much
scepticism about the meaningfulness of QALYs and great unease about using them
in making complex choices in resource allocation (Nord et al., 2009). Despite
these criticisms, measures of quality of life are now a standard element in the deci-
sions made by the UK’s National Institute for Health and Clinical Excellence
(NICE) about priorities for the public funding of health care interventions.

In an effort to develop a theoretical foundation for HRQL research, Wilson and
Cleary (1995) have outlined a model which attempts to link traditional clinical
measures with measures of health-related quality of life and measures of quality
of life defined in broader terms. The model proposes causal linkages between five
types of health care outcome, which move from the cell to the individual to the
interaction of the individual as a member of society. At each subsequent level,
concepts are increasingly integrated and increasingly difficult to define and mea-
sure, and the factors influencing them are increasingly complex and outside the
control of the health care system.

According to Wilson and Cleary’s model, biological and physiological measures
assess the function of cells and organs and are usually undertaken by clinicians.
Symptom reports shift the focus to the individual and depend on subjective assess-
ments. Measures of functional status assess the individual’s ability to perform par-
ticular tasks and are influenced by symptom experience and other factors in the
individual (for example, personality, motivation) and the social environment (for
example, income, housing, social support). General health perceptions are the global
perceptions that individuals hold about their health and take account of the
weights or values that they attach to various symptoms or functional impairments.
Finally, overall quality of life is a measure of life satisfaction that represents a syn-
thesis of a wide range of experiences and feelings that people have, including
health-related quality of life, but also other salient life circumstances such as eco-
nomic, political and spiritual factors.

This model highlights the complex factors that influence quality of life and
which may at times produce what appear to be counter-intuitive or paradoxical
assessments. For example, in a study of individuals with moderate to severe dis-
abilities, Albrecht and Devlieger (1999) found that more than half reported a good
to excellent quality of life despite experiencing severe difficulties performing daily
tasks, being socially isolated, and having limited incomes and benefits. Such findings
point to how the range of social and psychological processes involved in accom-
modating to illness or disability can produce changes in the internal standards for
appraising current health status, or a redefinition of the notions of what constitutes
a good quality of life, which may in turn influence perceptions of quality of life that
are independent of an ‘objective’ health status or functional ability. Albrecht and
Devlieger describe this process in terms of a balance theory, where the experience
of well-being and life satisfaction derives from the individual’s ability to reconsti-
tute a balance between body, mind and spirit and build a harmonious relationship
with their social environment. The use of HRQL measures in longitudinal research



has increased interest in the cognitive mechanisms underlying this process, known
as ‘response shift’ (Barclay-Goddard et al., 2009). Response shift reflects the
dynamic nature of quality of life and may be regarded as either a confounding fac-
tor in assessing the outcomes of an intervention or, when medicine has little to offer,
as the aim of clinical care itself (as in palliative care).

In summary, health-related quality of life represents an attempt to treat health
as multi-dimensional, social and subjective in ways that sociologists have long
advocated. Because much of its development has been in the context of applied
policy considerations, theoretical and conceptual developments have been
neglected. The emphasis has also been on quantitative assessment which misses
out the rich descriptions of patients’ experiences provided by more qualitative
approaches. Nevertheless, factoring in quality of life in assessing the outcomes of
medical care has served to draw attention to the broader impact of illness and
health care on patients’ daily lives and to provide a framework for incorporating a
wider range of social and psychological factors in considerations of health and
health care.

See also: Chronic lliness; Disability; Evaluation
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Awareness contexts most commonly refer to those social processes surrounding
death and dying or, more specifically, who knows what in relation to a person who is
approaching death. The concept refers to the information, knowledge and cognition
embodied within shifting types of awareness and the complex interplay of emotions.

In the human world, death and dying are not simply natural or biological events.
Death and dying, as with bereavement, are social processes imbued with mean-
ings and emotions. Knowledge of these multi-dimensional processes is furthered
through disciplines such as history, psychology, sociology, and anthropology
(Walter, 2008). For example, historical work on death in Europe has proven
influential across disciplines (Aries, 1974, 1983). Anthropologists also document
death rituals in traditional societies, while sociologists further our understanding
of death as a social process in ‘late modern’ societies. In such societies dying is
typically protracted given various factors, such as higher levels of mortality from
chronic diseases, increasingly sophisticated biomedical technologies that allow
medical staff to intervene in death, and shifting definitions of when a person is
medically and legally categorized as dead. This picture, in turn, raises various
issues such as awareness of death and dying and people’s emergent experiences
during social interaction.

Walter (2008) explains that the sociology of death has antecedents in
Durkheim’s classic writings on aboriginal religious rites and symbolism. However,
it is interactionist sociology from the 1960s that is perhaps more widely recog-
nized, discussed and engaged with by medical sociologists interested in death and
dying (e.g. Timmermans, 1994; Mamo, 1999). Within this literature, the best
known sociological concept is ‘awareness contexts’. This idea forms part of a fam-
ily of concepts that sensitize us to the social processes surrounding death and dying
(for example, dying trajectories, sentimental order and social loss). However, other
classic and contemporary writings should also be acknowledged. For example, Elias
(1985) considers the loneliness of dying in modernity with reference to historical
‘civilizing processes’, while Lawton’s (2000) ethnography explores, among other
things, the concept of ‘dirty dying’ and the sequestration of certain categories of
dying patient in a contemporary UK hospice.

Turning to classic interactionist sociology, Glaser and Strauss (1965) developed
the concept of ‘awareness contexts’ when undertaking qualitative research among
dying patients, their families and medical staff in hospitals in San Francisco.
Formulated at a time when doctors largely withheld information of impending
death from patients, awareness context theory is grounded in data and incorpo-
rates different people’s perspectives, or who knows what, in relation to a dying
patient. Considered as ‘one of the bedrock examples of the grounded theory
approach’ (Timmermans, 1994: 323), the idea of awareness contexts has stood



the test of time, though it has been modified in recent years. This has happened
amidst structural change and a greater sensitivity to how the often devastating
news of an impending death is managed in the emotionally laden context of a
terminal illness.

Glaser and Strauss’s (1965) theory ‘focuses on knowledge and the management
of knowledge in social interactions in the context of dying’ (Mamo, 1999: 14).
Glaser and Strauss (1965) state that it is possible to identify up to 36 types of
awareness context though they focus on four dominant situations: closed, open,
suspect, and mutual pretence awareness.

Closed awareness denotes a situation where dying patients do not know about
their impending death, even though everybody else does. This situation is con-
trasted with open awareness — which is more usual today, as exemplified in the
hospice setting — where patients are informed by medical staff that their death
is imminent. The two other dominant types of awareness context explored by
Glaser and Strauss, which fall in between closed and open awareness, are suspi-
cion awareness and mutual pretence awareness. With the former, patients sus-
pect that other people know they are dying and they attempt to confirm or
invalidate that suspicion. The other context occurs when each interactant
defines a patient as dying but each also pretends that the other has not done so.
Attuned to open-ended social processes, this theoretical formulation is anything
but static. Rather, Glaser and Strauss state that types of awareness context are
contingent and one type of context can, and often does, develop into another
type as people interact and continually (re)define their respective situations.
Correspondingly, Glaser and Strauss explore various facets of awareness and
associated interactional work undertaken in each situation, such as people’s
tactics and counter-tactics, how changes in the awareness context are engi-
neered by different parties, and the consequences of these dynamics for hospital
staff, patients and relatives. In that respect, they propose that their study not
only has theoretical relevance but also practical value by illuminating the social-
psychological dimensions of terminal care.

In recent years the theory of awareness contexts has been revisited, extended
and critiqued (Timmermans, 1994; Mamo, 1999). Timmermans’ and Mamo’s
work, outlined below, connects the authors’ own private troubles to the public
issue of death and dying. Mamo (1999) also critiques Timmermans (1994) with a
more sustained focus on the sociology of emotions.

Timmermans (1994) offers an introspective ethnographic account, based on
his ‘intense, personal experience’ (p. 323) of his mother’s stroke and subsequent
death in a Belgian hospital. He had recently initiated a study of terminally ill
patients and medical staff, but his personal experience transformed how he came
to understand death and dying. Using grounded theory, he seeks to offer an
account that fits the empirical data and is attentive to some of Glaser and
Strauss’s (1965) omissions. Timmermans (1994) maintains that the impact of
emotions on types of awareness was omitted from the original theorization and
that this should be redressed at a time when it is standard medical practice in
the USA and Western Europe to inform terminally ill patients that death is
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imminent. Unlike Glaser and Strauss (1965), Timmermans (1994) underscores
this point by prioritizing the patient’s and family members’ definition of the
situation rather than focusing on the transfer of information from the medical
staff to patients. He sees this as necessary at a time when ‘more information does
not necessarily result in open awareness’ and, in challenging the original theory
of awareness contexts, ‘there seems to be something else necessary, apart from an
increase in information, to create open awareness’ (p. 325).

This ‘something else’ refers to how patients and relatives emotionally cope with
terminal information. On this basis, Timmermans differentiates between three
types of open awareness: (1) suspended open awareness, (2) uncertain open aware-
ness, and (3) active open awareness. The first refers to how ‘the patient or kin
ignores or disbelieves the message communicated by the physician’, the second
denotes how family and patients dismiss ‘the bad parts’ of the prognosis but hope
‘for the best outcome’, while in the third context the interactants ‘accept the
impending death and prepare for it’ (1994: 322).

As with Glaser and Strauss (1965), Timmermans (1994) agrees that awareness
contexts are dynamic: people could shift between types of open awareness, ranging
from death being seen as a taboo subject to an active preparation for death.
Furthermore, Timmermans stresses that the disclosure of a terminal illness consti-
tutes an emotional crisis; hence, it is necessary to modify what is meant by ‘know-
ing’ with reference to how patients and families cope with the changed situation
brought about by news of a terminal illness. He adds that ‘the most important
implication of this modified theory of awareness contexts is that there is not one
optimal or appropriate emotional response to a terminal diagnosis’ (p. 335).
Timmermans concludes that theory construction is open-ended and as such he
invites others to contribute their experiences.

This invitation is taken up by Mamo (1999). She similarly revisits Glaser and
Strauss (1965) using introspective ethnography; specifically, her experience of
her mother-in-law’s protracted death over a five-month period in the USA.
Although Mamo (1999) describes Glaser and Strauss’s work as ground-breaking,
and emotions are acknowledged in their writing (for example, ‘the sentimental
order’ of the ward), she critiques their implicit emphasis on physical and intel-
lectual work, rather than on emotion work in a social context. Mamo adds that
while Timmermans (1994) states that his ‘revision reclaims the emotional
power of terminal illness from the viewpoint of patients and relatives’ (p. 322),
he does not go far enough. Mamo (1999) contends that greater significance
should be given to emotions, emotion management and the confluence of emo-
tions and awareness in the context of dying. This argument is also extended
to biomedicine which is similarly seen to be lacking in its consideration of
emotions.

Critically reflecting on how rationalized knowledge is prioritized within modern
biomedicine (for example, via technological applications and ‘scientific’ criteria),
Mamo (1999: 14) asserts that ‘the subjective and emotional’ dimensions of death
and dying are largely rendered ‘invisible’. Mamo is not ‘against’ medicine per se.
Rather, she proposes that her expanded ‘approach will transcend the artificial



dualisms of biomedicine, and enable the construction of a theory where emotions,
suffering, hope, and uncertainty co-mingle with the “rational work” of biomedi-
cine’ (p. 14). In short, she seeks to incorporate the messy lived realities and rela-
tional experiences of death and dying, drawing on her experiences and the
sociology of emotions to facilitate rich description and analysis. In furthering her
work she uses the classic interactional studies of Goffman on self-presentation, and
Hochschild on ‘emotion work and feeling rules’, where social actors ‘evoke, manip-
ulate, or customise particular emotions’ according to what is deemed ‘appropriate’
in particular settings (Mamo, 1999: 19).

For Mamo (1999: 19), emotions are an ‘embodied experience — occurring as
an unconscious surge as well as conscious ‘work’”. Accordingly, she connects her
‘cognitive processes’ with her ‘inside’ experiences of coping emotionally with a
loved one’s terminal illness. In so doing, she modifies existing theory so that
medical sociologists as well as clinicians could fully recognize that ‘emotions
and cognitions are intertwined’ (p. 21). Here Mamo maintains that emotional
surges and associated work (for example, holding back tears when seeking to
maintain closed awareness) ‘interacted with information and awareness in such
a way that transformed the shape of awareness’ (p. 21). She explains that ‘pure
cognitive processing’ of information was unstable in the situation she experi-
enced, instead shifting to incorporate, either simultaneously or separately, ‘emo-
tional management’ amidst ‘surges of emotions of devastation, loss, disbelief and
numbness among others’ (p. 22). She adds: ‘The lived experience was not
defined by information, it was defined by competing and interacting processes
of emotion and cognition’ (p. 22). She also asks several questions ignored by
existing theories. These questions relate to how multiple social actors experi-
ence myriad emotions between themselves and within themselves over time.
She states that the idea of a ‘common awareness context’ does not capture such
complexity and that ‘emotions are often beyond “voice” or words and cannot be
easily explained’ (p. 23).

In summary, Mamo (1999) proposes a modification rather than a rejection of
awareness context theory. She identifies strengths in Timmermans’ (1994)
research, notably, his reference to emotional crisis. Building on this, she under-
scores the degree to which medical knowledge and information cannot be sepa-
rated from their embodied, emotional, and thus shifting, social contexts. Her main
conclusion is that the sociology of emotions should be combined with the sociol-
ogy of health and illness. This would allow ‘new’ understandings to emerge, which
could more adequately connect people, bodies and society.

Finally, recent sociological discussions on death and dying continue to extend
our critical knowledge. Walter (2012) offers a noteworthy contribution that chal-
lenges existing research and theory. He does not explicitly engage in debates on
awareness contexts (as outlined above) but he does link ‘the death awareness
movement’ to professional power. The exercise of power, we are informed, renders
this movement something of a ‘mixed blessing’, as ‘the compassionate palliative
care doctor gazes not only into my body but also into my very soul’ (p. 128).
Walter makes this point within a larger discussion on how sociological research on
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contemporary death practices obscures international differences as globalization
interacts with localized conditions (glocalization). Unfortunately, existing studies
are typically confined to the nation state so that the differences between countries
tend to be ignored or remain under-theorized. Despite similar social structural
conditions (for example, urbanization, rationalization, the dominance of profes-
sions and levels of technology), the management of death varies within the
Western world. Such differences, according to Walter, are explicable in terms of
cultural, historical and organizational factors. Hence, the challenge facing medical
sociology is to explore these complicating factors, with the nation understood as
an important variable in addition to ‘more conventional’ concerns such as class,
gender and ethnicity.

See also: Embodiment; Emotions; lliness Narratives; Emotional Labour
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The medical model refers to the conception of disease established in the late
nineteenth and early twentieth centuries, based on an anatomo-pathological view
of the individual body.

The concept of the medical model is frequently used by sociologists and others as
a shorthand way of describing the dominant approach to disease in Western
medicine. In the nineteenth century, this approach, based on a pathological
anatomy of the body, broke away from earlier conceptions to establish the idea
of specific diseases with specific causes. Earlier, disease in Western societies had
been largely based on humoral theories and on exhaustive descriptions of symptoms.
Thomas Sydenham, the seventeenth-century English physician, for example,
would have no truck with dissection and the emerging field of anatomy, declaring:
‘as for anatomy, my butcher can dissect a joint full and well; now young man, all
that is stuff; you must go to the bedside, it is there alone you can learn disease’
(cited by Porter, 1997: 229). Scepticism about scientific and laboratory-based
medicine was common in the early modern period and in some contexts persists
to this day.

However, by the mid-nineteenth century various alternative models of disease,
including those based on observation and ‘bedside medicine’ (Jewson, 1976), were
made to give way to a view that located disease in specific organs. Indeed, in 1800,
Bichat had argued that the pathological processes giving rise to disease might not
even be located in an organ, but in a specific tissue. By the 1880s bacteriology had
begun to show that specific micro-organisms were responsible for specific diseases;
for example, the tubercle bacillus for tuberculosis and the vibrio cholerae for chol-
era. Predictably, these findings were resisted by many physicians who were wedded
to the idea that disease clearly involved the whole person and must be systemic in
origin and character.

By contrast, the new model of disease contained three dimensions: (1) that a
specific aetiology could be found underlying specific diseases; (2) that diseases
caused lesions in the body which altered its anatomy and physiology; and (3) that
these two processes, in turn, gave rise to symptoms. Though successes in applying
this new approach were not immediate, by the end of the nineteenth century the
antitoxin for diphtheria was showing dramatic results and the adoption of antisep-
sis was beginning to make hospital care and especially surgery safer. The develop-
ment of antibiotics, especially following the identification by Fleming of penicillin
in 1928, and its final introduction in 1941 (Porter, 1997: 457), showed that the
medical model of disease could produce lasting and beneficial results.

The impact of the new medical model on the doctor—patient relationship was
equally profound. As the conception of disease focused on processes inside the
body, the task of the doctor was to elicit information about the signs and symptoms
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of the disease and then locate these in the new nosology. Thus, the ability to diag-
nose became highly prized and was based on test results and judgements about
deviations from ‘the normal’, rather than on observations of departures from the
patient’s ‘natural state’ (Lawrence, 1994: 45). From the patient’s viewpoint, the task
now was to pay attention to signs and symptoms and present them to the doctor at
the appropriate time. As disease was seen to reside in the individual body, it could
best be diagnosed and treated in a one-to-one situation by the clinician. Doctors
were increasingly oriented towards individual ‘presentation’, rather than tackling
the complexities and heterogeneity of the patient’s familial, social or moral worlds.
The medical model can be seen, therefore, as reinforcing individualism as a dimen-
sion of modern experience.

The growing allegiance of doctors to the medical model in the late nineteenth
and especially early twentieth centuries is also partly explained by the association
of the new approach to disease with social and sometimes political reform. Even
in the early nineteenth century, as novels such as George Eliot's Middlemarch
made clear, the reforming medical man, increasingly under the influence of the
medical model, was part of the changing fabric of (in this case) English society. The
medical model did not simply develop in a particular historical context: it was an
important constitutive part of society’s changing character. The progress in medi-
cine was but one of a range of practices linked to changing cultural and social
structures.

Lawrence (1994) argues that, by 1920, the idea of disease as individual pathol-
ogy had become almost entirely dominant, pushing other theories and approaches
aside. This underpinned and legitimated the development of a ‘bounded’ medical
profession which increasingly exercised jurisdiction over medical matters
(Lawrence, 1994: 77). State regulation of medicine and a ceding of quasi-judicial
powers to the profession, for example, its ability to register or de-register (‘strike
off”) practitioners, gave it enormous powers of autonomy and control. Senior hos-
pital doctors, in particular, and those organized in the various Royal Colleges had,
and arguably still have, particular access to these levers of power.

Not surprisingly, therefore, the development of the medical model has not
always been met with unqualified acceptance, even by those doctors sympathetic
to a scientific medicine. There are some within the profession, especially those in
specialties such as public health and psychiatry, and in general practice, who have
argued against the complete subsuming of medical practice under the aegis of the
medical model.

The 1960s and 1970s saw a number of critiques emerge from within medicine.
Thomas Szasz, a medically trained psychoanalyst, and R.D. Laing, an ex-army
psychiatrist, among many others, issued broad critiques of the application of the
medical model to mental illness. In addition, the 1970s saw strong reactions by
leading epidemiologists in public health to what they perceived as the over-
reliance on (unevaluated) curative medicine by the public, and too great an influ-
ence on the part of the medical establishment. McKeown (1976), for example,
examined the historical role of medicine and showed that for many if not all infec-
tions, mortality had fallen substantially before the medical model had uncovered
their causes or, indeed, fashioned any preventative or curative responses. McKeown



demonstrated that public health measures and better living standards were respon-
sible for improvements in health in the nineteenth and twentieth centuries. Part of
the problem with the ‘mechanistic’ medical model’s focus on ‘engineering’ inter-
ventions at the individual level was that the broader determinants of health were
overlooked.

In medical sociology, early theorizing about health and medicine regarded
medicine as socially functional. Parsons (1951) held medicine and the medical
model of disease to be rational, counteracting the ‘needs dispositions’ of the ill. By
addressing the individual’s problems in medical terms, the tendency towards devi-
ance, represented by illness states, could be safely channelled, pending the return
of the individual to their former roles.

However, by the 1970s, medical sociologists were also becoming highly critical
of the medical model and its application by the medical profession. Freidson
(1970), in particular, set out a full-blown critique of the profession and, quite
unlike Parsons, sought to challenge the apparent objectivity of the medical model.
The belief in illness as an objective entity, Freidson argued, stemmed from the
perception of ‘viruses and molecules . . . [as a] physical reality independent of time,
space and changing moral evaluation’ (1970: 208). But, Freidson insisted, ‘biologi-
cal deviance or disease is defined socially and is surrounded by social acts that
condition it’ (p. 209). The failure of medicine to recognize this situation meant
that far from acting as a socially functional institution, it left the patient in a pas-
sive position, with lay constructions given little or no credence. The ‘clash of per-
spectives’ between the patient’s world and that of the doctor led to an underlying
conflict: ‘Given the viewpoints of the two worlds, lay and professional, in interac-
tion, they can never be wholly synonymous’ (p. 321).

As can be seen from the above, Freidson’s argument rested on a distinction
between illness (the experience of the patient) and disease (the conception of the
doctor). While the application of the medical model of biological disease could
vary depending on the cultural context, Freidson was more concerned to contrast
the different perspectives of patients and doctors than follow through a detailed
critique of the ‘social construction’ of disease.

It has perhaps been Foucault’s critique of the medical model that has taken this
question much further. In a number of writings on ‘bio-power’, Foucault set out
what he took to be the social significance of the pathological anatomy view of
disease. In his book, The Birth of the Clinic, Foucault (1976) centres his argument
on Bichat and his dictum to ‘open up a few corpses’. The significance of this move
was, as noted earlier, to locate disease in what Foucault terms the ‘volumes and
spaces’ of the body. This individuating and internalizing of disease, for Foucault,
was the hallmark of the ‘new’ medical model. The growing dominance of this
model, together with the associated growth in power and influence of the medical
profession, demonstrated for him the intimate relationship between knowledge
and power.

Like Freidson, medicine’s monopoly over disease and illness, for Foucault,
stemmed from the power to name and locate disease in the individual. Bringing
the individual under ‘the gaze’ of medical perception was part of a growing ten-
dency by modernity to rely on the ‘discursive practices’ of experts in effecting
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social order. These practices divided populations according to their ‘disciplinary’
codes. In fact, in Foucault’s work the term ‘discipline’ had a double meaning: the
‘discipline’ of medicine at one and the same time located the individual in a scien-
tific schema, and, on the other, added to the tendency to create ‘docile bodies’ by
regulating them in specific ways. The growth of medicine, psychology and the
human sciences in general, no less than the growth of the clinic and hospital (like
the school and the prison), was the institutional expression of ‘disciplinary power’
shaping and reshaping modern life.

The point of Foucault’s critique was that the enormous growth in the power
of medicine and the medical conception of disease was neither inevitable nor
irreversible. He stated: ‘this order of the solid, visible body is only one way — in
all likelihood neither the first, nor the most fundamental — in which one spa-
cialises disease’ (Foucault, 1976: 3). The message is clear: things could have been
otherwise, and therefore can be otherwise in the future. The apparent objectivity
of the body and the permanence of the medical model are open to question and
change.

These critical views of the medical model have done much to challenge the
power of the medical profession and to fuel some of the challenges to ‘medical
dominance’ now found in public as well as academic circles. However, despite the
persuasiveness of these critiques, there are limitations which suggest that the
medical model is more complex than envisaged. Two must suffice here.

First, the idea that the medical model is neither the first nor likely the last way
of conceptualizing disease may be literally true, but paradoxically it understates
the transformations that the medical model and other features of modernity have
created. While alternative ways of conceptualizing disease and illness may emerge
(health promotion, public health and the myriad of ‘alternative practices’ have all
grown in recent years), the medical model shows little sign of disappearing.
Developments in pharmacology, genetics and the neurosciences suggest that the
power of medical knowledge and of the profession has grown in scope and reach,
however problematic this sometimes appears. Indeed, recent work by sociologists
on the ‘new genetics’ (Atkinson et al., 2009), and on normality and pathology in
modern biomedicine (Rose, 2009), pays testament to the continuing development
of scientific and medical thought, as well as their continuing cultural significance.

Second, the changing pattern of disease in Western countries, and especially the
decline in infections, has meant that many areas of medical practice have moved
away from a complete reliance on a narrow, ‘mechanistic’ view of the body or of
illness, if indeed they ever accepted it fully. Many of those working with the
chronically ill, for example, are as concerned with the physical, social and psycho-
logical functioning of the individual and with the pattern of informal care as they
are with diagnosis or medical treatments. While a condition such as dementia is
the focus for large-scale investments in laboratory research, medical practitioners
continue to be concerned with the observable effects of the condition for indi-
viduals and their families. From this viewpoint, the medical model may never have
been quite as fundamental to the everyday practice of medicine as Foucault and
others believed.



Such caveats concerning the medical model suggest that its role is at one and the
same time more powerful and more limited than critics have recognized. These
complexities need to be addressed in future work on the medical model.

See also: Practitioner—Client Relationships; Social Constructionism; Geneticization
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Mike Bury

- ooclal Constructionism -

The basic premise of social constructionism is that reality is a product of definitional
practices and the task of sociology is to explain the social processes involved in the
production of knowledge pertaining to, or which constitutes, this reality.

In their book The Social Construction of Reality (1967), Berger and Luckmann
attempt to bring together the two key strands of classical sociology: the first, which
emphasizes the objective structures of society and their influence in shaping
human action (constraining individual action), and the second, which emphasizes
the role of human agency in constructing the social world through (inter)subjec-
tive meanings. Berger and Luckmann are concerned with everyday knowledge, as
distinct from expert knowledge; that is, the social stock of knowledge that consti-
tutes the background cultural assumptions orientating our everyday social actions.
This knowledge becomes coextensive with, although not reducible to, what is
knowable, in the sense of how social actors come to perceive a fit between their
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subjective reality and what they know to be the objective world. This is why the
world appears to societal members as an objective reality. Berger and Luckmann
‘define “reality” as a quality appertaining to phenomena that we recognize as hav-
ing a being independent of our own volition (we cannot “wish them away”)’
(1967: 1). Since sociology cannot decide in any unequivocal way the ontological
status of what people believe to be real, relativity is intrinsic to the sociological
enterprise. In medical sociology these ideas are taken up by Freidson (1970) when
discussing the social construction of illness. The question for Freidson is not about
whether illness has an independent reality as a disease entity existing in nature, but
concerning the social conventions established in particular spheres of relevance in
which illness acquires meaning.

There is nothing problematic for sociologists in the proposition that knowl-
edge is socially constructed. However, in the context of a postmodernist current
in social theory, which rejects the synthesis of structure/agency discussed above,
constructionism has become mired in a theoretical division between relativism
and realism. This is because postmodernist theories conflate questions concern-
ing ontology (what exists as external realities in the social and natural worlds)
and epistemology (what we can know about these realities). This stance is known
as radical constructionism: it rejects the notion that the foundation of knowledge
is based on an external reality and denies that there is any rational basis for
deciding between alternative conceptualizations of reality. However, just as there
are a variety of constructionist views of knowledge, there are a variety of realist
positions. As we will see below, different versions of social constructionism are
compatible with different realist epistemologies. The following does not offer a
survey of the variety of constructionist approaches, which is beyond the limits of
what can be achieved here; instead it focuses on one current of constructionist
thought as applied to medical knowledge — namely, the sociology of scientific
knowledge (SSK).

Sociology seeks explanations for scientific knowledge by exploring science as an
institution. In paying attention to the social organization of knowledge, sociologists
focus on the social structures that impinge upon the production of knowledge.
Such accounts can be both structuralist and constructionist. In the former, the
focus of analysis is on the broader structures of power that influence scientific
knowledge and its applications. A structuralist approach also addresses the struc-
tural reproduction and transformations that knowledge brings about. For example,
new knowledge can reproduce or alter cultural norms, institutional structures and
the structure of political discourse in terms of how social problems are understood.
In the case of a constructionist approach to knowledge, the focus is on the ‘doing’
of science. Constructionism emphasizes the culturally constructed character of
knowledge and how this is influenced by local contingencies such as professional
turf wars, dominant cognitive frameworks, professional credibility strategies, and
the alignment of vested interests.

There are tensions, however, between structuralist and constructionist approaches
to knowledge. The starting point for SSK lies in its fundamental challenge to the
classical view of scientific knowledge, which is based on a realist philosophy of
science known as positivism. Positivists make the strong ontological claim that



scientific knowledge is determined by the distinct properties of its objects of study
in the natural world. In structuralist accounts, this classical view of scientific
knowledge is often assumed or left unquestioned and the point is to show how
representations of reality are distorted in line with particular ideological interests
reflecting the way power is played out according to pervasive social structures.
Conversely, SSK takes a relativist, constructionist approach to the study of science.
In highlighting the relative character of scientific knowledge, it reveals the social
processes that are involved in the production of knowledge. In other words, the
constructionist approach engages with the content of scientific knowledge as an
empirical object of sociological investigation rather than taking social structures
based on established interests and power as its analytical starting point. Whereas
structuralists take a stance on the validity of knowledge claims, largely in relation
to the predetermined structures that shape knowledge and the social implications
of knowledge, constructionists are agnostic on this point. This agnosticism stems
from the principle of ‘methodological relativism’, which is adopted as a strategy of
objectivity in SSK. The basic theoretical precept guiding this approach is that since
scientific knowledge is socially produced then it should be studied empirically like
all other forms of knowledge. In short, it should be studied as sets of beliefs and
conventions that are bound up with the context of knowledge production itself
(Bloor, 1970). However, for those who can see common ground between structur-
alist and constructionist positions, in following Bury (1986), the agnostic stance
taken by SSK towards the truth or falsity of knowledge claims limits construction-
ism as a form of sociological critique.

Empirical studies in SSK focus on scientific controversies and argue that such
disputes reveal the social processes that are at play in determining a scientific
consensus about the validity of competing claims. Nicolson and McLaughlin
(1988) provide such an account in their case study of a medico-scientific dispute
between vascular and immunological theories about the pathogenesis of multiple
sclerosis (MS). In following the principle of methodological relativism, the
authors give equal explanatory weight to the rival theories in the dispute. They
show how experts put their own competing constructions on the reality of MS
depending on their different professional traditions. Their study demonstrates
how new knowledge is filtered through existing beliefs and theories, which
affords experts a considerable degree of flexibility in interpreting the same body
of evidence to support their rival propositions. As Nicolson and McLaughlin
(1988: 235) put it: ‘we understand the unknown in the light of what we already
know — which, of course, in turn has its roots in training and in prior socialisation’.
They argue that the immunological account of MS continues to hold sway over
its rival because there is a stronger cognitive fit between this model and the
clinical expertise involved in the management of the disease. Furthermore, the
mode of treatment suggested by this model is in keeping with conventional drug
treatment, which can more readily be accommodated within existing clinical
practice than the alternative therapy developed on the basis of vascular theory.
They argue that enrolling support for an unorthodox therapeutic approach
depends on the relative power of its supporters, irrespective of the evidence. In this
weaker version of constructionism we can see common ground with a structuralist
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approach when the local contingencies associated with knowledge production are
further contextualized in relation to the broader political, cultural and economic
structures in society.

The main debate about constructionism centres on its relativist claims about
knowledge. For example, the implication of a constructionist approach for medical
knowledge is that it has no objective basis in the properties of the ‘things’ that
medical practitioners claim to know about. Logically, this argument also applies to
sociological knowledge. Hence, for Bury (1986, 1987) and Williams (2001), the
same propositions that constructionists apply to scientific knowledge may be used
to undermine the very basis on which sociology engages with medical knowledge.
To be sure, the naive constructivist epistemology associated with postmodernist
theories seems absurd to medical sociologists who wish, for example, to engage
with medicine on the basis of the relevance of social structures and power relations
as independent realities that impact on health and can be changed by human
actions. A weaker version of constructionism, which is core to much sociological
thinking, accepts epistemological relativism (rejecting the naive realism of positiv-
ism) while also accepting ontological realism (rejecting naive constructionism). In
responding to Bury’s (1986) critique of constructionism as applied to medical
knowledge, Nicolson and McLaughlin (1987) insist that constructionist theory is
realist in the ontological sense that it neither denies the physical reality of disease
nor treats the objects of medico-scientific knowledge as mere artefacts. In charac-
terizing the SSK version of constructionism as ‘constructionist realism’, Nicolson
and McLaughlin (1988: 251) argue that ‘knowledge may be regarded not as a
unique representation or mirror of external reality, but as an instrument by which
we may operate with that reality’. For these authors, the explanatory power of
constructionism demonstrates that the contrasting perspectives and evaluations of
medical knowledge are underdetermined by the properties of an external physical
reality, while overdetermined by social processes.

In its different theoretical variants, sociology correctly emphasizes how knowl-
edge about biology is socially constructed. However, for some sociologists (Williams,
2001; Shilling, 2005), constructionism has gone too far towards social determinism
in countering biological determinism. This renders sociology blind to the external
forces of nature that act dialectically with the making of human reality, both in
terms of the limits and possibilities as well as the impact of human action. This
critique is targeted at stronger forms of social constructionism influenced by the
work of Michel Foucault and, in particular, postmodernist theories in which both
the body and disease are treated wholly as discursive entities. Indeed, most soci-
ologists recognize that ontological relativism is an unfeasible proposition for the
enterprise of sociology. While constructionism has many meanings and the
approaches associated with it are equally divergent, the concept continues to be
debated. On the one hand, constructionism is accused of undermining sociological
realism by placing too strong an emphasis on interpretative practices or local social
contingencies, while underplaying the role that pervasive social structures play in
the formation of knowledge and the accomplishment of reality. On the other hand,
it is accused of challenging natural realism by embracing a relativist epistemology



that cuts the ground from under science itself. Moreover, a relativist epistemology,
when applied to constructionism itself, undermines it as a form of sociological
critique. While these debates continue, most sociologists seek some common
ground between constructionist and structuralist approaches, and theoretical
choice is more likely to be determined by the focus of analysis and the degree of
contextualization demanded of any explanatory approach.

See also: Medicalization;, Medical Model; Geneticization; Surveillance and Health Promotion
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Orla McDonnell

Lay knowledge refers to the ideas and perspectives employed by social actors to
interpret their experiences of health and illness in everyday life.

The concept of lay knowledge within medical sociology is a recent development
of the idea of lay beliefs. The study of people’s beliefs about illness, health and
medical care initially provided a way of understanding different forms of ‘illness
behaviour’ and ‘lay referral’, particularly where ‘non-compliant’ behaviour suggested
differences between the patient’s perspectives and those of his or her physician.
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Research on these themes provided an empirical foundation for the argument that
a patient’s behaviour was influenced by his or her beliefs, and that these beliefs
were a reasoned attempt to deal with the sometimes intensely contradictory
demands of illness and its treatment in everyday life (Robinson, 1973). However,
beliefs are more than antecedents to individual behaviour, and a second line of
thought was beginning to conceptualize lay beliefs about health and illness as
social representations. Drawing on the Durkheimian tradition of sociological theo-
rizing about the conscience collective, Herzlich (1973) provided an important
bridge between the interesting but highly focused empirical studies of individual
patients within medical sociology, and the panorama of social theorizing about the
relationships between self and society.

With a respectful but sociologically critical eye on her respondents’ accounts,
Herzlich was able to move away from the methodological individualism character-
istic of much of the work on lay beliefs at the time. She argued that individual
beliefs about health and illness are representations of the culture and society in
which people live. While these representations may include medical ideas about
pathology and aetiology, lay perspectives express a certain cultural autonomy and
embody a wider theorization of health and illness in relation to society. In analys-
ing her material in this way, Herzlich marked out a set of themes that would
remind future social scientists that lay beliefs represented far too fecund a field to
be left to the withering attention of health services researchers or government civil
servants. The development in the UK of the Expert Patient Programme suggests
that policy responses to the acknowledgement of lay knowledge and expertise
remain top-down, normative and individualistic, drawing on psychological rather
than sociological concepts (Taylor and Bury, 2007).

The work of Herzlich provided the intellectual foundation for two key argu-
ments about lay knowledge. First, that lay ideas are not ‘primitive’ residuals stuck
in the otherwise smoothly functioning bowels of modern ‘scientific’ societies, but
complex bodies of knowledge and forms of rationality that are central to our under-
standing of culture and society (Good, 1994). Second, ‘lay knowledge’ has two key
dimensions. On the one hand, it contains a robust empirical approach to the con-
tingencies of everyday life; an approach required by people trying to make sense of
the occurrences of health and illness in themselves, their families and the wider
communities in which they live. On the other, especially in situations in which the
illness is particularly serious or frightening, it displays a search for meaning that goes
beyond the straightforwardly empirical, situating personal experiences of health
crisis in relation to broader frameworks of morality, politics and cosmology.

An illustration of the complexity of this can be found in Comaroff and
Maguire’s classic (1981) study of ‘the search for meaning’ in childhood leukaemia.
Modern medicine, they argue, supplies an empirical basis for explaining to parents
what is happening to their children, but it provides no overarching framework
through which parents can ‘make sense’ of what is happening. The parents in their
study were asking not only what causes childhood leukaemia, but also why has my
child developed this disease, and why now? Perhaps it is not the business of good
doctoring to answer these questions, but it does point to the tension between



‘evidence-based’ and ‘narrative-based’ approaches to health knowledge. Lay peo-
ple need the evidence, but the evidence itself will not be enough to support the
wider framework of interpretation needed to make sense of their child’s illness.

With the increasing emphasis during the 1990s on public health and health
promotion, there has been a growing interest in how lay knowledge relates to ideas
about health risks. For Herzlich’s middle-class Parisians the ‘way of life’ in modern
societies produces ill health, with way of life being defined more in terms of social
and environmental circumstances than individual behaviour. Later work on this
theme showed a tendency for personal responsibility explanations for ill health to
be prevalent in both ‘rich” and ‘poor’ populations, possibly reflecting the enduring
values of a Protestant ethic in some of the communities studied, and the effects of
the ideology of ‘possessive individualism’ that were ripping through Western soci-
eties at the time (Blaxter, 1983).

However, the key characteristic of lay knowledge is that it is integrative and
holistic, drawing on multiple factors in a syncretic but not indiscriminate fashion
and bringing together ‘scientific’ or other professional sources of knowledge. While
this knowledge reflects the cultural values and ideological interests of the times, it
can also provide an incisive moral and political critique of them. A good example
of this is to be found in Davison et al.”s (1991) study, based on extensive interviews
and observational data from naturalistic settings. This study examined the relation-
ships between lay perspectives on coronary heart disease and the orthodox doc-
trine promulgated in a nationwide health promotion campaign — Heartbeat Wales.

Davison et al. (1991) uncovered a strong strand of lay thinking that emphasized
a personal responsibility for health. They also identified a close correspondence
between lay views and the simple, linear causal models of health educators, empha-
sizing the links between diet, exercise, blood pressure, serum cholesterol and heart
disease. There was no clear-cut clash of perspectives between lay people and profes-
sionals. However, Davison and his colleagues also argued that in situations in which
a person becomes ill or a relative dies, when an explanation is needed, these lay
views become more complex. They coined the term ‘lay epidemiology’ to describe
the way in which people may use a combination of personal, familial and social
sources of knowledge, alongside professionally delivered information, to try and
make sense of an event or problem. People develop a notion of who is a ‘candidate’
for a coronary that corresponds quite closely with risk factor epidemiology.
However, the reality of lay experience is that we come across many individuals who
smoke, eat fatty foods, drink too much alcohol, have a stressful life, take no exercise
and live to a ripe old age (the ‘Uncle Norman’ character); and conversely there are
those who live an Aristotelian ‘good life’ of balance, frugality, virtue and restraint
but collapse and die in their forties. Like the parents in Comaroff and Maguire’s
(1981) study who were faced with their children’s leukaemia, abstract descriptions
of ‘risk factors’ are not enough to explain why a much-loved mother or brother has
died so young. These problems have taken on a new dimension with the expansion
of molecular and genetic models for health in general and specific diseases. These
can be seen to have become part of the cultural representations through which
sense-making takes place (Emslie et al., 2003).
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Much risk factor epidemiology also assumes a freedom to make healthy choices
that is out of line with what many lay people experience as real possibilities in
their everyday lives. For example, in a study of Salford — a deprived inner-city area
in the north-west of England (Williams et al., 1995) — we see how lay people are
only too well aware of the ‘political’ context of explanations for ill health in the
community. In this instance, and in stark contrast to much risk factor epidemiol-
ogy, the lay accounts reported illustrate the need to contextualize risks — smoking,
diet, alcohol, a lack of exercise — by reference to the wider material and environ-
mental conditions in which the risks are embedded. The respondents understood
the behavioural risk factors that made ill health more likely and for which they
were, in a severely limited sense, responsible, but they were also aware that the
risks they faced were part of social conditions that they could do little to change.
For these working-class Salfordians, as for Herzlich’s middle-class Parisians, the
‘way of life’ — in this case unemployment, poor housing, a low income, stressful
and sometimes violent lives — provided a context for ‘making sense’ of smoking,
drinking and drug-taking and all the other ‘behaviours’ that risk factor epidemi-
ologists calculate and correlate.

This more political expression of lay knowledge finds its most challenging form
in the ‘popular epidemiology’ examined by Brown (1995), and others, where lay
knowledge becomes a form of ‘civic intelligence’ that is deployed in the contesta-
tion of scientific expertise (Elliott et al., 2010). Studies of popular epidemiology
take situations in which members of local communities have become concerned
about a public health problem in their locality — the numbers of children with
cancer, the high prevalence of asthma, or an increase in road traffic accidents — and
seek some explanation for it. In these circumstances popular epidemiology begins
with lay people linking the observed increase in the health problem to some kind
of social or environmental hazard: road safety, factory emissions, toxic waste,
nuclear power and so on. Having made the connection, the community then tries
to take action to do something about it, and finds itself in conflict with local
politicians, business corporations or professional experts who disagree, for one
reason or another, with the view being expressed by the community, or some sec-
tions of it. In these situations, local people are forced to move beyond the state-
ment of a point of view to a process in which a social movement develops,
evidence is systematically collected and analysed, and scientific arguments are
developed and sometimes tested in the courts. In popular epidemiology we see
the blurring of the boundaries between ‘lay people’ and ‘experts’ and the nature
of the complex relationships between scientific rationality, personal beliefs and
political interests.

While the concept of lay knowledge was initially developed as a critical
response to the literature on lay beliefs (Williams and Popay, 2006 [1994]), its
proponents have been accused both of oversimplifying the sociology of the ‘lay
expert’ and of understating the importance of genuine bodies of expert knowl-
edge (Prior, 2003). However, the exploration of lay knowledge throws into sharp
relief some of our major social concerns — the relationship between authority and
expertise, the problem of meaning in a pluralistic society, the incommensurability



of different frameworks of interpretation, and the difficulties involved in develop-
ing a society that is both democratic and knowledge-based.

It is impossible to study lay beliefs as forms of knowledge without first
acknowledging — as did the late Roy Porter (2000) in his discussion of the pivotal
place of the eighteenth-century coffee-house in the dissemination of ‘news, nov-
elty and gossip’ — that universities and laboratories are not the only places in which
evidence is debated and knowledge generated. Knowledge is a dynamic phenom-
enon that moves through the home, the street, pubs and bars, the internet and the
workplace, often revealing itself only at times of personal or community crisis
when the taken-for-grantedness of everyday life is disturbed. What started — to
paraphrase the historian E.P. Thompson — as an attempt to rescue lay knowledge
from the enormous condescension of professional experts, has become a field of
study in which the interaction of different forms of knowledge and expertise,
through conflict and consensus, can be seen and understood.

See also: /liness Narratives; Social Movements and Health
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Within sociological theory and research, reproduction, referring to pregnancy,
birth and the use of reproductive technologies, is regarded as a social and cultural
process as well as a biological process.

The shared beliefs, values and practices of any society are central to how women,
men and children orient themselves towards the major events of birth, illness and
death. By extension, reproduction is an area that reveals the relations between
health care as a social practice, dominant social values and gendered beliefs. There
is considerable cultural variation in how pregnancy and childbearing are defined
and managed in everyday life. In some societies pregnancy is a normal life event
and a status passage; in others it is regarded as an illness. Crucial to the sociological
view of reproduction is that it happens to, and within, society, as well as to indi-
viduals, who may, or may not, be subject to medical control. Thus, the way repro-
duction is ‘managed’ has important implications for society as a whole: for how
people as social agents view reproduction, and for the position of women, men and
family relationships. Furthermore, from the point of view of the individual woman,
her ‘career’ as a pregnant woman is not isolated from her other social roles, such
as wife, worker or patient.

An examination of literature in this field shows that an early, narrow definition
of the sociology of human reproduction — relating to conception, pregnancy, birth
and motherhood — has been broadened. The literature now encompasses the study
of sexuality, reproductive technologies, and the social relations involved in the
provision of reproductive health services. This has resulted in writings examining
the sexual politics of reproduction and the construction of biomedical knowledge
(Clarke, 1998). Such writings have aimed to move away from definitions of repro-
ductive processes as biological events, isolated from social reality. At the same time,
writings stressing social aspects, including embodiment, have been cautious not to
mask the effect the biology has on women’s lives, and more recent work has also
focused on the relationship between men and reproduction (Lee, 2010).

Macintyre’s (1977) review still endures in its identification of four types of
sociological approach to the management of childbirth and sets out a sociological
research agenda more generally. These approaches are: (1) historical, drawing on
the sociology of professions and science perspectives; (2) anthropological, focus-
ing on the management of birth in different cultures; (3) ‘patient’-oriented,
focusing on user views and experiences; and (4) ‘patient’-services interaction.
Macintyre’s review highlights two key themes that are directly related to areas
of debate within the sociology of reproduction. The first has been the concept of
medicalization, and the second has been a dualistic notion of competing ideologies
of reproduction.

Medicalization, a key concept in the sociology of health and illness, draws atten-
tion to medicine as a powerful instrument of social control. Women have been



seen as particularly vulnerable to medicalization, and it is in relation to reproduc-
tion that the concept has been much debated. Sociologists have drawn attention
to the medicalization of various aspects of the reproductive process. An early
development of the medicalization concept was the work of feminists who identi-
fied patriarchal society and its extension — patriarchal medicine — as a key force
behind the medicalization of women’s health issues. These scholars analysed how
previous religious justifications for patriarchy were transformed into scientific
ones, and described how women’s traditional skills for managing birth were expro-
priated by medical experts at the end of the nineteenth century. Such work exam-
ined the way services were organized, reproductive technologies controlled and
sexuality constrained as particular manifestations of the patriarchal domination
that shaped women’s reproductive experiences. This early feminist literature iden-
tified the sexual politics of women'’s health and provided a theoretical basis for
reclaiming knowledge about, and control over, women’s bodies. It was polemical,
intentionally political, and critical of the medical model imposed on pregnancy
and birth.

Oakley’s (1980) seminal studies of pregnancy and childbirth in Britain have,
unusually for sociological texts, provoked a wider public and professional
debate. In her early work, she demonstrated the ways in which the discourse of
the medical world differs from the everyday language of women and their
relatives, and how various understandings are associated with unequal author-
ity and power. In a critical analysis of the profession of obstetrics, she theorized
a dualistic notion of competing ideologies of reproduction. Here, women see preg-
nancy as a social process over which they should exert active control, while
medicine posits it as a potentially pathological event that must be controlled
and managed.

This theory assumed that women of all classes and ethnicities share the same
view. This assumption was later challenged by writers who argued that discourses
pertaining to reproduction cannot be reduced to dichotomies; rather, reproductive
discourses are multiple and complex. For example, Riessman (1983) examined
childbirth and reproduction, premenstrual syndrome and mental health. She
claimed that what women have gained and lost with the medicalization of ‘life
problems’ has not been documented. Nor has it been noted how women have
actively participated in the construction of new medical definitions, or the reasons
that led to such participation. Riessman argued that both physicians and women
have contributed to the redefining of women'’s experiences in terms of medical
categories. Furthermore, physicians have sought to medicalize experience because
of beliefs and economic interests, depending on specific professional developments
and market conditions.

The work on childbearing in the 1970s and the 1980s provided the background
for work on New Reproductive Technologies (NRTs). By the mid-1980s, the focus was
moving away from the experiences of the majority of women during pregnancy and
birth towards a critique of NRTs. This was spurred on by the birth of Louise Brown,
the first test tube baby, in the UK in 1978. NRTs include surrogacy, assisted fertility
techniques, prenatal screening and diagnosis, pre-implantation diagnosis and foetal
surgery. These were derived from a scientific approach to reproduction, just like
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older techniques such as contraception which were developed to ‘manage’ preg-
nancy and childbirth. Questions asked about NRTs have comprised three dimen-
sions. The first describes their nature and function; the second is the triad of
women, gender and science; the third expands the above debates to encompass
health system access issues and cross-cultural perspectives.

Drawing on feminist criticisms of scientific knowledge and the medicalization
of women’s lives, studies of reproduction have highlighted the power relations
such practices mediate. Criticisms include: women being used as experimental
material; women’s bodies being commodified; and the construction of the conflict-
ing status of women and foetuses. Such writings have critiqued state control over
access to services, and have also asked in whose interests have technological
developments — such as prenatal screening and testing, infertility treatments, test
tube babies, foetal imaging and surrogacy — been developed? The debate has
focused on the extent to which these new technologies have been beneficial, or a
form of oppression to women, setting up a binary divide of ‘salvation or damnation’.
Yet in reality the picture is more complex. In the USA, in a seminal piece,
Rothman (1986) reported that prenatal testing changed the way people thought
about childbirth and parenthood. An open mind about the outcome of pregnancy
had been replaced with a new norm of ‘tentative pregnancy’, even though perfec-
tion could not be offered. She concluded that although prenatal testing had
increased women'’s choices, it had also constructed women as genetic gatekeepers,
with a new moral responsibility for the consequences of their decisions which had
societal implications.

In the 1990s, contributors considered how bio-medicine constructs the pro-
creative body, the role of associated regulatory practices and how technology
allows medical professionals greater jurisdiction over larger areas of reproduc-
tion. Stacey (1992) has argued that the new reproductive technologies, such as
IVF, GIFT and the ‘new genetics’ that are based on the discovery of DNA, have
opened up new possibilities and created a ‘scientific revolution in human repro-
duction’; i.e. the teaming of real science with obstetrics, with implications for the
way such technologies are managed and controlled. There has been a concern
that women are not just seen as the passive recipients of reproductive technol-
ogy, and that efforts should be made to explore how they contest and contribute
to the construction of new medical definitions and the use of NRTs. Such work
has disavowed technological and biological determinism and emphasized human
agency. This has involved the delineation of the role of experts and the identifi-
cation of female resistance. Lock and Kaufert (1998) have pointed out how
women make pragmatic use of reproductive technologies and have challenged
the representation of women as the passive victims of surveillance. A recent
review of the experience of infertility informed by social scientific studies of ill-
ness experience, gender, the body and stigma highlighted an increasing focus on
the socio-cultural and health systems context (Greil et al., 2010). The infertility
literature can also serve to remind us that it is not only women who reproduce,
who undergo medicalization and who experience stigma; men should also be
included in such research.



The sociology of reproduction raises many other issues. Notably, there are
questions about the underlying perspectives of writers in this field, ranging from
those who seek to contribute and develop sociological theory, to writers with the
explicit aim that their work should improve the experiences of women. This
range of perspectives parallels debates within the study of illness narratives as
well as public sociology, which is reflective of a broader division of labour where
different types of knowledge are formulated for academic and/or extra-academic
audiences. In the debate about competing ideologies of reproduction, Annandale
and Clark (1996) have critically reviewed many of the underlying assumptions
of writings in the domain of the sociology of childbirth. In so doing these authors
have sought to further conceptual knowledge, though such thinking has also
been drawn upon by others to inform public and policy debates. On the basis of
a range of broad critiques of writings on the sociology of health and gender,
Annandale and Clark have suggested that much of the literature has been socio-
logically naive around the use of reproductive technology and the rhetoric of
midwifery. Specifically, they have argued that much writing has been preoccu-
pied with abnormalities in women’s health; has universalized women’s experi-
ences regardless of ethnicity and class; has equated reproductive technology with
the medicalization of reproduction; has assumed that an increased use of tech-
nology in childbirth is a ‘bad’ thing for women; and has implied that women are
powerless victims or dupes in this process. Furthermore, in juxtaposing mid-
wifery and obstetrics, much writing has given uncritical support to the notion
that midwifery is ‘better’ for women than male-dominated obstetrics; it assumes
that midwifery has an underlying feminist viewpoint and implies that midwives
are ‘with women’, ignoring issues of power between women and their female
caregivers.

Although feminist perspectives and political action in relation to women'’s
health have been defended from a different epistemological basis — specifically in
relation to critiques of reproductive interventions and midwifery — such critiques
hold and form the basis for some new directions for research in the sociology of
reproduction (Brubaker and Dillaway, 2009). In particular, such writing empha-
sizes the need to deconstruct notions about what is ‘natural’ and explore the
transformative possibilities of technology.

In summary, some sociological work in the area of human reproduction has
played a key role in shaping policy and practice and has been grounded in
women'’s concerns in a reflexive way. Early work that focused on pregnancy and
birth has broadened out into an examination of reproductive technologies and
the ‘new’ genetics. Future work in the field of human reproduction that draws
on sociological theories of risk and the body would be fruitful, alongside a soci-
ology of science that critically examines the role of pharmaceutical and bio-
medical industries. In so doing, the sociology of reproduction should develop a
global perspective, exploring how such processes unfold in various countries
and cultures.

See also: Medicalization, Medical Technologies, Nursing and Midwifery as Occupations
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Jane Sandall

Medlical technologies are social artefacts that may be diagnostic, monitoring, screening,
preventive, predictive, therapeutic, prosthetic, palliative, regenerative, rehabilitative or
assistive, with contemporary attention being greatly focused on innovations in genetics,
information and communication media, and nanotechnology.

It is impossible to think of contemporary medicine without considering the
multitude of technologies that are now integral both to medical practice and to
health care worldwide. Such technologies are to be found inside health care
systems, in domestic and personal spaces, and in workplaces and public places.
Increasingly, medical technology is provided, accessed and consumed outside of
traditional medical and health care settings in various forms of self-administered
care regimes. Medical technology can lead to the re-shaping and re-defining of the



boundaries of health care and ‘medicine’ itself, and users’ subjective identities, be
it as patients, consumers, citizens or health activists.

The definition of medical technologies provided above is a composite one, based
on the type of action on the human body. It is important to note that the classifi-
cation of medical technologies is itself a matter deserving of sociological under-
standing, because different classifications are used by different social actors with
different ‘stakeholder’ agendas. Processes of classification, as shown by social
anthropologists, are at the heart of how societies make the world intelligible and
meaningful. In the case of medical technologies, the interested actors include, most
obviously, national and global medical products industries, medical technology
regulators and advisors, and healthcare professionals and citizens or patients. Thus,
for example, European Union law currently groups technologies in classes includ-
ing medical devices, in-vitro medical devices, active implantable devices, and
advanced therapies (tissue engineering, cell therapy and gene therapy), and applies
regulatory rules of varying stringency dependent on the degree of safety risk asso-
ciated with particular products. Basic classifications from an industry perspective,
on the other hand, involve distinctions between pharmaceuticals and medical
devices, and sub-categories such as medical biotechnology which give definition to
particular sectors of the contemporary medical products industries which figure in
governments’ policy making.

Medical technologies have been climbing up governments’ policy agendas
over the last thirty years. Since the 1980s, partly under the impetus of concerns
about cost containment, health care policy internationally has seen a massive
increase in movements to assess the suitability of medical technologies. For
example, in 1992 in the UK, a report from concerned parties framed these
issues in terms of a ‘Tidal Wave’ of new medical technologies (Hoare, 1992),
paving the way for the birth of what is now known as Health Technology
Assessment and evidence-based medicine, which attempt to rationalize health
care by tying technology to ‘robustly’ evaluated standards of research evidence.
These movements have evolved large infrastructures across industrial countries,
deploying complex methodologies for assessing technologies in terms of effi-
cacy, effectiveness, safety and cost-effectiveness. In the UK, the movement is
epitomized by the internationally-recognized National Institute for Health and
Clinical Excellence (NICE), which commissions technology assessments and
makes recommendations about the adoption and clinical use of medical devices
and pharmaceuticals, thus acting as a regulator. By having its decisions debated
in the public realm, NICE enables ‘the politics’ of conflicting stakeholders’
views about technologies to be ventilated, providing some social legitimacy to
the health care technology policy process.

The social science literature relevant to health technologies is massive, compris-
ing many approaches. Given this potentially confusing hinterland, a useful socio-
logical starting-point is to take a more general question that has concerned scholars
of the relationship between technology and society, and to apply it to medical
technology. The question is: ‘Is technology neutral?’ Asking such a question forces
us to examine where technologies come from, how they are produced, by whom
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and with what images of users in mind, and how they are actually adopted, used
and given meaning in the context of health and everyday life. Otherwise health
technology may be seen as just an unchangeable ‘black box’ with its own logic
which creates its own inevitable consequences (Lehoux, 2006: 42ff). Such simpli-
fied images are frequently to be found in the mass media (‘new device set to revo-
lutionize heart surgery’), and imply that the ‘impacts’ of medical technology are
straightforward. This image is often associated with uncritical assumptions about
the benefits or risks of technological progress. Such a view has been called techno-
logical determinism. It is important to note that in spite of its name it is in a sense
a ‘theory of society’. For a variety of reasons it has been strongly rejected by many
sociologists and students of science and technology as, at best, a partial theory,
notably because it implies a vision in which social actors — citizens, health care
professionals, patients, planners and policymakers — can do little except react
and adapt to technological developments (MacKenzie and Wajcman, 1999;
Timmermans and Berg, 2003). So technological determinism, associated with the
idea of a ‘technological imperative’, ignores the socially based variability of the
design of technologies and what can be called their usership (Faulkner, 2009).
To give an example of a controversial issue, a sociological approach is particularly
revealing in the field of disease-testing technologies (biomarkers, genetic tests) that
can provide clues about asymptomatic disease or the risk of developing a medical
condition. Rather than assume that such tests will always be and indeed should be
made use of, sociological analysis has shown how complex the decision to undergo
them can be, how people think about them in terms of non-medical concerns such
as family, social networks and working lives, and how people subjectively consider
uncertain issues about ‘becoming a patient’ or not. The widely used but poor-
performing blood test that can indicate latent prostate cancer in men is a good
example of this (Faulkner, 2009). Equally, a determinist view is likely to over-
simplify the way in which a new device might be adopted in a hospital or in pri-
mary care. It is apparent that some technologies are quite closely aligned with an
existing profession (for example, stents in cardiovascular surgery), while others are
much more ‘configurational’ in the sense that there are various ways of organizing
their use and adapting the technology itself. Note, for example, telemedicine sys-
tems, which often are not implemented according to their original vision, and
which require the active participation of multiple medical and nursing specialties
as well as a connection with clinical data systems.

Sociologists’ critique of technological determinism has been productive, in the
sense that we can now point to more flexible ways of thinking theoretically about
the relationship between medical technology and society. It is useful to consider
these approaches in the context of simple distinctions between, first, the production
and development of medical technologies; second, their introduction, adoption
and regulation; and third, their usership and patients’ experiences. In considering
production and development, ‘social shaping’ is the counterpoint to technological
determinism (MacKenzie and Wajcman, 1999; Timmermans and Berg, 2003). This
term represents the opposite extreme, but as MacKenzie and Wajcman note: ‘the
social shaping of technology is ... (usually) ... a process in which there is no



dominant shaping force’ (1999: 16). These authors approach technology-society in
a flexible way, pointing to economic shaping and the role of the state, and to the
‘mutual constitution’ of technology and society. The latter approach has steadily
gained ground, conceptually indicating the inseparability of artefacts and society,
or technologies and social relations. Timmermans and Berg (2003) refer to this as
the ‘technology-in-practice’ approach, and it is now widely used in medical sociol-
ogy, although it is, arguably, more applicable to usership and experience than it is
to design, production and development. The mutual constitution approach is
associated especially with ‘actor-network theory’ — the key feature of this is that it
enables us to see the characteristics of medical technologies as playing one part
amongst the other individual, social, and institutional ‘actors’ that produce the
socio-medical realities with which we live. An implication of this theory is that
any medical technology must be studied ‘in action’, that is, in the process of its
design or adoption, and in the variably organized and specialized practices of its
use. A good example comes from research into the management of childhood
asthma, where the commonly used metered-dose inhaler was shown to be a sig-
nificant actor in a complex network that also included parents, clinicians, scientists,
children’s lungs, aerosol gases and mechanical valves (Prout, 1996). Out of this
ensemble, to simplify greatly, emerged novel skills, novel biomedical organization
and novel social identities, as well as care regimes.

One of the criticisms made of ‘social shaping’, and ‘mutual constitution’ or ‘net-
work’ approaches is that they fail to allow issues of political economy to be given
due weight. Considering the innovation of medical technologies, the role of the
state and industry is often important in shaping the direction of technologies.
Contemporary medicine internationally shows significant trends that have been
summarized as the medico-industrial complex and ‘corporate health’ (Webster,
2007). In this respect, the USA is both the largest producer and consumer of
medical devices, followed by Japan and the western European countries; develop-
ing economic powers such as China and India are also becoming increasingly
influential. State governments internationally are developing economic and health
policies in order to promote technologies such as tissue engineering, cell therapy
and medical nanotechnology, though some evoke ethical concerns which challenge
existing regulations, sociomedical practices and social values. Sociologists can study
in detail how medical technology innovation occurs, and it is recognized that cen-
tral to this process is the forging of affiliations between a variety of social institu-
tional actors, especially industry and academic scientists or clinicians. This has been
shown, for example, through detailed historical and interview methods, in the case
of the diagnostic imaging devices such as MRI and CT scanning that have become
routine in advanced health care over the last thirty years (Blume, 1992).

Medical technologies also enter into everyday ‘lifeworld’ experiences (Lauritzen
and Hydén, 2006) of usership and citizenship. Users of technologies may be
construed as patients or citizens with subjective and social capacities and identi-
ties. Patients may also organize themselves around technologies, for example
cardiac pacemaker groups, and in some cases will actively resist the ‘inscriptions’
built into them, as have parents in many countries who resisted projects to
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introduce cochlear implants (the ‘bionic ear’) for children. This resistance has
been exercised on the grounds that cochlear implants disrupt the everyday fam-
ily practices and social identity associated with the Deaf community and sign
language. The lifeworld of health care practitioners also changes in negotiating
technological innovations. Devices such as ultrasound scanning become part of
clinical encounters, but may give rise to moral issues regarding troublesome
pre-diagnostic information. Also, as the data and tissues of the human body are
exposed to complex and fragmented screening, testing, diagnostic and monitoring
technologies, then clinical professional boundaries, skills and multidisciplinary
interactions are renegotiated.

Medical technologies are moving centre-stage in medical sociology and in
contemporary societies. Sociological analysis can show the many ways in which
they are not ‘neutral’ tools. Innovative devices and products disrupt existing
social subjectivities, care organization and skills, and may be associated with clas-
sical sociological concerns of inequalities, medicalization, privatization and
identity. Scientific trends such as molecularization, proteomics and medical
nanotechnology, produced through international innovation networks, are of
undoubted importance for medicine’s future. Nevertheless, an even-minded socio-
logical approach should not be too distracted by high-tech visions. For a sociologi-
cal understanding, it is important to consider also ‘mundane’, under-the-radar,
taken-for-granted technologies. In such a view, the bandage or the wheelchair may
be as sociologically interesting, and have just as much social significance, as the
bioreactor or the latest cardiac surgery device.

See also: Geneticization, Bioethics; Medicines Regulation
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eHealth refers to the use of information and communications technology (ICT) to
provide and create health information and services.

eHealth (or e-health) is a relatively recent concept in medical sociology. The inclu-
sion of it here reflects the now ubiquitous role of computers and digital commu-
nications technologies in medical practice, the organization of health care, and
everyday life. However, the concept is not clearly defined (Pagliari et al., 2005). In
the sociological literature, the label ‘eHealth’ is mainly used broadly to indicate the
intervention of some form of digital mediation. This umbrella usage covers all
aspects of digital health technologies, from patients researching symptoms on the
internet to the use of remote body sensors. In a similar fashion, the label ‘health
informatics’ is used to indicate information management and, in particular, patient
records and medical library systems. However, different labels are used within
other disciplines to denote particular areas of health technology. For example,
telemedicine has a history that can be traced back to the 1900s and the early use
of the telephone to transmit clinical information across geographical boundaries.
Today the term is used to denote clinical applications of information and com-
munication technologies (ICT) that may include patient monitoring devices (espe-
cially remote monitoring) and medical education applications. Congruent with
Giddens’ (1991: 124) observation that high levels of specialization (differentia-
tion) are characteristic of medical science (and expert systems in general) in high
modernity, the suffix ‘tele’ is now attached to a range of clinical areas including
telepsychiatry, teleradiology, and telepathology.

Reflecting traditional concerns within medical sociology, a persistent theme in
eHealth is the impact ICT might have upon patients’ engagement with health
information. In a sense medical knowledge has ‘e-scaped’ onto the internet, thus
giving the public unprecedented access to information about health (Nettleton
and Burrows, 2003). Under these conditions it is tempting to regard the internet
as a resource that empowers patients and changes the doctor—patient relationship.
The provision of reliable health information is central to the creation of the
‘informed patient’ and most centrally organized health care systems have devel-
oped a presence on the internet where people can access health information. For
example, in the UK, NHS Direct provides users with the means to identify infor-
mation that relates to their symptoms as well as the opportunity to telephone a
nurse advisor. However, sociologists have been critical of the assumption that
access to digitized medical knowledge necessarily empowers patients and changes
the nature of the medical profession.

Lay ideas and advice about health and illness have always been exchanged
quickly through word-of-mouth and such conversations are now conducted online.
Often organized around a particular condition, for example diabetes or HIV, the
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conversations and information within such ‘virtual self-help groups’ enable people
to discuss and share information anonymously with a global audience. This is
important because it allows individuals who might otherwise be subject to stigma
or discrimination to share experiences. Information shared within these groups
may also encourage socially censured practices. Perhaps the starkest example can
be found in the online suicide groups that are used by strangers to coordinate
suicide attempts. Other examples include ‘proana’ groups that provide informa-
tion and support to those wanting to lose weight to a degree that may result in a
clinically dangerous outcome.

Much research related to eHealth reflects the diversity and proliferation of
information, authors and formats (Hardey, 1999). Since the late 1980s doctors,
policy makers and others have been concerned with the quality of health informa-
tion available on the internet. In particular, it is argued that people may change
their health behaviour on the basis of wrong or misleading information (European
Commission, 2002). Note that what constitutes ‘wrong’ information is contentious
in that, for example, alternative health practices may only be incorrect from a
biomedical perspective. Consequently, various standards, shaped by evidence-
based medical methodologies, have been developed and used as kite marks for
approved websites (for example, the Health On the Net (HON) code of conduct).
In effect such mechanisms seek to reinforce the division between lay and medical
knowledge. This suggests that the apparent equality of information on the internet
is an illusion and that the way search engines work to identify information should
be considered. For instance, Google operates through a PageRank algorithm based
on the number and quality of links a website receives as an indicator of its value.
This algorithm produces a bias towards large and better-connected sites (Seale,
2005). Consequently, information from well-funded websites is privileged over
others, and especially those maintained by small groups or an individual. However,
research that has focused on patients’ actions and how they identify useful health
information suggests that they are not ‘search engine dupes’ but have their own
strategies for finding information that are shaped by their embodied knowledge
and experiences (Henwood et al., 2003).

The global nature of eHealth may bring people together who share the same
health needs but it also undermines national regulations and practices. For exam-
ple, people can obtain drugs and other items that may not be available without a
prescription in one country from another. This globalization of health information
and products has also opened up a new market for health services whereby medi-
cal tourists can obtain surgical and other procedures in, for example, India and for
considerable less cost than in Europe or the USA. Further evidence of the com-
modification potential of eHealth can be found in the increasing number of user
review websites. Highly popular amongst tourists seeking recommendations about
hotels, there are similar sites that enable patients to rate and comment on their
doctor. Doctors are identified on some sites while the patients remain anonymous
and on others only a unit (for example, a hospital ward) is indefinable.

Medical tourism and user review sites may provide choices for some but it is the
potential such choices may have to further disadvantage those from poor households



that has been the focus of much sociological attention. Arising out of the consider-
able volume of work on health inequalities, lack of access to the internet has been
recognized as an important social and policy problem. What is described as a ‘digital
divide’ reflects the cost, availability (especially in rural areas or less developed parts
of the globe), and sometimes the lack of skills that act as a barrier to the internet.
With the spread of broadband and an increasing range of services using the system
(for example, broadcast media), many countries have policies in place to support the
connection of hard-to-reach communities. However, in some parts of the globe
poorly wired infrastructure has led to people using mobile phones as their main way
of connecting to the internet. What is referred to as ‘community informatics’ has
evolved around various initiatives to provide people with the skills, if not the equip-
ment, to access the internet (Office of the e-Envoy, 2001). This is important as a
disproportionate number of people with chronic and other persistent health prob-
lems are situated in the poorer sections of the population. If an increasing number
of government health and social services are to provide information, choices and
other resources through the internet, it is essential that potential users of these ser-
vices have adequate access to them. The risk here is the creation of a digitally
excluded group of people with high health and other needs who will be further
marginalized in a network society.

During the first decade of the web (from the early 1990s) the majority of con-
tent resembled traditional published material: most web users were consumers of
content that was created by a relatively small number of providers or authors. In
the early 2000s a significant transition to what is called Web 2.0 took place. Briefly,
this highlighted the importance of user-generated content and user-centred ser-
vices that could be accessed through any device that was connected to the inter-
net. Social media domains — including blogs, microblogging (for example, Twitter),
social bookmarking sites, Social Network Sites (for example, Facebook), and photo
and video sharing communities (for example, Flickr and YouTube) — now contain
an ever-evolving mass of health information. Correspondingly, ‘groups’ organized
around a shared health interest within a social network site may replicate some of
the features of virtual self-help groups. However, the members of these groups are
never anonymous as participation and information are shared across known net-
works. The popularity of social media has created a new intensity of communica-
tion whereby people may instantly receive and respond to information from
friends and organizations. Under these conditions the division between providers
and users of eHealth information is blurring. In particular, information is routinely
tagged, reproduced, and otherwise fragmented and disembedded from its origins.
Critics have argued that a process of ‘informationalization’ (Lash, 2002: 154) is tak-
ing place whereby ‘informational knowledge’ becomes de-contextualized, ephem-
eral, and partly meaningless. To put it simply, people are presented with a landscape
of ever-changing information, often with unclear origins, content, and value. Such
critical perspectives are a useful reminder that eHealth may create new risks as well
as opportunities for the public, health professionals, and providers. In that respect,
eHealth is an area of increasing relevance for medical sociologists who are interested
in health, knowledge, and practice.
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See also: The Sick Role; Lay Knowledge; Medical Technologies
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Michael Hardey

Geneticization refers to the way in which diseases, conditions and behaviours may
come to be regarded as being determined, wholly or in part, by genetic factors.

Geneticization describes the extension and significance of genetic explanations
within medical and social discourse (Lippman, 1991). The concept is associated
with the rise of the ‘new genetics’: ‘the body of knowledge and techniques arising
since the invention of recombinant DNA technology in 1973’ (Cunningham-
Burley and Boulton, 2000: 174). Geneticization refers to the process by which
disorders and behaviours deemed ‘problematic’ are increasingly described as
genetically determined. The consequence of this genetic essentialism is that
research agendas, public policies and resources become oriented towards biologi-
cal rather than social tenets. From a critical sociological perspective, such dis-
courses are themselves problematic insofar as alternative contexts, models of



health and sources of treatment become discarded, reproducing existing debates
about medicalization in a genetic context. Casting this dualistic approach as
unproductive, Hedgecoe (1999) argues for a more neutral case-by-case analysis
that frames genetic technology as neither inherently critical nor fundamentally
essentialist.

In 2003 the Human Genome Project (HGP) produced a ‘map’ of the human
genome (less than 30,000 genes) which was expected to contribute to the
identification of a genetic basis for many diseases and give rise to increased
treatments and cures. However, these ‘promissory futures’ of genetic research
remain, for the most part, unfulfilled. Although the Cystic Fibrosis gene was
identified in 1989, scientists are still unable to predict with any certainty the
severity of the disease or the survival age for any individual. Despite extensive
research the promise, rather than the reality, of gene therapy continues more
than twenty years later. Pharmacogenetics and personalized medicine, where
drugs are targeted to individuals and groups on the basis of genetic markers,
remains in its infancy (Hedgecoe, 2004). Knowledge of genetic factors is of
uncertain value in the management of many common conditions such as can-
cer, chronic heart disease, diabetes and the major mood disorders (for example,
schizophrenia and bipolar affective disorder). There is an increasing awareness
that these are complex multifactorial diseases which depend on the behaviour
of several genes in combination with the environment, factors which are not
easily identified or manipulated. However, the suggestion of an underlying
genetic cause is met with extensive media coverage: alcoholism, homosexuality
and obesity have all been described as ‘genetic’ without subsequent confirma-
tion or a clear clinical application. Clinical treatment is limited for most ‘dis-
orders’ thought to have a genetic component, and this raises the issues of
(i) what impact genetic knowledge has for populations and (ii) the implica-
tions for medical policy and practice.

Geneticization reflects how genetic interventions become normalized and
this is particularly so within the field of reproductive technology. National pre-
natal screening programmes are routine, and techniques such as in vitro fertili-
zation (IVF) and pre-implantation genetic diagnosis (PGD) enable embryos to
be identified on the basis of disease status, carrier status, and disease susceptibil-
ity status. These technologies can also be employed to support cultural norms,
such as gender preference. For example, the use of sex selection techniques in
China and India has led to the ‘gendercide’ of female embryos and contributed
to a gender imbalance in these populations. Within developed countries, lower
fertility rates and the increasing age of motherhood have resulted in a high
demand for technical solutions such as IVF and surrogacy. Pressure to conform
to societal expectations may mean that individual choice and consent regarding
the use of new genetic technologies is constrained and raises questions about
the commercialization of these techniques and equality of access. Particular
concerns are voiced about the potential for ‘designer babies’. The creation of
‘saviour siblings’, where an embryo is specifically selected as a genetically iden-
tical match for a seriously ill child, has been extensively contested. Likewise, the
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positive selection of deafness, as has been supported by some sections within
the deaf community, raises questions about the rights of the unborn child, as
well as confronting societal understandings of illness and disability (Scully, 2008).
There is no global consensus on the use of genetic technologies. The increase in
internet-based ‘direct to consumer’ personal genome testing and the growth
of medical tourism highlight the demand for such technologies and the diffi-
culties of regulation. Techniques such as sex selection, stem cell therapy and
disease susceptibility testing are routinely available for those with resources,
although these procedures might be expensive, unproven, and illegal within certain
jurisdictions.

Techniques allowing for the large-scale collection of DNA samples provide
opportunities to increase knowledge of specific diseases and develop diagnostic
and predictive tests and treatments. Numerous public and private ‘biobanks’ have
been created, within and beyond national borders, raising questions about owner-
ship and the use of genetic data. The patenting of some genes, for example BRCA1
and BRCA2 (associated with inheritable forms of breast cancer) has also taken
place, although the right to do this for commercial purposes has been contested.
The ethical and legal implications of genetic databases have been extensively
debated in the context of criminal proceedings. Unsolved cases and miscarriages of
justice have been successfully concluded with the advent of DNA technology and
its facility for storage. However, within the UK the legality of retaining DNA sam-
ples from those arrested but not charged was successfully challenged in the European
court in 2010.

Historical and cultural understandings of individual health and collective
responsibility have been re-framed through genetic technology. Diagnostic tools
such as prenatal diagnosis, newborn screening techniques, carrier testing and per-
sonal genomic testing kits have extended the patient population by blurring the
boundaries between health and illness. These ‘patients without symptoms’
include carriers of a genetic ‘disorder’, those ‘at risk’ of developing a late onset
condition, and individuals identified as ‘susceptible’ to a particular disease in later
life (Finkler et al., 2003). The diagnosis of a potentially serious and life threaten-
ing condition has implications for self-identity and stigma, disclosure practices,
and access to employment and insurance. The ‘genetically responsible patient’ is
expected to make informed decisions in the light of new knowledge. Genetic
disease stands in marked contrast to other types of illness because of the associa-
tion with ‘family’. Within these ‘webs of genetic connectedness’ (Novas and Rose,
2000), sociological enquiry has focused on the negotiation of guilt and blame,
understandings of genetic risk, and familial communication strategies. Whether an
individual’s genetic profile should be disclosed to other family members has been
fiercely contested, raising the question of ownership, confidentiality, the right to
know, and the right not to know (Featherstone et al., 2006). Genetic citizenship
encapsulates a movement from patient to active citizen, where patients express
their biosociality by influencing the direction of scientific work and becoming
active contributors in the production of biomedical knowledge (Taussig et al.,
2003). Expanding on Foucauldian thinking, Heath et al. (2004: 11) describe the



expansion of health regimes involving surveillance of the body and mind as a
‘genetic panopticon’, where ‘health activists, scientists, politicians, physicians, tis-
sue banks, bioinformatic databases, websites, confessional talk shows, and bio-
engineered medical devices are brought together to forge innovative “technologies
of the self”.

By focusing on the significance of genetic knowledge, there is a danger that the
complex reality of diagnostic negotiations, diverse patient experiences, and the pos-
sibility of resisting genetic explanations might be forgotten. For example, the impact
of genetic technology on medical work has been characterized by a shift away from
the ‘clinical gaze’ towards the ‘molecular gaze’, suggesting a relocation of the diag-
nostic process from clinic to genetic laboratory. However, detailed studies of clinical
work identify the continued significance of the clinic (Latimer et al., 2006).
Likewise, there may appear to be public support for genetic screening programmes
but in practice their uptake is low. This was the case when a test to identify the
Huntingdon’s Disease gene became available in 1993, yet the uptake of predictive
testing still remains lower than 20 per cent of the ‘at risk’ population. Patients may
find the genetic nature of disease becomes a significant challenge at certain times,
for example when planning to have children, or communicating risk information to
other family members (Petersen, 2006). However, genetic knowledge does not
always dominate identity, experience, and activity (Bharadwaj et al., 2007).

The ‘new genetics’ raises fears of a recurrence of eugenic policies. Such poli-
cies began in the late nineteenth century and remained popular across Europe
and the USA until the 1940s. The disability movement, among others, has high-
lighted how the prevention of difference through genetic manipulation has the
potential to devalue the lives of people living with a disability. There remains
concern that the acceptance of genetic interventions could stigmatize sections of
society and lead to a genetic ‘underclass’. Secular and religious social movements
have emerged all over the world, raising ‘moral arguments’ about what life is, the
right to life, and the right to manipulate human and animal cell material. Many
of the issues arising from geneticization and the ‘new genetics’ are not com-
pletely new. Further sociological research is needed to recognize the diverse
meanings, implications, and use of genetic knowledge, and the impact of regula-
tory frameworks.

See also: Stigma; Disability, Reproduction; Medical Technologies
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Rebecca Dimond and Jacqueline Hughes

Bioethics is the philosophical study of the ethical controversies brought about by
advances in biology and medicine. The modern field of bioethics emerged when
medical/scientific/technical advances in morally contested areas, including organ
transplantation and end-of-life care, began posing new and novel questions.

Sociology has had a long and distinguished engagement with normative issues, that
is, with what ought to be done. Indeed, the notion of not just understanding the
world but also changing it is central to the disciplinary ethos of sociology. From
this perspective, ‘doing sociology’ is an ethical project. However, the relationship
between sociology and ethics has come to mean something much narrower. Bio-
ethics is now a growing topic of sociological investigation, and this research can be
conveniently divided into two main areas: sociology in bioethics, and sociology of
bioethics (Orfali and De Vries, 2010).

Sociology in bioethics explores the links between bioethics, medicine, science
and society and aims to ground more abstract philosophical ethical debates in



empirical case studies which explore and describe the embodied ethics of ‘real
actors’ in particular social worlds. Sociological approaches to bioethics thus exam-
ine the social processes that frame the making of ethical problems, analysing the
ways in which ethical problems are identified, managed, and resolved in clinical
and scientific settings. Classic ethnographic studies illustrating this approach to
ethical issues and reasoning in the clinic include Anspach (1993), on difficult
choices in neonatal intensive care, and Chambliss (1996), on ethical decision mak-
ing in adult intensive care units.

In contrast, sociology of bioethics charts the social forces that have helped
shape particular (dominant) varieties of philosophical bioethics (for example,
principlism, utilitarianism, etc.), examining the ways in which certain kinds of
ethical questions are privileged, promoted and funded within bioethics whilst
other questions and approaches tend to be marginalized. From this perspec-
tive, the professional field of bioethics can be seen as constraining the types of
questions that can legitimately be asked and researched (Fox and Swazey,
2008). It has been argued that there has been a ‘seeping out of the social’,
particularly in mainstream US bioethics. This has limited ethical debates to
questions around means rather than questions about ends, thus ignoring dis-
cussion of what some see as the central question of ethics, namely, ‘what counts
as a good life’.

Turning first to some examples of sociology in bioethics, Wainwright et al.
(2006) developed the concept of ‘ethical boundary-work’ to analyse how scien-
tists involved in human embryonic stem cell science practise ethics in the lab.
They examined how scientists present themselves as ethical, as well as expert
actors, by drawing the boundaries of ‘ethical scientific activity’ around three key
issues: what scientists themselves view as ethical sources of human embryos and
stem cells; their definitions of human embryos and stem cells; and how they
perceive regulatory frameworks in stem cell research. Practical ethics here takes
the form of a number of choices over how to conduct oneself in a complicated
political, moral, and scientific context. Ethical boundary work means maintain-
ing the distinction between ‘real science’ and ‘associated ethics’, whilst at the
same time incorporating ethical acceptability into the heart of the scientific
work. Other recent work on social understandings of the complexities of ‘ethics
in practice’ include: studies of clinical trials; the ethics of sex selection; the
financial context of ethical decision making; ethics in the health policy process;
and ethical standards for medical research in developing countries (see De Vries
et al., 2007).

Turning next to some key examples of sociology of bioethics, Evans (2002), in
his seminal monograph, examined the ways in which debates about human
genetic engineering in the USA in the second half of the twentieth century have
been deprived of an important social dimension. Evans argues that a narrow focus
on the analytical philosophy of the means for achieving assumed ends, rather than
a public discussion about the ends themselves, has occurred. Such discussions
about means, which are dominated by philosopher/lawyer bioethicists, structure
a debate that is reduced to a set of technical decisions over a restricted list of
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ethical choices: in other words, individual autonomy is being privileged over
broader societal ends in a process that is, for sociologists like Evans, more about
the rise to power of a new profession of bioethicists than it is about promoting
public debate on ‘the good life’. In a recent paper, Hedgecoe (2010) has argued
that bioethicists tend to unquestioningly accept scientists’ expectations about the
ethical issues raised by pharmacogenetics, whilst ignoring the few contributions
from bioethicists who do question these views. In short, Hedgecoe highlights the
ways in which the practice of philosophical bioethics tends to support rather than
question the scientific status quo. Debates in the sociology of bioethics are, there-
fore, concerned with bioethicization (in similar ways to sociological studies of
medicalization). What is key to these debates are social processes of jurisdiction
(defining what counts as ethical) and also of legitimacy (defining who is the right
person to discuss ‘ethics’). These processes, in turn, are linked with those of insti-
tutionalization and professionalization that are two of the crucial engines driving
the making of bioethics as a field (Fox and Swazey, 2008).

We now turn to some of the problems identified by sociologists in the emerging
literature on sociology and bioethics. Sociologists have proven adept at unpacking
the social complexities and meanings associated with what can, in the hands of
some philosophical bioethicists, seem like a set of unproblematic ideas such as
informed consent and the right to choose. In contrast, sociologists have shown
how philosophical debates on informed consent can be inadequate when they run
up against the complexities of the real social worlds of the clinic (Corrigan,
2003). In a similar vein, a whole cluster of studies around antenatal screening and
testing has analysed the socially conditioned nature of the problems that practi-
tioners and patients encounter in relation to choice, non-directive counselling,
and drawing boundaries around which children should be born (see, for example,
Williams, 2006).

These studies are all examples of what philosophers sometimes disparagingly
describe as ‘empirical ethics’, although we think they are better described as ‘soci-
ology in bioethics’. For some philosopher bioethicists, such social research lacks a
normative dimension: it describes the complexities of ethical issues rather than
offering guidance on what ought to be done. One typical riposte from sociologists
to this potential objection is to argue that philosophical analysis is of little value in
helping ‘real people in real settings’ make ethical judgements, as the complexities
of the social world undermine the premises and assumptions of many philosophi-
cal arguments (Cribb et al., 2008). The danger here is that such extreme versions
of sociologists and bioethicists will only talk at each other rather than with one
another. There are, however, signs that bioethicists and sociologists are engaging in
efforts to leave the cul-de-sacs of the ‘merely empirical’ and the ‘purely philo-
sophical’ (Cribb et al., 2008). For instance, sociologists and philosophers including
De Vries et al. (2007) and Draper and Ives (2007) have argued that we should
explore how philosophy and the social sciences could be brought together in
happy, rather than dysfunctional, ‘marriages’.

We would contend that descriptive, empirical sociology in bioethics is valua-
ble in its own right. However, it has been suggested that sociology in bioethics



research could usefully incorporate a more philosophical normative approach.
For instance, sociologists could begin to develop ethical frameworks with col-
leagues from philosophical ethics, by drawing on a mix of empirical data and
philosophical arguments (Parker, 2007). These ethical frameworks would pro-
vide a template for practitioners of, for example, experimental biomedicine,
against which they could evaluate morally contentious clinical and scientific
issues. It is also possible in principle to go a step further and begin to test such
ethical frameworks against established ‘hard cases’ that are typically employed
to evaluate purely philosophical ethical reasoning (Draper and Ives, 2007). One
way to think about these developments is as a continuum of normative empirical
ethics where exploration, frameworks and testing become key features of a socio-
logically informed interdisciplinary bioethics. That said, we would also urge
sociologists to continue to work on the twin sociological traditions outlined
earlier: of critical sociologies of the field of bioethics, and rich sociological case
studies of ‘ethics-in-action’ in the social worlds of the laboratory, the clinic, and
beyond.

See also: Medicalization; Geneticization
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Within the context of health promotion, medical sociologists use the term ‘surveillance
to refer to activities such as surveys, screening and public health campaigns, which are
designed to monitor, regulate and induce good health practices in both individuals and
the population in general.

Health promotion refers to those planned activities that are designed to prevent
illness and improve the health of the population. Such activities comprise: assessing
health needs; developing and evaluating interventions which aim to facilitate the
improvement of people’s health status; and supporting health professionals and the
public by providing information on putatively the most effective means to achieve
good health. The goal of health promotion is to bring about change at both an
individual level (by encouraging people to lead ‘healthy’ lives) and a societal level
(by bringing about institutional changes which will make for a healthier social and,
physical environment). It is closely aligned to a branch of medicine called ‘public
health’, which deploys the disciplines of social science, biology, epidemiology,
immunology and environmental science to deal with complex health matters such
as: controlling infections; improving access to services; handling environmental
hazards; and reducing the prevalence of threats to good health. Such threats might
include substance misuse, unhealthy eating, accidents and injury, and so on.

This concept of surveillance finds its origins in the work of Foucault (1979),
and, in particular, his novel notion of ‘disciplinary power’ that he most vividly
articulated in his book Discipline and Punish. Disciplinary power refers to the
way in which bodies are regulated, trained, understood and empowered, and is
most evident in social institutions such as schools, prisons and hospitals, though
it also permeates throughout society. It is within social institutions that
knowledge of bodies is produced. For example, the observation of bodies in pris-
ons yielded criminology, the observation of bodies in hospitals contributed to
medical science, and the observation of people in social settings forms the basis
of sociology. Foucault refers to this process as power/knowledge. Disciplinary
power — a form of surveillance — works at two levels. First, individual bodies are
trained and observed (Foucault refers to this as the anatomo-politics of the
human body). Second, and concurrently, populations are monitored by regula-
tory controls — the ‘bio-politics’ of the population. A pivotal idea here is that
examining individuals and populations in tandem gives rise to social, medical and
statistical norms, and those who deviate from these norms are deemed to be in
need of treatment, rehabilitation, or correction.

Health promotion, and indeed public health, therefore form the political and
practical manifestations of what has come to be conceptualized as ‘surveillance



medicine’, which emerged as a dominant form of health and medical care in the
latter half of the twentieth century (Armstrong, 1995). Armstrong states that a
‘cardinal feature of surveillance medicine . . . is its targeting of everyone’, and that
health care is concerned not just with those who are ill but also with those who
are well. It is not only orientated towards treating the symptoms of disease, it also
seeks to identify and monitor those risk factors which serve as markers of diseases
that may be more or less likely in the future. The French philosopher Castel
(1991) makes a similar observation but uses the term ‘epidemiological clinic’
instead of ‘surveillance medicine’, suggesting that since the latter half of the twen-
tieth century we have moved away from a health care system that was premised
upon ‘dangerousness’ towards one based upon ‘risk’. In the past, the dominant
mode of working among health professionals was to err on the side of caution in
order to prevent the development of symptoms following the onset of disease.
Patients who were ill could be ‘dangerous’ to those who might come into contact
with them and of course to themselves. Today, however, health care focuses on the
social and behavioural characteristics of the person (rather than the patient), and
this in turn involves a mode of surveillance which — with the aid of technological
advances — makes the calculation and possibilities of ‘systematic pre-detection’
increasingly sophisticated. These surveillance activities create a whole new range
of risk factors. The mechanisms of health promotion surveillance therefore identify
those individuals and groups who are ‘at risk’. The concepts of surveillance and
risk, within the context of health promotion, are mutually constitutive, with the
former resulting in what Skolbekken (1995) has described as a ‘risk epidemic’.

Skolbekken (1995: 296) argues that health promotion provides ‘the ideological
frame needed to explain the present emphasis on factors regarded as risks to our
health. Through the ideological frame of health promotion we get a glimpse of
some of the functions served by the risk epidemic’. He cites these functions as
follows. First, to predict disease and death — in other words, to gain control over
disease which in turn confirms our faith in medical science. Second, it is sometimes
assumed that the findings of this type of research may help to save money as peo-
ple are less likely to require acute, and therefore expensive, services. Third, it
contributes to medicalization. Risk factors that are hypothesized to be linked to
disease come to be treated as ‘diseases to be cured’ (p. 299).

A number of sociologists have pointed to the fact that society today is character-
ized by a ‘politics of anxiety’, indeed, that it is a risk society (Beck, 1992). A point
on which all these authors appear to agree is that the risks associated with modern-
day living are person-made — they are a product of social organization and human
actions. Armstrong (1995) contrasts the health risks of today with the health risks
present in the nineteenth century. While in that earlier century such risks were
associated with the ‘natural’ environment and dangers lurked within water, soil, air,
food and climate, today the environmental factors that impinge on health, such as
acid rain and global radiation, are the (unintended) consequence of human actions.
Of course, not all contemporary health risks are ‘purely’ human products. AIDS,
for example, is the consequence of a virus. Nevertheless, the condition has come
to be conceptualized within a social matrix: it exists within a wider context of
social activities and is typically envisaged in terms of complex social interactions
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between gay men, intravenous drug users and those requiring and administering
blood transfusions. In this respect, it has increasingly become articulated in the
same terms as humanly created risks which need to be monitored and regulated
— or subjected to surveillance.

The techniques deployed in the scrutinization of these ‘risk factors’ within the
context of public health and health promotion are primarily: screening for a range
of diseases and symptoms; the collection of information on patients by health
professionals; epidemiological studies; social surveys; and qualitative studies. Once
a ‘factor’ such as eating ‘fatty foods’ is found to be statistically associated with
another indicator of ill health (or risk factor), such as cholesterol levels, it is
deemed to be a ‘risk factor’. The social aspects of eating fatty foods may then be
explored by sociologists and anthropologists who aim to answer questions such as:
Why do people eat fat? What does eating fatty foods mean to them? What is the
social and symbolic significance of eating fatty foods? This information is consid-
ered to be crucial to the development of effective health promotion. The findings
of the epidemiologists and the social scientists are drawn upon by health promot-
ers to encourage people to eat less fatty foods. The government will keep an eye
on the population’s fat consumption and set nutritional targets. Thus, surveillance
techniques and the management (or, even, social construction) of risks go hand in
hand. Mechanisms of surveillance orientated towards individual risk factors may
contribute to the formation of a new individual ‘risk identity’ (Armstrong, 1995).

The advent of the new millennium has seen a further development in relation
to the calculation of health risks and surveillance. In the late twentieth century,
health risk factors tended to be associated with lifestyles and broader social deter-
minants. By the early twenty-first century, the advent of technologies used to
identify the genetic bases and/or genetic influences on people’s health has meant
that the management of health risks has permeated biological as well as social bod-
ies. Referred to as the ‘new genetics’, these developments add a further twist to
the risk identity and give rise to what Rose and Novas (2005) term ‘biological
citizenship’. Myriad opportunities for genetic testing mean that individuals are
encouraged to be aware of, and informed about, their own genome. This gives rise
to a series of moral and ethical dilemmas that are too numerous to discuss here.
However, what is pertinent in relation to surveillance and health promotion is the
way in which biological citizens are able to undertake genetic tests to identity and
become informed about any genetic predisposition to disease that they might have.
But this is far from straightforward; for example, it is not at all clear what people
should do with this information, nor how they could alter their actions in order to
compensate for any genetic predisposition.

A particularly troubling example pertains to the way some individuals or groups
who are at greater risk of being ‘carriers’ of genetic conditions are encouraged to
opt for testing, when this is invariably within the wider context of medical dis-
courses on prevention which seek to reduce the prevalence of these same condi-
tions (Atkin, 2003). The rhetoric is one of informed choice, yet in practice there is
the spectre of discrimination and for some even eugenics. For the most part, in
relation to genetic testing for the vast majority of diseases diagnostically clear cut



genetic information is very rare indeed, and so all that can be determined through
the ‘genetic anotomo-politics’ of the body are calculations of the relative risks of
people’s predisposition towards the occurrence of diseases and/or conditions. Every-
one has a propensity towards at least some diseases and no one has a normal
genome. As Rose (2009: 74) puts it, ‘there is no normal genome; variation is the
norm’. Surveillance therefore takes a new twist: technologies of pre-detection and
prevention are no longer only limited to rehabilitating those who deviate from the
norm. The irregular is the new norm and individuals are encouraged to become
informed about and take responsibility for their personal genome and exercise
what Rose calls ‘genetic prudence’.

The sociological notion of surveillance, informed by Foucault’s work, is not
without its critics. Arguably, the idea of disciplinary power is itself inappropriate
as it under-estimates the impact of other forms of power which may be wielded
by those groups who have greater resources and, thereby, the capacity to control
and dominate others. Second, and relatedly, it is suggested that to say the mecha-
nisms of surveillance simply generate knowledge of people’s health and illness
excludes the possibility that certain interest groups might generate particular
forms of knowledge about health, disease and illness, which may serve to enhance
their commercial or professional status. Finally, it is claimed that the notion of
surveillance is overly descriptive and fails to account for the origins and motiva-
tions of change, as well as underplaying the influence of human agency. The con-
cept of surveillance, however, provides a valuable analytic tool with which to make
sense of contemporary developments within health care more generally and health
promotion in particular (Lupton, 1995). Surveillance procedures can contribute to
existing forms of repression; for example, they have negative consequences for the
health experiences of women (Nettleton, 1996). The concept of surveillance is
also useful in contributing to an appreciation of the ways in which collective, soci-
etal levels of intervention (for example, screening or education campaigns) can
have an impact upon individuals in terms of the development of their ‘risk identities’
and the nature of their interactions with health professionals (see, for example, a
study of two types of health surveillance in Sweden by Lauritzen and Sachs,
2001). Finally, the concept can enable health practitioners and health researchers
to gain an analytic appreciation of some of the societal implications of the routine
day-to-day practices of health promotion.

See also: Medicalization; Risk; Geneticization
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Medical autonomy is the publicly accepted control that the medical profession exer-
cises over the terms and conditions of its work. Medical dominance is a relative
concept, indicating the authority that the medical profession can exercise over other
occupations within the health care division of labour, patients or society. Since the
1980s, many medical sociologists have suggested that these characteristic expressions
of professional power have been reduced by external challenges.

The concepts of autonomy and dominance inform discussions of professional
power, especially in relation to the medical profession. Indeed, they have often
been used as if they were interchangeable. Clearly, they are very closely related —
logically and empirically. In a complex division of labour, only an occupation able
to exercise dominance over others can have very high levels of publicly accepted
or legitimated autonomy and vice versa. But keeping an analytic distinction
between the two is useful when analysing professional power — a recurrent theme
within medical sociology over the past fifty years. Although the theme has
recurred, the emphasis has changed. From the 1960s to the 1980s, medical soci-
ologists’ primary interest was in the origins and persistence of medical autonomy
and its social consequences. By the 1990s, the questions medical sociologists asked
were more concerned with the possible decline of medical autonomy and domi-
nance and, to some extent, with the possible negative consequences of this.

The American sociologist Eliot Freidson has made a major contribution to this
debate. In a landmark book on the American medical profession published in
1970, he argued that only certain professions, like medicine, have been ‘deliberately
granted autonomy, including the exclusive right to determine who can legitimately
do its work and how the work should be done’ (1970: 72, original emphasis). For
Freidson, possession of a high level of state-sanctioned autonomy, and, by implica-
tion, institutionalized expectations of societal trust in the occupation’s claims,
were the defining characteristics of a true profession. This autonomy had been
achieved, he argued, through an essentially political process of professionalization.
This entailed convincing, over time, the public — or at least socially powerful
groups — that the profession’s services were of value and then obtaining the legal
sanction for its autonomy. The latter was expressed in the establishment of statu-
torily-defined, self-regulating professional licensing and disciplinary systems, such
as the UK’s General Medical Council, first established in 1858 as an entirely
medical institution.

Various typologies of autonomy have been put forward in the sociological lit-
erature but three main categories are usually identified: (1) clinical or technical
autonomy — the right of the medical profession to set standards and evaluate
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clinical performance; (2) political autonomy — the right to make policy decisions
as the legitimate experts on health and medicine; and (3) economic autonomy —
the right to determine levels of personal remuneration or the level of resources
available for their work (Elston, 1991: 61). Historical and comparative analysis
suggests that these different aspects of autonomy can, to some extent, vary inde-
pendent of each other. For example, hospital doctors in the USA enjoyed a much
higher level of economic autonomy compared to their UK counterparts during the
later part of the twentieth century. While doctors in the USA could charge a fee
for services, doctors working in the UK’s National Health Service (NHS) hospitals
were salaried. However, the experience of doctors working for the UK state did
not reflect a marked diminution in other aspects of their autonomy. For example,
they had more clinical autonomy to decide how resources were spent and allo-
cated than their counterparts in the USA because they were not constrained by
patients’ varying ability to pay directly. It is also important to recognize that not
all segments of the medical profession within the same society are likely to enjoy
equal levels of autonomy. There may be differences between specialisms and posi-
tions in occupational structures and these can be related to social group member-
ship. When discussing whether medical autonomy is increasing or diminishing,
these complexities need to be recognized.

Medical dominance is also a concept that has been applied in a variety of con-
texts and to refer to different aspects of medical power. Three aspects have been
particularly significant within medical sociology: (1) medical dominance within
society generally, i.e. the profession’s cultural authority to determine, for example,
what is to be counted as sickness; (2) medical dominance over patients; and (3)
medical dominance over other occupations in the increasingly complex division of
health care labour and in the policy-making process. The first of these aspects can
be subsumed, for our present purposes, under the concept of medicalization and
the second under ‘the doctor-patient relationship’. It is the third aspect, medi-
cine’s state-sanctioned dominance over other health occupations, that is closely
associated with claims about medical autonomy — particularly in Freidson’s work.
For Freidson (1970), a crucial part of the professionalization process for medicine
(that is, its achievement of autonomy) was the gradual subordination of other
occupations, such as nursing, to medical control. As a result, although nursing in
the mid-twentieth century had considerable control over some aspects of its work,
it was suggested that it still lacked full professional status because its work was
subject to ‘doctors’ orders’ — a state of affairs that was likely to continue as medi-
cine would seek to defend its autonomy from nursing’s encroachment.

Since the late 1980s a substantial literature has been published questioning the
future of medical autonomy and, more generally, professional power and authority
(Harrison and Ahmad, 2000; Kelleher et al., 2006). As outlined below, contribu-
tors to this literature have employed a variety of concepts, drawn from different
theoretical perspectives. Before these are discussed, some preliminary points need
to be made to set the context in which these concepts have been put forward.

The first, self-evident point is that to speak of the decline of medical or profes-
sional autonomy implies that there is or was this autonomy to lose. Some have
argued that the extent of medical power and its imperialistic tendencies over



society or other occupations may have been overstated in the 1970s. However, few
would dispute that, compared with most other occupations, the social and cultural
authority exercised by the medical profession has been considerable and remains
so. Even those who would argue that major change is taking place see this as a
process that is under way, not a completed transformation. Moreover, in most
cases, those who would claim a decline in medical autonomy are linking this to
transformations that affect society generally and hence most, or even all, occupa-
tions. In this way, medical autonomy could decline while the relative dominance
and advantage of medicine over other occupations would remain unchanged.
Furthermore, there is relatively little agreement among contributors to these
debates about what would count as firm evidence for or against such a decline, or
how much of this would mark a significant change.

So, this is currently a very lively but somewhat speculative area of debate. Soci-
ologists agree that medicine in the early part of the twenty-first century has been
challenged on a number of fronts. The debate is over which, if any, of these are
significant and how they can be explained theoretically. The challenges discussed
in the literature can be categorized as arising from three main sources. The first is
the growing and changing form of involvement of third parties in the funding or
organizing of health care. Thus, in the UK, the major reforms to the NHS that have
been introduced since the 1980s — including the introduction of a more market-
driven ethos and structure — have been seen by many as constituting an attack on
producer dominance and professional exemption from external scrutiny. In the
USA, the expansion of for-profit health care corporations, the move to managed
care and associated new financial management of medical practice, have been
widely hailed as representing an encroachment on the professional prerogative, by
those organized interests who increasingly buy medical services on behalf of
patients.

A second type of challenge comes directly from the users of health care, the
public. On the one hand, there is the apparent rise of consumerism with individual
users rejecting, or being encouraged to reject, a passive trust in medical expertise
and medical reputations: a rejection expressed in increased complaints and mal-
practice allegations and in a more active involvement in clinical decision making,
or in an increased resort to alternative medicines. There is also a more collective
consumerist challenge in the form of critical self-help groups and social move-
ments, such as the women’s health movement or gay rights activism in relation to
HIV/AIDS.

The third form of challenge identified is that from other health care occupa-
tions. For example, there have been many recent developments in nursing practice,
such as the move to develop nurses’ clinical skills and expand their role into areas
previously regarded as medical responsibilities. Similar developments have
occurred in some of the other occupations characterized as ‘professions allied to
medicine’, such as physiotherapy or pharmacy. These have been seen by some
commentators as moves in a professionalizing strategy on the part of these occupa-
tions. That there are new areas of inter-professional boundary blurring in delivering
care involving medicine and nursing, and other fields, is clear. However, it is prob-
ably most helpful to follow Witz and Annandale (2006) and see many of these
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changes as being themselves related to the first kind of challenge — that from third
parties, such as the state in the UK.

Different concepts, drawing on different broad theoretical approaches, have
been used to elaborate and explain these different types of challenge. Here, there
is space to outline only the concepts particularly associated with third party and
user/public consumer challenges, and two critical alternative positions.

According to some early American contributors to the debate (notably McKin-
lay and Arches, 1985), the effect of third party commercial purchasers of medical
services on doctors’ ability to determine their terms and conditions of work was
tantamount to the incipient proletarianization of the medical profession. Drawing
explicitly on Marxist theories of the logic of capitalist development, it was argued
that the reduction in professional prerogatives such as the right to set remunera-
tion was evidence that medicine was being incorporated into the class of those
who produced surplus value for capital. Initial formulations of this position were
controversial, not least because American doctors did not greatly resemble typical
‘wage-slaves’ and because the underlying Marxist theory is itself highly contested.
Subsequent formulations from a similar perspective have tended to use the con-
cept of corporatization as less contentious and more indicative of the putative
cause of the changes than proletarianization (McKinlay and Marceau, 2002).
Neither of these concepts can be unproblematically applied in societies where
health care is mainly state-funded or provided but, arguably, some of the same
rationalizing principles that underpin corporate managed care are in evidence
here. Thus, in the UK, the concepts through which the changing fortune of medi-
cal autonomy in relation to the state has been considered include managerialism
and privatization.

For those sociologists who see the challenge to medical autonomy as mainly
arising from the public, either as individual users of services or collective groups,
what is identified is a process of cultural change for which the term ‘deprofession-
alization’ has been coined. On the one hand, exponents of this position argue that
there is a more informed, critical public, less inclined to be deferent to experts and
to express unconditional trust, a process fostered by the extensive media coverage
given to specific incidents of gross medical malpractice. On the other hand,
through increasing computerization and bureaucratic regulation (for example, in
the form of performance indicators), expert knowledge is itself regarded as becom-
ing more accessible to outsiders, enabling their trust in doctors to be better
informed. It is claimed, therefore, that there is a reduction in the knowledge gap
between profession and public and in the areas of indeterminacy that support the
exercise of professional discretion.

Both the corporatization and deprofessionalization theses have attracted con-
siderable criticism. For example, they have been seen as insufficiently histori-
cally grounded and as generalizing too much from specific, short-term American
developments. Freidson (1994) has argued that both sets of claims tend to
underplay the significance of the organized character of the medical profession. He
has suggested that, rather than the external control of medicine being of growing
significance, it was the increasing internal re-stratification of the profession that



sociologists should attend to. Through enhanced disciplinary procedures, the
promulgation of clinical guidelines and protocols and the emergence of new
cadres of medical managers, a professional elite is, according to Freidson (1994,
2001), becoming increasingly dominant over rank-and-file medical practitioners. This
in itself may weaken the coherence and hence the autonomy of the profession
over time.

Light (2010) has suggested an approach based on a more pluralist view of mod-
ern societies (or at least of the USA) than the neo-Marxism of the corporatization
thesis. He proposes that rather than presume medical dominance as the starting
point for analysis, the medical profession should be seen as only one of several
major countervailing powers in society with interests in health care, with the
other powers including the state, the health care industry, patient advocacy groups
and consumers. Light depicts a system in which these different interests com-
pete for power, influence and resources and, if one becomes predominant, a
counter-movement will develop over time. The model has the merit of including
more than the buyers and sellers of medical services — and the rise and putative
fall of medical autonomy can be set in the same explanatory framework. What is
less clear is how adequately the theory explains which interests predominate at
particular times.

There is general recognition among medical sociologists that the accounts of
medical power and autonomy that seemed appropriate to the 1970s are no longer
so clearly applicable forty years later. There are undoubtedly new challenges to
medicine’s authority, some of which have been discussed here. There is less con-
sensus however on what their significance is for the future of medical autonomy
and dominance. Time will tell whether medicine will retain its power and author-
ity, by developing a new form of professionalism, based on active trust and a part-
nership with patients, or whether its power has been irretrievably weakened by the
challenges it is now facing.

See also: Medicalization; Practitioner—Client Relationships; Trust in Medicine; Consumerism
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Mary Ann Elston and Jonathan Gabe

Trust refers to a state of favourable expectations around people’s actions and
motives as embedded and constituted within social institutions and relationships.

The concept of trust has been a prominent and recurrent theme in both social
theory and medical sociology. From a sociological standpoint it is best seen as a
form of social action, involving individuals or institutions in a social relationship,
rather than a mental state. According to Sztompka (1999), trust involves an ‘opti-
mistic bet’ about the unknown, contingent actions of others and, as such, involves
a degree of uncertainty. As with all bets, there is a chance of losing which may
create distrust.

Much of the work of social theorists (for example, Luhmann, 1979; Giddens,
1990; Beck, 1992) has revolved around three themes (Elston, 2009). First, it has
been argued that trust is becoming increasingly important for managing life in a
world which is rapidly changing and becoming more risky. Second, while the
increase in bureaucratic rationalization and an enhanced sense of risk in late mod-
ern society are generating a need for more trust, the basis for trusting has become
more precarious. People are becoming less deferential and more critical of experts,
resulting in trust having to be actively earned in particular situations. It is not only
now dependent on day-to-day experience providing the reasons for trusting some-
one, but it is also dependent on a capacity to momentarily bracket-off uncertainty
and the unknowable, in what Méllering (2001) describes as a ‘leap of faith’. Such
leaps of faith are common in decisions involving doctors and patients where there
is uncertainty and a degree of risk regarding a doctor’s competence and intentions.
Third, in contemporary society there is a growing need to trust abstract systems —
what is termed ‘distanciated trust’ (Giddens, 1990) — alongside interpersonal trust.
For such abstract systems, people occupying ‘key access points’ play a crucial role
in developing trust. Doctors can be seen to occupy such a position, representing
the ‘faceless’ abstract system of biomedicine, though trust in doctors is no longer
automatic or taken-for-granted.



In the above account, a distinction has been made between interpersonal trust
and distanciated trust in a system. The former is achieved through effective com-
municative ‘Tace-work’ between a clinician (for example, a doctor or nurse) and
their patient, and also between one clinician and another and between a clinician
and a manager. This needs to be distinguished from trust in a particular health care
organization or health care system (Calnan and Rowe, 2008a). These levels of trust
are interconnected and may be mutually reinforcing (Stevenson and Scambler,
2005), although it is possible to trust one’s clinician while also distrusting the
hospital they work in and vice versa.

Empirical research to date has focused primarily on assessing trust from the
patient’s point of view. Some have studied the nature of trust and distinguished
between new patients, who may rely on ‘network trust’ — the views of trusted family
members or friends about a physician — and continuing patients who call on ‘experi-
ential trust’. Others have talked about the ‘naive’ or unconditional trust of those
seeing a physician for the first time and ‘reconstructed trust’, established when a
patient embarks on a relationship with a new clinician after experiencing dissatisfac-
tion with their previous doctor. More often researchers have focused on levels of trust
and whether trust in health care professionals or the health care system has declined
in recent years. According to Calnan and Rowe (2008a), there is little empirical evi-
dence that trust in such professionals has eroded. They report that studies in the USA
and UK have found that trust in doctors is still high, with interpersonal skills and
technical competence both being valued by their patients. At the same time, there is
evidence that the level of trust may vary to some extent depending on the type of
illness, degree of risk and experience of medical care. Those with a life-threatening
illness like breast cancer seem to have higher levels of trust compared with those with
a condition where a diagnosis is difficult to establish (such as Lyme disease). Also,
lower levels of trust are reported when members of the public are questioned com-
pared with patients using the health care system, suggesting that while patient trust
in doctors remains high, public trust has fallen. Trust in the medical system, on the
other hand, is regularly found to be lower than for individual doctors. And in the UK
this lower level of trust in the health care system seems to be mirrored by a low level
of trust in health service managers. The latter pattern has been explained by low
levels of trust in the performance of the system (National Health Service (NHS)),
especially around waiting times and the effects of cost cutting.

According to Calnan and Rowe (2008a), patient characteristics have much less
bearing on trust than relationship factors such as the doctor’s interpersonal skills.
However, some studies have noted that older and less educated people have higher
levels of trust and that those from minority ethnic groups have less trust. Research
on masculinities also suggests that one of the reasons why men avoid health care
is because of their distrust of clinicians (Davidson and Meadows, 2010).

The different levels of trust in doctors and the system may reflect the different
significance patients attach to embodied trust and informed trust. The former
involves a reliance on reputation, competence and empathy, while the latter refers to
new tools of bureaucratic regulation, such as performance indicators, which act as
signifiers of quality (Kuhlmann, 2006). A further distinction can be drawn between
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affective and cognitive factors, with embodied trust relying on individual percep-
tions, desires and emotions, and informed trust emphasizing ‘rationalized’, instru-
mental factors (Kuhlmann, 2006). It has been suggested that structural changes in
the provision of care, such as an increase in points of access to primary care (for
example, through walk-in centres, NHS Direct/NHS111 call centres and nurse triage
clinics), may make embodied trust, based on an enduring relationship with a ‘family
doctor’, less relevant in future. Faced with care being provided by an increasing vari-
ety of health care professionals, status, qualifications and reputation may become an
insufficient basis for trusting the quality of care on offer. Rather, trust may be con-
tingent and based on the information provided, with patients rationally weighing up
the costs and benefits before accepting a proposed course of action.

Taylor-Gooby (2006) suggests that the decline in institutional or system trust has
policy implications insofar as it may undermine welfare reform. He bases this assess-
ment on the view that attempts to reinvigorate trust in institutions like the UK NHS,
based on policies grounded in rational choice and instrumental judgements, may, like
the structural changes mentioned above, have the unintended effect of undermining
so-called ‘non-rational trust’ (grounded in interpersonal relationships). The focus is
on incentivizing managers and professionals to meet targets at the expense of any
consideration of the feelings of service users. Others have suggested a more complex
picture. For instance, the decision to disclose performance data about individual
surgeons on the internet may have unexpected consequences. In a case study of the
provision of care for elective hip surgery among patients in English hospitals,
patients considered the performance data to be unreliable and as likely to be mas-
saged by managers to create as favourable an impression as possible (Calnan and
Rowe, 2008a, 2008b). This lack of trust in the data may therefore have the effect of
reinforcing interpersonal trust in doctors rather than increasing confidence in
abstract systems, as claimed by Harrison and Smith (2004) in the context of discuss-
ing developments in clinical governance. As Calnan and Rowe (2008b: 202) put it,
‘patients do not demand “proof” of trustworthiness; rather they assess for themselves
the quality of service provision based on their personal experience of care’.

Rather less research has been undertaken on interprofessional trust. It has been
suggested by Calnan and Rowe (2008a) that trust relations between hospital doc-
tors and other practitioners may be changing as clinical and professional bounda-
ries shift and professionals allied to medicine are given increasing discretion for the
delivery of services. Within clinical teams the extent of trust may depend on the
quality of communication and the sharing of knowledge. With the increased regu-
lation of working hours for both junior and senior hospital doctors in the UK, there
may be a greater reliance on formal as opposed to experiential knowledge. In the
aforementioned study of elective hip replacement in secondary care, it was
reported that trust was indicated by the degree of delegation and supervision that
senior doctors felt was necessary and possible (Calnan and Rowe, 2008a). Initially,
junior doctors in the surgical team were given a narrow range of tasks but this
widened as senior doctors came to trust their competence and reliability. When it
came to relations between clinicians and managers, distrust was more common
than trust, as managers sought greater influence over clinical activity. However,



managers could earn trust by acknowledging shared interests, by demonstrating
competence, and by making themselves visible on the wards.

While much of the attention in medical sociology has been focused on the
extent to which patients trust their doctor or the health care system, there has
been rather less attention given to trust relations between medicine and the state.
Elston (2009) has provided such an analysis. She argues that a series of medical
malpractice scandals which came to light in the UK in the mid-to-late 1990s (for
example, regarding the general practitioner Harold Shipman in Manchester and
paediatric surgeons at the Bristol Royal Infirmary) resulted in medicine’s regula-
tory institutions ceasing to be seen as trustworthy by the state. The response of the
profession, or at least its leadership, has been to seek to craft a ‘new professional-
ism’, as reflected in the report of the Royal College of Physicians in 2005. This new
position involves stressing patient partnership, accountability and transparency as
the basis for renewed trust. Such a response can be seen as primarily a defensive
move by the medical profession to head off challenges to their autonomy from the
state, against a background of growing distrust. But it can also be seen in part as an
attempt by the profession to develop new disciplinary mechanisms through self-
regulation at the individual level and through institutionalized procedures at the
meso (organizational) level (Elston, 2009).

Interestingly, medical sociologists have also come to the defence of the medical
profession in the past decade. Freidson (2001), for example, has shifted his posi-
tion from antagonist to ally. Instead of seeing professionalism as an ideology and
professionalization as a competitive power struggle, he now emphasizes the virtues
of professionalism as a way of controlling expert services, in contrast to markets
and bureaucratic mechanisms. Likewise, Harrison and Smith (2004) have dis-
cussed the dangers of distrusting doctors and imposing excessive regulations on
them. These authors reflect a shift among some sociologists from challenging
medical power to acknowledging the importance of trusting the medical profes-
sion and the problems posed by its reported decline.

While such sociologists can be said to be basing their arguments on normative
judgements about the benefits of trust for both patients and doctors, it is impor-
tant to ask whether there is a dark side to trust. Some have suggested that it can
lead to an abuse of power, as trust usually involves an asymmetrical relationship
between the truster (the subject) and the trustee (the object). In such circum-
stances trust may be used to legitimate the exercise of power and even to facilitate
corrupt practices or cover up malpractice. These abuses of power may be less com-
mon, however, if trust now has to be constantly earned, whether at the micro level
of the clinician—patient relationship or the macro level of the relationship between
the medical profession and the state.

While considerable progress has been made in studying trust, more studies are
needed regarding the nature of the relationship between patients’ interpersonal
trust in clinicians and institutional trust in health care organizations and health
care systems. And further research is also required into the changing nature of
interprofessional trust. The consequences of changes in service delivery such as
walk-in clinics for patient—clinician trust need further exploration as well.
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See also: Risk; Medical Autonomy, Dominance and Decline; Hospitals and Health Care Organizations;
Managerialism
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Nursing is an occupation involving the provision of care to facilitate the maintenance
of, or improvement in, health and/or recovery from illness and the maximum quality
of life until death. Midwifery as an occupation aspires to provide independent
woman-centred care to healthy parturient women.




Sociological interest in nursing and midwifery as occupations has centred on issues
of gender and professional power, and, in particular, on the complex historical
relationship each occupation has with biomedicine which affects its relative
autonomy and authority in clinical settings. Let us first consider nursing in this
regard before turning to midwifery.

The origins of the nursing system we see today in developed countries date from
the mid-1800s, when several societal changes prompted a new way of caring for
the sick. These changes included the institutionalization of care owing to rapid
urbanization, the transformation of biomedicine into a unified and collegiate pro-
fession that required a new type of support worker, and the need to create ‘suita-
ble’ work for middle-class women. Nursing work was associated with the female
realm of nurturing and caring, and medicine with culturally masculine labour,
namely, the ‘objective’ scientific work of diagnosis and treatment (Gamarnikow,
1978). Moreover, physicians exercised power over nurses, with the latter formally
taking orders from the former (Wicks, 1998).

Early attempts to professionalize nursing in Britain and the USA included the
regulation of training, culminating in nurse registration in the first quarter of the
twentieth century. This enabled occupational closure (Witz, 1992), that is, control
over entry to the occupation. However, the two key challenges that continue to
face elites intent on professionalizing nursing are the creation of a unique body of
nursing knowledge, and gaining autonomy from biomedicine in the use of this
knowledge. Nursing diagnosis, the idea that nursing-specific problems can be iden-
tified and mapped onto particular nursing interventions for which a registered
nurse is accountable, potentially offers nurses the formal autonomy to control a
realm of patient care.

Some studies have found that nursing has made strides in terms of control over
the social aspect of care, especially through the notion of teamwork (Svensson,
1996). However, the ‘team’ concept has been rendered problematic because doc-
tors, as team members, have been found to define work in a manner that under-
mines the relevance of the social, thereby reproducing traditional hierarchies. In
real-life clinical contexts, Davies (1995: 103) argues, the gendered logic of the
institution equates nursing work with ‘women’s work’, and has led to the failure
to take nursing seriously, instead relegating to it a secondary status relative to
medicine. As Davies (1995: 61) puts it: ‘[nursing] has clearly not had first bite at
the cherry in defining its work’, forcing it to sweep up whatever areas are left after
medicine has carved out its territory. Davies critiques the notion of the old profes-
sionalism with its masculine logic and favours for nursing a model that transcends
gendered thinking and promotes nurses who are engaged and interdependent and
can reflectively use their experience and expertise.

The complexity of clinical contexts has also been considered in relation to the
‘gray’ area where it is difficult to distinguish between nursing observations and
medical diagnosis (Allen, 1997) and where a de facto blurring of boundaries has
been found to occur (Carmel, 2006). As Gamarnikow (1991) has proposed, it is
through nursing practice that the medical ‘gaze’ is articulated. What we know
from a range of empirical studies in clinical settings in the UK (see, for example,
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Allen, 1997) and Australia (see, for example, Wicks, 1998) is that senior nurses
tend to be assertive in decision making about patient treatment and care but that
this power is largely informal as doctors may overrule nurses’ decisions when it
comes to medical diagnosis. It is the case that a growing number of nurses have
expanded their role to take on doctor-devolved duties such as independent medi-
cation prescribing, and as a group appear to wield a great deal of informal influ-
ence over decision making, including in some contexts the formation of local
organizational alliances with medicine (Carmel, 2006). Nonetheless, nursing as an
occupation appears to have made limited real gains in the ability of its members
to exercise power in formal decision making about patient care.

In turning attention to the occupational status of midwifery, we can see some
rather different issues emerging compared with nursing, as well as some shared
concerns. The greatest difference is that midwifery stakes its claim over ‘natural’
childbirth. It is the aspiration of those in what has come to be called the ‘new
midwifery’ movement, particularly active in Canada, New Zealand and Britain,
that appropriately educated midwives should exercise exclusive control over
the care of healthy pregnant woman and the process of childbirth. The current
situation in many industrially-developed countries is that obstetricians control
and manage almost 100 per cent of pregnancies and deliveries (even where
midwives actually undertake the deliveries). However, according to new mid-
wifery discourse, obstetricians would only be needed to manage the relatively
small number of pregnancies and births that midwives have assessed as abnor-
mal or potentially problematic. Central to the discourse of new midwifery is
woman-centeredness, framed in terms of choice, autonomy and partnership
between the midwife and woman. Moreover, new midwifery proponents draw
on conventional scientific evidence to support their claims that their proposed
system of care, which views the routine use of technology in pregnancy and
childbirth as unnecessary, is no more risky in terms of birth outcomes than
obstetric care. So why is it that this new midwifery has only had limited success
in selling itself? To understand the reasons why change has been slow, we need
to turn to history and consider issues of power and knowledge as exercised
through the discourses that obstetric medicine employed in order to sustain its
dominance over pregnancy and childbirth.

Up until the 1800s in many Western nations childbirth was a woman-centred
event, with female midwives overseeing childbirth without the use of technol-
ogy. During the nineteenth century, a new male-dominated science of obstetrics
as a branch of Western biomedicine developed that came into competition and
conflict with traditional midwifery. Armed with ‘new-fangled’ instruments that
we now know caused more harm than good, and with political allies that funded
and supported it, obstetric medicine gained dominance over midwifery to the
extent that midwives were relegated to the status of an ancillary occupation
working under biomedical control. It was not until the 1970s that feminist
sociologists and new midwives problematized what they argued was a spurious
relationship between the impressive improvements in mortality figures during
the 1900s and the rise of obstetric medicine (Tew, 1998). They pointed to wider



societal factors such as better nutrition, a better standard of living and ameliora-
tion in the overall health of women to account for such improvements. More-
over, the biomedical model of childbirth was criticized for processing parturient
women through a mechanical and impersonal system that socialized them to
believe that they could not give birth without technical assistance (Oakley,
1980). New midwifery discourse has emphasized the benefits of the normalizing
and humanizing potential of midwife-led models, as indicated in a recent
Cochrane review of the quality and safety of midwife-led care in Australia,
Canada and the UK (Hatem et al., 2010).

As expected, the obstetric camp has retaliated with counterclaims to defend its
position. It argues that, based also on scientific evidence, obstetric care is necessary
for all women for the following reason: since one can only define a birth as being
‘safe’ in retrospect, all pregnancies are potentially risky. Thus, we have two sets of
‘truths’ comprising diverse perspectives about the safety of childbirth — one from
new midwifery and one from obstetrics. That these two sciences draw on the same
broad methodological stances (conventional and quantitative) when it comes to
providing evidence of safety, highlights the social and cultural shaping of allegedly
‘objective’ scientific knowledge (see De Vries and Lemmens, 2006).

In practice settings, the medical profession has been found to dominate mid-
wifery to varying degrees, regulating its work practices and, in some contexts, pro-
hibiting it from legal practice (Bourgeault et al., 2004). However, it is not merely
the dominance of obstetrics that constrains midwives’ autonomy. Benoit et al.
(2005) observed definitive variations in the social organization of maternity care
across four high-income countries (namely, the UK, the Netherlands, Finland and
Canada) and argued that the extent to which states were positively disposed both
to women as workers (for example, midwives) and women as recipients of care
(parturient women), often fuelled by consumer support and market principles,
accounted for a good deal of the variation. In the Netherlands, for example,
‘woman-friendly’ state support for midwifery is high as evidenced in laws and
regulations, the education of midwives, and research into midwifery outcomes. In
contrast, in countries such as Finland, a gender-neutral emphasis and the politics of
playing down the differences between men and women rather than promoting
‘woman-friendliness’ have served to undermine the professional interests of groups
such as midwives. Benoit et al. (2005) conclude that in terms of maternity care,
biomedical determinism can be undermined in some circumstances.

Compared to nursing, which is inextricably linked to biomedicine because it
deals with actual or potential health problems, midwifery, in claiming exclusive
jurisdiction over healthy women, has the potential to break free of biomedicine
and operate quite independently. While changes in state policies and legislation
in many Western countries have seen expanded roles for nurses that cross over
into medicine’s traditional jurisdiction, state support for midwifery in some
contexts has allowed it greater autonomy and independence from medicine. As
the sociological literature on nursing and midwifery increases, the realm of
medical sociology may continue to shift towards health and healthcare sociology
in the future.
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See also: Medical Model; Health Professional Migration,; Social Movements and Health
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~~~~~~~~~~ soclal Divisions in Formal -
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Social divisions in formal health care include professional status, power, gender,
ethnicity, and socio-economic status. Such divisions represent and perpetuate
socio-cultural inequalities, nationally and globally, and can generate inter-professional
conflict.




Social class, gender and ethnicity are typically divisive because of differences in the
degree of social status and power accorded to them. Social status, usually conferred
through birth or profession, is defined by Weber (1995: 155) as ‘claims on positive
or negative privileges in regard to social prestige’ that are gained when such privi-
leges become part of everyday life, and when, through formal education, that way
of life becomes assimilated.

Social divisions occur when such privileges are unequally distributed between all
groups of people. This generates social stratification between class, gender, and eth-
nic groups. Unsurprisingly, such divisions are also present within health care, found
in the historical origins of the medical, nursing and midwifery professions through
to current concerns that ‘class differences and gender issues challenge necessary col-
laborative teamwork’ (Hall, 2005: 188). Thus, whilst all the allied health care profes-
sions are wholly interdependent, the vast difference in professional status and its
accompanying privileges is a source of ongoing conflict and dispute. Such divisive-
ness is often attributed to the ‘professional’ status accorded to medicine. Medicine
tends to be perceived as having greater autonomy in practice, and dominance in the
development and maintenance of health care structures and systems, especially
regarding its delivery. In that respect, social divisions are predicated in socio-cultural
values and the division of labour. They are at the heart of professional medical
supremacy, and have become ingrained contentious relationships that are formalized
through the professional boundaries of the various health care professions.

In Western countries, members of the medical profession were historically upper
and middle class, the majority White and male. In addition, medicine’s systemic and
structural dominance in care delivery has been buttressed by a robust and autono-
mous education system. This supports the medical profession’s internal hierarchies
and limits access to medicine in a way that both represents and preserves social
divisions of class, gender, and ethnicity. These divisions are perpetuated through
health care education as professional cultures (accompanying values, beliefs, atti-
tudes, customs and behaviours) that are taught and passed down, thereby reinforc-
ing the inequalities within and between health care professions (Hall, 2005). The
privileges enjoyed by the medical profession cause divisions between it and the
other allied health care professions. For example, doctors enjoy an education sys-
tem that enables postgraduate doctors to constantly engage in further study that is
fully resourced both materially and, importantly, with time. Nurses and other allied
health care professions on the other hand, whilst also expected to undertake fur-
ther professional development, do not have the same degree of choice in their area
of study. Neither do they have access to similar levels of material resources or time.
The lack of funding and a reluctance to release staff from work result in many
nurses either developing a negative attitude towards continuing professional devel-
opment, or giving up their own time, money, and often their annual leave in order
to achieve postgraduate qualifications (Schweitzer, 2010). Combined with the
initial differences in pay between junior doctors and nurses, this inequality means
that the former are able to advance more rapidly up the salary and hierarchical
scale than their nurse counterparts. Thus, socio-economic divisions persist between
nursing, allied health care professions and the medical profession.

In the UK, the state largely dictates both nursing and the allied health care pro-
fessions’ salary scales and professional development. Since Florence Nightingale
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argued that nurses should be taught and educated, the nursing profession has
fought to further its own autonomy and professional status by developing its edu-
cational base. During the 1990s this involved pre-registration and postgraduate
nurse education moving from nursing colleges to mainstream universities and
removing student nurses from the duty roster (introduced under Project 2000) to
encourage a more learner student approach to that of contracted worker. However,
the aim to produce more highly educated and skilled nurses was undermined by
the government’s stipulation that the entry gate into nurse education be widened.
This widening enabled larger numbers of students to be recruited onto professional
programmes. However, the intention that Project 2000’s academic curriculum
would produce ‘knowledgeable doers’ was undermined by lower entrance require-
ments and the recruitment of less academically advanced students. Thus, whilst
there was an increase in the numbers recruited from lower socio-economic back-
grounds, subsequent opportunities for qualified nurses to advance up the social
ladder remained limited as the status of nurse education remained the same — or in
fact worsened, as Project 2000 was accused of producing registered nurses who
were neither academically competent nor clinically skilled (Ramprogus, 1995).
Further social divisions within formal health care also developed with the introduc-
tion of more health care assistants (HCAs). HCAs were needed to fill the gap as
student nurses under Project 2000 were removed from the duty roster and given
supernumerary status. Currently, nurse education has moved from diploma to
degree-only pre-registration programmes in an attempt to redress these concerns.
Throughout its broader historical development, nursing in Britain struggled to
gain greater professional status. Florence Nightingale aimed to make nursing a
more ‘respectable’ profession, one that was appropriate for upper- and middle-
class women of ‘good moral standing’ (Smith and Mackintosh, 2007: 2215). Now,
just as in Nightingale’s time when the working classes undertook the majority of
‘dirty’ work, unqualified HCAs perform these tasks when ‘supporting’ qualified
nurses. Divisions and disadvantage within nursing therefore continue to centre on
the issue of basic, hands-on care or ‘dirty work’ (Allan, 2007). This is now repre-
sented within an ideological battle which suggests that if qualified, ‘professional’
nurses undertake basic hands-on care this will undermine their professional status.
Thus, low paid HCAs (who are mainly lower socio-economic income bracket
female workers) are now predominantly responsible for the ‘dirty work’ in nursing
care, reinforcing socio-economic social divisions within the profession.
Historically, divisions focused around the dirty and caring nature of nursing were
also significantly linked to the gender disparity between the health care professions.
Medicine traditionally consisted of predominantly male practitioners, while female
workers were largely found in nursing and the allied health professions. However,
the gender composition of medicine has radically changed across the UK, the
Nordic countries, Russia, Australia and the USA, with a significant increase in the
number of women. The increasing share of women in the UK medical profession
is well illustrated in a Royal College of Physicians’ Report (Elston, 2009). Accord-
ing to that report: ‘Compared with the early 1960s, the number of men entering
medical schools each year has doubled: but for women the number has increased
by a factor of ten’ (p. 1). In 2007, 40 per cent of all doctors in the UK were women:



42 per cent of these were GPs and 28 per cent were NHS consultants (Elston,
2009). Such changing demographics have led to the suggestion that the delivery of
medical practice will shift in response to the female needs for part-time work and/
or career breaks that are necessary for child rearing (Kilminster et al., 2007).

In addition, it has been claimed that an increase in women has led to medicine
becoming feminized, focusing more on the therapeutic, preventative and com-
munication side of medical practice at the expense of scientific, rational process
(Philips and Austin, 2009). The feminization of medicine is now widely debated
across the West. Feminists argue that medicine’s inflexible structural inequalities
alienate its female members, thereby protecting male supremacy and prestige,
whilst other feminist writers suggest that the impact of medical training actually
neutralizes gender differences, thereby inhibiting the positive values and skills that
women bring to the profession (Levinson and Lurie, 2004). That this debate even
exists highlights the ongoing power of gender division, representing social inequalities
within wider society as well as within the health care professions.

The debate around the feminization of medicine is linked to social construc-
tions of ‘care’ as a ‘natural’ feminine quality, indicative of women’s supposedly
‘innate’ nurturing ability, and is also linked to emotion, which is perceived as
irrational. This is in contrast to science, denoted as masculine and reasoned; the
social difference being one of an increased status and prestige for science over
care. Because caring is feminized and deemed vocational, the satisfaction in under-
taking this kind of work is considered a reward in itself, and therefore constitutes
a valid reason for why nursing care, for example, need not be overly financially
rewarded (Rafferty, 1996). The nursing profession has worked hard, therefore, to
move away from its gendered image in order to raise its professional status
(Davies, 1995). However, gender continues to play ‘a significant part in reproduc-
ing disadvantage among nurses who are generally regarded as underpaid for their
work, irrespective of speciality or position’ (Smith and Mackintosh, 2007: 2215).
For example, in the 1980s only 10 per cent of nurses were men but 50 per cent of
these were in management positions. Consequently, when pay for nurse management
positions increased in the 1980s, higher salaries became definitively linked to
higher status ‘male work’ as opposed to lower status ‘female work’.

These existing socio-economic, gender and status employment divisions within
nursing are now being reinforced by the increasing numbers of migrant workers in
health care (Smith and Mackintosh, 2007). Since Mary Seacole, a healer and herb-
alist from Jamaica, was first ostracized when she wanted to nurse in the Crimea
alongside Nightingale and her nurses, Black and Asian health care workers have
been subjected to racism, exploitation, and unfair treatment. They are more fre-
quently found in lower paid, disadvantaged positions. Like the UK, in many West-
ern countries health care is dependent on migrant nurses. Migrants fill less desira-
ble positions, such as caring for older adults or adults with learning disabilities, as
well as undertaking agency work which tends to be lower paid. Currently, signifi-
cant numbers of nurses, educated in India, the Philippines, South Africa and Sub-
Saharan Africa, have been recruited into Western health care systems. This migra-
tion of health care workers reflects and reinforces global inequalities. Populations in
these nations are left with fewer skilled health care workers, contributing further
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to poorer health outcomes and the ongoing disparity between a currently rich
West and the rest of the world.

Hochschild (2004) has described the transplantation of care workers from the
poor South to the rich North as a ‘heart transplant’. This is where migrant workers
from poor countries leave their own children and elderly relatives to gain employ-
ment caring for the children and elderly in families and communities in more
affluent nations. In doing so, rather than providing love and care for their own
family, they give it (or, rather, sell it) to others. Hochschild, who writes on emo-
tional labour and the commercialization of feeling, asks: ‘is an emotion a resource
like gold or ivory that can be extracted from one place and taken to another?’
(2004: 26). She suggests that the giving of ‘love’ by immigrants has become an
exploited commodity.

In addition to the reproduction of social divisions in health care through global
migration, there is significant inequality in the representation of ethnic minorities
within health care work. In the USA, a lack of racial representation in medicine,
dentistry and public health professions has been linked to disparities in the quality
of care received by minority populations. This is because Black patients are more
likely to access care from Black health care professionals than their White coun-
terparts. However, in the USA, ethnic minority health care professionals comprise
only ‘5% of dentists, 6% of physicians and 9% of nurses’ (Mitchell and Lassiter,
2006: 2094). Social divisions within health care, therefore, significantly reduce the
capacity of the professions to draw on the talent of individuals dispersed across all
sections of society. This perpetuates and compounds wider social inequalities that
directly impact on patient/client need. In the UK, the picture is somewhat differ-
ent, possibly given the historical legacy of the government’s recruitment policies
(BMA, 2009). However, while minority ethnic groups tend to be ‘over-repre-
sented’ in medical schools, for instance, disparities remain. Thus, in 2008, for UK
applicants to medical schools, Whites had the highest acceptance rate (55 per
cent), while Black-African, Black-Other and Asian-Bangladeshi had the lowest
rates (24 per cent, 26 per cent, and 30 per cent respectively) (BMA, 2009: 45).

In conclusion, the division of labour amongst health care professionals is an
important topic for medical sociology, as well as policy and practice. The complex-
ity of patient need is dependent on the interdependent and integrated provision
of care across the professions. Such care necessitates inter-professional collabora-
tion and therefore shared responsibility and accountability. However, matters are
complicated by persistent social divisions including socio-economic, gender, and
ethnic inequalities. These divisions are also perpetuated within formal health care
by socio-cultural norms predicated in the recruitment, education, and organiza-
tion of service delivery. As discussed above, this is also unfolding on a global stage.
All of this begs a question: can a genuine collaboration between and within the
professions be achieved, when the global differences of social status and its
accompanying privileges generate such persistent social divisions?

See also: Medical Model; Nursing and Midwifery as Occupations; Health Professional Migration;
Informal Care
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A phenomenon that increasingly raises critical ethical and policy concerns, the migra-
tion of health professionals from largely low and middle to high income countries
involves a range of issues, from the integration of internationally educated health
professionals to the consequences of their migration for health system sustainability.

The migration of health professions is not a new phenomenon, and the role that
internationally educated health professionals (IEHPs) play in some Western health

>
)
Q
=
3=
@ (2
o |O
=@
O |lwm
S| w»m
o
>
Q

169



O
e
)
©

C

©
=

-

o

=
=
=

©

)
e

170

division of labour

systems has always been important. The labour market in health care, however, is
becoming increasingly global in scope, in part because labour mobility across
national borders is facilitated by many international trade agreements and by neo-
liberal globalization policies more generally. The recent shift in the volume and
pace of migration, and in particular the movement of much needed health person-
nel from low and middle to high income countries, has raised a number of ethical
and policy concerns (WHO, 2006). The controversy focuses on the consequences
of this more rapid migration, particularly in terms of severe staff and skill shortages
for the health systems in many ‘source’ countries. The ethical issues these trends
raise are not limited to global health policy circles; they have also permeated for-
eign policy agendas more broadly (Bach, 2003). More recently, we have also
started to witness the increasing migration of health professionals from some
developed Western nations, such as Ireland and Greece, following massive govern-
ment cuts to health services in the wake of the 2008 banking crisis and its delete-
rious impact on working conditions.

A snapshot of the flow of health professionals into the most saturated immigrant
health labour markets of the USA, the UK, Canada and Australia is worth consider-
ing. Data gathered from the early 2000s reveal that the USA has the largest number
of international medical graduates (IMGs) (208,733), followed by the UK (39,266),
Canada (15,701), and Australia (14,346). The percentage of IMGs in each country
produces a different demographic reality: the UK has the largest percentage of
IMGs in its physician workforce (28.3 per cent), followed by Australia (26.5 per cent),
the USA (23.1 per cent), and Canada (23.1 per cent) (Mullan, 2005). In the case
of nurses, those trained abroad make up 13 per cent of the workforce in Australia,
10 per cent in the UK, 6-7 per cent in Canada, and roughly 5 per cent in the USA
(WHO, 2006). Again, the data reveal that the USA has the largest number (99,456),
followed by the UK (65,000), while Canada (19,061) has a significantly lower
population of internationally educated nurses (IENS).

Other important trends that have shifted are in terms of the source of [IEHPs. A
high percentage of IMGs working in the USA, the UK, Canada and Australia
originally came from lower-income countries. The IMG workforce of the UK has
the highest percentage of IMGs from lower-income countries (75.2 per cent), fol-
lowed by the USA (60.2 per cent), Canada (43.4 per cent), and Australia (40.0
per cent). Key source countries for physicians include India and South Africa. The
Philippines is a primary source of IENs to the USA (50.2 per cent), the UK (46
per cent) and Canada (29.3 per cent), whereas nurses from New Zealand make up
the largest demographic group in Australia. In both cases the source countries are
linked to destination countries in a way that reveals the legacies of colonialism
(Nestel, 2006).

Much of the literature in this area focuses on the factors that push health profes-
sionals from their country of origin and pull them to their destination country.
Typical ‘push’ factors include: low pay, poor working conditions, a lack of resources
to work effectively, limited career and educational opportunities, unstable or dan-
gerous work environments, and overall economic instability (see, for example,
Aiken et al., 2004). Some have suggested that given that nurses are primarily



female, they often emigrate because their opportunities for wages in their usually
more gender equitable host country greatly surpass those they could attain in their
home country (Brush et al., 2004). Factors that pull IEHPs to typical destination
countries include: higher pay, better working conditions, better resourced health
systems, career opportunities, the provision of post-basic education, opportunities
to travel, and political stability (Aiken et al., 2004). Although migration is often
depicted as being individually motivated and economically driven, it is also a cul-
tural and social phenomenon. Choy (2004), for example, argues in her analysis of
the migration of nurses from the Philippines to the USA that, ‘the desire of Filipino
nurses to migrate abroad cannot be reduced to an economic logic, but rather
reflects [an] individual and collective desire for a unique form of social, cultural
and economic success’, which she argues was seen as ‘obtainable only outside the
national borders of the Philippines’ (p. 7).

The migratory flows of IEHPs are also intricately linked to key human health
resource policy decisions that have been made both in destination and source coun-
tries. Canada, the USA and Australia, for example, all draw upon IMGs to help
address shortages in underserviced areas through the use of a range of policy instru-
ments, ranging from visa waivers (in the USA) to temporary licenses and direct
recruitment (in Australia and parts of Canada). IENs have become a critical resource
in the older adult care sector in the USA, the UK and Canada (Spencer et al., 2010).
Most stakeholders in these countries share the position that these are at best tempo-
rary solutions. Indeed, it has been argued that governments and employers in destination
countries have tended to rely on international recruitment rather than focus on the
underlying problems that have resulted in domestic shortages in health workers
(Bach, 2003). The broader context in ‘source’ countries that affects health profes-
sional migration can be linked to neoliberal policies, such as Structural Adjustment
Programmes, i.e. macroeconomic interventions, also dubbed austerity measures,
which amplify social inequalities. These programmes have resulted in severe public
sector cutbacks in the health care system, layoffs, and underemployment of health
workers who may feel compelled to migrate for employment (Packer et al., 2008).

The literature also reflects a concern with the experiences of IEHPs in work-
places in their destination country. Early research by Joyce and Hunt (1982) found
that IENs working in the USA experienced many difficult and unexpected prob-
lems, including the prejudice of other workers, assignments to onerous tasks, and
distress from family separation. Canadian research has also shown that IENSs, par-
ticularly those of colour, tend to occupy the lowest echelons of the profession
(Calliste, 1996). Similarly, IMGs expressed dissatisfaction with their concentration
in less prestigious practice settings, a lack of recognition of their professional back-
grounds, and the questioning of their authority by patients (see, for example, Bernstein
and Shuval, 1998). These experiences, however, were found to attenuate the longer
they were in their destination country (Brown and James, 2000).

The particularly gendered experience of family separation has been conceptual-
ized by Hochschild (2000) in terms of ‘global care chains’. This refers to the
global transfer of paid and unpaid care labour from women in low and middle to
high income countries and the ways that these transfers of care connect children,
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families and countries across the globe (Yeates, 2004). It also describes the increas-
ing feminization of migration which responds to the care deficits in high-income
countries left by women’s increased labour force participation. What remains
behind is another care deficit that is largely borne by grandmothers, aunts and
daughters left at home, but one which is buoyed by the remittances that migrant
care workers in high-income countries are able to provide. Although Hochschild
discusses domestic workers and nannies, Yeates (2004) has argued that these
trends apply equally to the highly-skilled nursing labour sector.

There is limited literature on IEHPs who migrate but cannot find work in their
profession — dubbed a ‘brain waste’ issue. A notable exception is research on the
massive emigration of physicians from the (o0ld) Soviet Union to Israel, when it had
an open, non-selective migration policy. Bernstein and Shuval (1998) situate the
experiences of Soviet physicians in Israel within an implicit professional social clo-
sure model. Briefly, this approach delineates how the closure strategy of exclusion
based on credentials limits and controls the supply of entrants to an occupation; in
response, those excluded attempt to gain entrance into the profession by employ-
ing inclusionary strategies. These two strategies are employed to either open or
close doors to professional practice, depending on the key market factors of need,
supply and distribution. Using this approach, Bernstein and Shuval (1998) describe
the mechanisms used by the more dominant Israeli physicians to maintain elitism
and control over immigrant physicians in a highly saturated medical labour market.

Brain waste issues have been particularly salient in Canada, especially for IMGs,
and in response several policy initiatives have been undertaken to better inform
physicians considering moving to Canada of the integration process; to create spe-
cific programmes to bridge the competency gap between international and local
requirements; and to address associated economic and linguistic barriers to profes-
sional integration (Bourgeault, 2007). Making it easier to become integrated, cou-
pled with the practice of international recruitment, gives rise to another ethical
dilemma — that of exacerbating the brain drain from source countries which in
many cases desperately require their locally developed health care professionals.

International migration is commonly viewed as exacerbating shortages in source
countries, particularly in Sub-Saharan Africa, where the WHO (2006) has stated
that the shortage and migration of health workers threatens the sustainability of
their health systems. Among destination countries, the UK has stood out in terms
of its explicit policies to address the ethical issues resulting from the active recruit-
ment of health workers from countries in need, perhaps because it was the recipi-
ent of the fiercest criticisms for its active recruitment from these countries in the
late 1990s. It was the first, for example, to establish an ethical code to guide its
recruitment practices within the National Health Service, though many have
argued this had little effect, in part because it did not apply to the private care
sector (Packer et al., 2008). Ethical issues are also salient in Canada and Australia,
but the decentralized and federated nature of their health systems makes coordi-
nated policy difficult. Despite having some of the most vocal critics of the health
professional brain drain (Aiken et al., 2004; Mullan, 2005), the USA has done
little in terms of putting in place policy to combat it.



Brain drain issues are most salient in source countries for obvious reasons, but are
not as simple as mapping out the consequences arising from the emigration of their
much needed human resources for health and health care. In some source countries,
most notably the Philippines and India, there seems to be a bifurcation of interests.
On the one hand, there is legitimate concern among some stakeholders about the
consequences of the massive migration of their health professionals. Although cited
as a model of managed migration, basic health indicators in the Philippines have
worsened since the enactment of their health labour ‘export’ policy. Over 4,000
doctors working in the public health sector have retrained as nurses in order to
migrate (Packer et al., 2008). On the other hand, the migration of health workers
is seen as a ‘development’ tool because of the remittances that health workers, and
nurses in particular, provide to their families back home. Remittances remain largely
as a private infusion of funds rather than public funds to sustain the health system.

In conclusion, health professional migration is clearly influenced not only by a
wide range of policy decisions within and beyond the health sector in both source
and destination countries, but also by the broader context of postcolonial ties and
growing global inequity. One must also consider that the situation is more com-
plex than a simple dichotomy because some countries can be both a source and
destination; Canada and South Africa, for example, experience an outflow but also
benefit from an inflow from other even more disadvantaged nations. So-called
‘chain’ migration, which involves countries that migrating health professionals
transit through, such as in the Middle East, on their way to their ultimate destina-
tion, also needs to be more fully taken into consideration in both policy and the
literature on health worker migration. Stakeholders and policy makers in all
countries — source, destination and transit — will need to at least consider how to
address more explicitly ethical concerns in light of the WHO Global Code of
Practice for the International Recruitment of Health Personnel which was adopted
at the most recent World Health Assembly in May 2010. This code, although not
mandatory, seeks to establish and promote principles and practices for the ethical
international recruitment of health personnel as a core component of national,
regional and global responses to the challenges of health professional migration
and health system strengthening. It remains to be seen how realizable these prin-
ciples will be, given widening global inequalities and the increasingly transnational
nature of health labour flows. In that respect, future research in medical sociology
could make a valuable contribution to our knowledge of these processes.

See also: Neoliberal Globalization and Health Inequalities; Nursing and Midwifery as Occupations;
Informal Care
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Complementary and alternative medicine (CAM) refers to a broad set of theories and
practices distinct from those of biomedicine and allied therapies.




Complementary and alternative medicine (CAM) is a form of medicine that is
commonly juxtaposed with biomedicine. The introduction of the 1858 Medical
Registration Act in England defined and regulated the diversity of ideas and
practices that formed the basis for scientific medicine. The Act established a
General Council of Medical Registration and Education (the GMC), distin-
guished qualified from unqualified practitioners, and provided the former with
legal rights and duties. Mesmerism, spiritualism and other therapeutic
approaches, as well as a vast range of ‘cures’ and patent medicines that com-
peted for the public’s attention, were now grouped together and collectively
denigrated as ‘quackeries’. Long-held beliefs about health and illness and asso-
ciated treatments were marginalized and depicted as irrational and anti-mod-
ern. In effect, only biomedical doctors could now claim to follow scientific
methods.

During the nineteenth century an epistemological divide was established
between biomedicine and CAM. To put it simply, biomedicine conceptualizes
pathology in relation to the individual body and disease as a result of internal or
external factors that may be located and understood. In contrast, CAM approaches
take a holistic view of the body and illness is considered to emanate from distur-
bances in some combination of the psychological, spiritual and social environment
(Ernst et al., 2008). CAM therapies typically involve utilizing the body’s capacity
for self-repair and recognizing the need to restore balance, rather than addressing
a disease process or preventing particular symptoms from developing. Note that
this brief history of CAM is situated within the emergence of biomedicine in the
West. Since 1858 there has been a struggle between scientific medicine and CAM
to establish the boundaries around medicine and the therapies that are taught,
studied and practised in university medical schools, with CAM generally being on
the losing side. However, CAM is a culturally-based concept and so it should be
remembered that different cultures have differing notions of what is ‘conventional’
medicine.

There is a degree of ambiguity built into CAM as a category because it covers
a wide range of beliefs and practices where the only shared characteristic
involves an unfavourable comparison with biomedicine. Indeed, while CAM
has become a ubiquitous term it includes two rather different approaches.
Complementary medicine generally refers to interventions that may be used in
conjunction with biomedical treatments; for example, yoga may be included in
a conventional course of treatment provided by a medical practitioner. This has
given rise to what is known as ‘integrative medicine’ whereby selective CAM
therapies are incorporated with conventional care. Thus, within Britain’s NHS,
techniques from acupuncture may be used for pain relief. However, critics
would argue that conventional medicine dominates such arrangements and that
there is a loss of the essential features of CAM approaches. Those therapeutic
approaches that cannot be successfully followed at the same time as medical
treatment constitute alternative medicine. Alternative medicine is held by
orthodox clinicians to pose a threat to patients’ adherence to biomedical treat-
ment. However, CAM users may not report CAM use to their doctor.
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Drawing on the sociological literature about professions, the relationship
between CAM and biomedicine can be seen as part of an ongoing economic,
political and cultural struggle by the medical profession to maintain a legally
guaranteed occupational monopoly (Saks, 2003). Evidence-based medicine
(EBM) gate-keeps professional legitimacy and this largely excludes CAM prac-
titioners and their holistic approach to health. However, various CAM practi-
tioners have gained a degree of recognition, including professional status and
state regulation with the attendant authorized training and statutory bodies.
The achievement of professional status is the result of being willing to reorient
towards the scientific paradigm and increased specialization that are rejected
by some advocates of CAM (Cant and Sharma, 1999). Professional status cre-
ates the possibility for therapies to be provided under national health care
systems such as the NHS (Report of the House of Lords Select Committee on
Science and Technology, 2000). In the UK and USA osteopaths, chiropractors,
naturopaths, acupuncturists and homeopaths have a recognized legal status. For
example, in the UK the General Osteopathic Council and General Chiropractic
Council were established in the 1990s and, as with the General Medical Coun-
cil, both maintain a register of practitioners and hold disciplinary hearings.
However, professionalization strategies with the attendant regulation and
standardization of CAM education and practice may restrain the scope of prac-
tice for traditional CAM practitioners. Homoeopathy has been part of the NHS
since its inception, although the public funding of this therapy has been chal-
lenged in recent times due to a lack of clear outcomes from systematic reviews
of the EBM research. In particular, it is difficult to separate a homoeopathic
intervention from that of a placebo in clinical studies, thereby raising doubts
about the effectiveness of the whole approach. The risk for CAM practitioners
and their therapeutic approach is that failing to demonstrate the clear benefits
and doubts about the veracity of a treatment, from an EBM standpoint, pro-
vides the basis for removing public funding and recognition. Yet such chal-
lenges are unlikely to diminish the public’s enthusiasm for CAM and the
diversity of products and practices that promise to maintain health and allevi-
ate symptoms.

Part of the history of medicine includes the spread of biomedicine in colonial
times and more recently as a result of the globalizing power of capitalism. The
consequent marginalization of local cultures and practices included long-estab-
lished belief systems about health and illness. Indeed, sociologists and anthro-
pologists will sometimes make a distinction between CAM and traditional or
folk medicine. This once again reveals the somewhat ethnocentric nature of the
way CAM is defined in that it is conceptualized in relation to Western-based
medicine. Such a stance ignores the possibility that CAM is a culturally-based
concept and, as stated above, different cultures have differing notions of what is
‘conventional’. In some countries, traditional medical practitioners are more
accessible for large sections of the population than medical doctors and the
attendant apparatus of scientific medicine. Traditional medical systems have



been developed over thousands of years and are grounded in culture-bound
understandings of what it is to be human, people’s relationship with the natural
environment and spirituality.

While some traditional approaches have been lost, others, such as the Indian
medical Ayurveda and Traditional Chinese Medicine (TCM), are widely used
today. TCM is based on the concepts of yin and yang and of Qi energy. Treatment
may involve the use of herbal remedies, acupuncture, acupressure and massage.
Herbs are credited with qualities such as ‘cooling’ (yin) or ‘stimulating’ (yang) and
are used, usually in combination, according to the perceived deficiencies or
excesses of these qualities in the patient. In China biomedicine is often practised
alongside TCM and most public general hospitals have traditional medicine
departments. Plant-based medicines, meditation, massage and yoga form part of
Ayurveda treatments. Developed in India, Ayurveda is a Sanskrit word that when
translated means ‘practices of longevity’; it emphasizes a healthy lifestyle and the
rejuvenation of the body and mind. In India Ayurvedic practitioners may be
trained together with students of Western medicine. This co-existence of differing
medical theories and practice has been referred to as ‘medical pluralism’. The
increased popularity of CAM approaches amongst consumers who have access to
biomedical health care has been seen to mark a ‘new medical pluralism’ (Cant and
Sharma, 1999).

Consumer demand for CAM therapies has been increasing in countries
where biomedicine dominates the health care system. Many CAM approaches
resonate with increased public scepticism about science and the commodifica-
tion of health that equates healthy bodies and lifestyles with material success
and ontological security. Acupuncture, chiropractic, herbalism, homoeopathy,
hypnotherapy, spiritual healing and osteopathy are among the most popular
CAM therapies used by consumers in the West. Like conventional medicine,
more women than men use CAM and they are more likely to come from higher
socio-economic groups. Consumers typically seek alleviation from musculo-
skeletal symptoms as well as advice about allergy problems, neurological and
psychological issues. A desire to maintain a high level of bodily and psycho-
logical wellness, as well as addressing problems that are not easy to diagnose
conventionally (for example, lack of energy), may result in self-diagnosis and
the use of CAM products.

In an era characterized by life planning, risk and reflexivity, the holistic and
spiritual nature of CAM approaches may provide many people with an answer
to the question, ‘how shall T live?’ (Giddens, 1991: 14). The self-surveillance
and restraint that are part of many CAM therapies are congruent with the
contemporary discourse about self-responsibility and self-fulfilment. It is in
this context that CAM has been linked to a postmodern turn, comprising an
emphasis on authenticity, the consumption of the ‘natural’, and a willingness
to challenge medical expertise (Tovey et al., 2007). At the same time, an
investment in CAM therapy is not discordant with putting trust in the doc-
tor—patient relationship and the apparatus of biomedical science (2007).
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Indeed, many individuals draw on a plurality of practices in order to foster
well-being, maintain health, and address illness. This, in itself, could also be
related to postmodern selthood, defined as a ‘pastiche’ that borrows from
diverse sources and traditions.

CAM continues to be of interest to medical sociologists. Recent work has, for
example, examined wellness and CAM use (Sointu, 2006), the relationship
between CAM and biomedicine (Hirschkorn, 2006), and how CAM comprises
forms of ‘body work’ (for example, in the context of homeopathy and osteopathy,
where bodies are relational, communicative and tactile) (Gale, 2011). In explor-
ing CAM, researchers are drawing on and expanding the heritage of sociological
theory and research, including an interest in the power relationship between
CAM and biomedical approaches and practitioners and the behaviour of consum-
ers in an era of increasing scepticism about scientific expertise. Future research
needs to address the impact of the economic constraints on CAM provision
within centrally organized health care systems, the role of CAM within aging
populations, the embodiment of CAM in body-oriented societies, and the place
of CAM within new diagnostic and treatment regimes such as regenerative
medicine and pharmacogenetics.

See also: Medical Model; Trust in Medicine; Consumerism
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Emotional labour is the induction or suppression of feeling in order to sustain an
outward appearance that produces an emotion in others. This kind of labour is
controlled by employers and can be seen as a commodity that has an exchange
value, even though it draws on a deep sense of self that is integral to the individual.

The concept of emotional labour was first developed by the American sociologist
Arlie Russell Hochschild (1983). She was interested in how emotion was used as a
commercial commodity to sell products, images and organizations. She drew on the
work of Goffman, Dewey, Gerth, C. Wright Mills, Freud and Darwin to create a
bio-psycho-social interactionist approach towards emotion and how it was managed.
She suggested that in the private sphere individuals learn through socialization how
to manage their emotions based on feeling rules. Feeling rules are moral social values
that act as internal and external constraints on what emotions should be displayed
and exchanged in differing social situations — for example, it is acceptable to laugh
at a party and cry at a funeral irrespective of one’s actual feelings. Hochschild termed
this ‘emotion work’ (a term she used interchangeably with ‘emotion management’),
because the management of emotions takes work to achieve.

Socially appropriate emotions are displayed through surface or deep acting.
Surface acting is where an individual pretends to feel an emotion they do not really
feel — for instance, displaying humour and laughing at a joke they do not actually
find funny, for the benefit of the social group. In deep acting, the individual draws
on feelings they have learnt through their emotion memory or imagination to
generate feelings that they believe they really do feel — for example, by remember-
ing what it felt like when one fell over, it is possible to generate a feeling of sym-
pathy for a friend who has just done the same.

Hochschild argued that private emotion work is exploited in the workplace,
where it undergoes transmutation into emotional labour, a saleable commodity that
is subject to the supply and demand of market forces. Emotional labour therefore
is sold for a wage and has exchange value. Drawing on empirical data on the emo-
tional labour of flight attendants, Hochschild suggested that commercial companies
train their workers in what emotions are appropriate to display and what are not.
Their emotional labour requires them to ‘induce or suppress feeling in order to
sustain the outward countenance that produces the proper state of mind in others’
(1983: 7). This proper state of mind in others is used to deliver the product the
company is selling. In the case of the flight industry this has traditionally been
a pleasant, predictable and efficient travel experience that encourages con-
tented customers to re-use an airline. Irrespective of their actual feelings, there-
fore, flight attendants are not allowed to display anger, frustration or anxiety
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towards customers, and are instead expected to display geniality and hospitality. The
flight attendants’ emotional labour is taught and monitored by the company. How-
ever, with the arrival of budget airlines and the expansion of the flight industry, ‘speed
up’ has occurred in service delivery. With a massive increase in passenger numbers,
the time and consideration spent on emotional labour has been significantly reduced.
As a consequence, emotional labour has become less valuable to the company,
although flight attendants are still expected to carry it out. This has resulted in them
experiencing emotional inauthenticity and ultimately an alienation of the self.

Unsurprisingly, emotional labour has been applied to the health and social care
professions, and in particular nursing. Smith (2012) argues that like Hochschild’s
flight attendants, potential nurse applicants are screened for their nurturing and car-
ing personality, and are then carefully taught the principles of emotional labour as
applied to nursing care. This is then monitored as they develop as professional carers.
As with Hochschild’s flight attendants, therefore, nurses have to display a caring
attitude even towards difficult and rude patients. However, the application of emo-
tional labour to the caring professions is not straightforward. Bolton (2000: 584)
argues that emotional labour in nursing is in fact emotion work (pertaining to the
private sphere) and not labour (which is controlled by employers for commercial
gain) because it is offered as a gift: ‘the emotion work nurses offer to patients is given
with little or no expectation of a return on their investment’. As a gift, emotion work
can be given freely or not at all — this suggests that emotion work is not an integral
component of nursing care. Arguably, this is to misunderstand the reciprocal
exchange of emotion that takes place in the giving of care and receiving of thanks
between nurses, patients, and their relatives. Seeing emotion work as a gift also fails
to acknowledge that patients need such care because they are sick and vulnerable;
they have no choice but to trust those who care for them and effectively have power
over them. By acknowledging emotional labour as a component of nursing practice,
nurses are rightly made accountable for that care (Theodosius, 2008). Seeing emo-
tion work as a ‘gift’ also does not take into account that nursing care in the US
healthcare system is highly commercialized, with emotional labour being demanded
by patients as a commodity to which they have a right (Bone, 2002).

The application of emotional labour to nursing is also important because it chal-
lenges the assumption that nurses are naturally predisposed towards caring. As
Smith (2012) points out, care and caring are not innate; rather, nurses need to
learn how to care, and how to manage both their own and others’ emotions.
Equally, the application of emotional labour challenges gendered emotion conno-
tations that depict predominantly female nurses as naturally caring and rewarded
with satisfying jobs. Instead, the concept of emotional labour suggests that the
ability to care is both taught and hard work, and should therefore be recognized
as such both financially and professionally (Smith, 2012).

The gendered nature of emotion as the antithesis of reason or science — considered
as masculine concepts and therefore desirable — is, however, problematic within a
broader division of labour where predominantly female or feminized nursing staff
are subordinated to masculine medical practice. Under such conditions, acknowledg-
ing emotional labour as central to nursing practice may compromise nurses’



professional standing and might be seen to weaken the status of the nursing pro-
fession’s knowledge base. Unsurprisingly, perhaps, the low status attached to
emotional labour is accepted inside the profession just as it has been outside of it.
For example, whilst first year student nurses highly valued emotional labour as a
component of nursing care, by their third year it was given less status in com-
parison to clinical nursing skills (Smith, 2012). Emotional labour is primarily
linked to basic ‘hands on’ care, now predominantly the province of health care
assistants as a result of the increased ‘professionalization’ of nursing. Conse-
quently emotional labour has become separated from nursing’s medically-based
clinical skills, and accorded a lower status value, reinforcing the feminized nature
of care in a rationalized field that comprises gendered power relations. Despite
acknowledging emotional labour, therefore, it is still reduced to the status of
‘women’s work’ (Guy and Newman, 2004). This renders emotional labour largely
invisible or not considered as real work in contrast to ‘the heroic work’ of curative
medicine or the knowledge-based work of professionalized nursing.

It is important to recognize, however, that whilst some may no longer see emo-
tional labour as real work, patients/clients and their relatives still expect nurses to
perform it and will often demand it from them as a right. Emotional labour thus
becomes visible again when it is not performed (Bone, 2002), because it results in
an increased number of complaints from patients and their relatives. Increased
complaints are linked to a shift from a paternalistic culture to a consumer one. As
in the USA, emotional labour in the UK is becoming subject to the ‘culture of the
consumer’ (Bolton and Boyd, 2003), which gives patients greater power over
nurses who are now vulnerable to their complaints. This power has left many
nurses who do still value emotional care feeling cautious, and less willing to give
freely of themselves in their emotional labour with patients (Theodosius, 2008).

Similarities over the effect of speed-up in the airline industry on Hochschild’s
flight attendants have also been found in nursing. James (1992: 503) argues that
the volume and pace of nursing can compromise the nurse’s ability to give emo-
tional labour because it ‘takes time and requires considerable knowledge of the
patient as a person’. She suggests that emotional labour requires the organizational
structure to be flexible. However, with the increase in the pace and volume of
work, tensions occur between ‘organisational priorities and organising individual
patient care’ (James, 1992: 495). In fact, nursing care has become increasingly
pressured, with too few resources and an increased workload, and an emphasis on
ever greater efficiency and physical, clinical-based skills. More worryingly, many
nurses prioritize patients’ physical care needs over emotional ones to the extent of
actively ignoring emotion cues from their patients, in order to accomplish their
physical and technical tasks within the given time frame (Brunton, 2005).

Similar to Hochschild’s flight attendants, then, emotional labour within nursing
is not a neutral process. The combination of a lack of status accorded to emotional
labour with increased consumer demand for it, at a time when the pace and work-
load of nursing care have intensified, has heightened concerns about the vulner-
ability of health care professionals to inauthenticity of self, alienation, stress and
burnout (Mann, 2005). Recently, Erickson (2009) found a direct link between
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stress and burnout and emotional labour, particularly among younger nurses with
less experience in dealing with their own and other people’s emotions. Emotional
labour has also been linked to job dissatisfaction both in the UK and the USA
where it has led to increased retention problems; in the USA, job dissatisfaction
among nurses is as high as 40 per cent in comparison to 15 per cent of workers in
the general population (Erickson, 2009). Whilst emotional labour remains contro-
versial in terms of its status and benefit to patients, the problem of retention
arguably arises as many choose the profession because they are motivated to give
emotional care, and then find that such care is devalued during training.

In an attempt to get to the crux of this paradox, Theodosius (2008) argues that
emotional labour needs to be taught and practised in such a way that nurses can
give freely without fear of exposing their private self, and can respond to changes
in the division of labour and the shift towards more consumer-orientated patients
without neglecting their patients’ physical and clinical needs. To do this, how nurses
draw on their sense of personal identity in their emotional labour needs to be
facilitated and constantly developed. In addition, the various ways in which nurses
carry out emotional labour need to be defined and linked more specifically to their
nursing roles. Thus, Theodosius has developed a typology of emotional labour that
connects its purpose in nursing practice to the relationships nurses form with their
patients and how they draw on their sense of self in the process. She defines thera-
peutic emotional labour as pertaining to the patient’s/relatives’ emotional and
psychological well-being and connected to the nurse’s sense of self-worth; instrumen-
tal emotional labour as pertaining to the patient’s physical well-being, and connected
to the nurse’s self-worth and practical competency; and collegial emotional labour as
pertaining to emotion interactions between health care professionals for the pur-
pose of carrying out patient/client/relative health care needs, which is related to
the nurse’s self-worth and their place in the social organization.

Hochschild’s notion of emotional labour, therefore, can still be seen to be relevant
to health care and particularly to nursing. It highlights typical sociological concerns
with power, social stratification (such as gender and the division of labour), and
personal and social identity. Research on emotional labour, however, still needs to
challenge the ‘predominant organisation of health care as an institution governed by
a masculine model of professionalism and the medical model of detached care’
(Erickson and Grove, 2008: 722). It is, therefore, a dynamic concept, which is still
developing in response to significant challenges, findings and needs, yet it is also one
that is relevant to nursing within different health systems across the globe.

See also: Nursing and Midwifery as Occupations; Consumerism; Malpractice
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Catherine Theodosius

Informal care is given by one person, such as a family member (child or adult),
friend or neighbour, on a regular basis to another person without financial payment,
though such care does incur (in)visible costs.

Care is a social relational activity. It is also basic to the preservation of human life,
which entails interdependency and vulnerability. The varying capacity of individu-
als to respond in a caring way towards others, alongside how this work is divided
in society, is very much shaped by social and cultural factors. Social constructionist
arguments highlight how ideology influences cultural meanings of the value of
care and associated need through discourse and social practices; for example, in
relation to older or disabled people.

Informal care is distinguished from formal care in that the latter is paid and the
former is unpaid. Discussions about informal care evoke a multitude of meanings
and practices, explored in a growing body of research. Pertinent themes include the
personal qualities of caring about someone, physical tasks and duties and the
organization of these in the direct engagement of caring for someone, modified by
the degree of availability and sense of responsibility (Tronto, 1993). As Noddings
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(2006) explains, emotional work is important here. It entails empathizing and
managing one’s own feelings and those of others, alongside changing patterns of
demand relating to dependence and independence, as individuals move through
the lifecourse, and become ill or disabled. Other contributors flag the political and
policy meanings which focus on the role of the state in determining care relations,
their gendered character, and the boundaries between the private and public
spheres in relation to caring (Daly and Rake, 2003).

As an activity that is inseparable from the privacy of the body, and bodily func-
tions, ‘care work’ risks being undervalued as ‘dirty work’ (Fine, 2007). And yet care
is also enmeshed with gendered ideologies and configurations of practice, which
provide an aura of respectability to caring. The mother/child relationship is typi-
cally seen as the blueprint for caring relationships — one that is often idealized but,
one might add, also vilified as the cause of personality and behavioural problems
in adult life when it does not go well. As an extension of this, women are traditionally/
stereotypically seen as being more suited to caring than men (essentialists see car-
ing as part of a woman'’s natural abilities). This view extends to both the privacy
of the family home and more formally and publicly to the paid care sector or the
‘caring’ professions — exemplified by the nursing profession and the image of the
female nurse as a self-sacrificing angel.

Informal care is often socially constructed as a normal and natural activity in the
context of family relationships and filial obligations, particularly for women as
wives, mothers and daughters. In the West, such thinking has a well-documented
history and economic logic. It developed following the Industrial Revolution to
avoid interrupting the paid employment of men who found themselves increas-
ingly working outside of the home. The traditional image of a heterosexual mar-
riage within which the woman assumes the duties of care for all family members
has since underpinned conservative social policy within Western-style neoliberal
capitalist economies. Here the state relies heavily on women to provide the care
for dependent members of society, though this division is not absolute. Research
and policy in recent years have recognized the increasing significance of men in
caring as fathers (see, for example, O’Brien, 2005) and as older spouses looking
after their more frail elderly partners (see, for example, Kramer and Thompson,
2002). That said, Hanlon (2009: 197) has reported that masculinities still firmly
incorporate breadwinning as the ‘dominant referent for men’s caregiving’. Hegemonic
masculinities thus continue to support the gender inequality in caregiving, rein-
forcing the moral responsibility for informal care as integrally female and private,
and allowing men to legitimately fulfil their care obligations in the workplace
based on ‘economic achievement, power and public status’ .

Informal carers provide the major part of caring in the community and are a
significant ‘stakeholder’ group within the delivery of care. Informal care now has
a distinct place in the welfare policy context of most European countries, includ-
ing the UK where it has received formal legal recognition from the state over the
last two decades. Western neoliberal governments in recent years have sought to
champion the dedication of informal carers, viewing them as an important
resource for the state alongside professionals, and this approach is reflected in
policy developments and government literature.



Feminism has significantly shaped debates around informal care. The main
critiques of informal care start with feminist writings in the 1960s and 1970s
(see, for example, Land, 1978). These writings pinpointed gender as a key deter-
minant in understanding the complex relationship between wider societal expec-
tations, values and domestic family life with its dynamics of servicing and caring.
Feminist critiques exposed the unpaid and undervalued care work performed by
millions of women in silent support of the male breadwinner as an essential but
financially unrewarded component within the organization of capitalism. Much
work arising out of the Women’s Movement highlighted how women become
trapped in positions which require self-sacrifice, often in the long term, along
with the many (in)visible costs associated with informal caring. Carers can expe-
rience emotional difficulties, financial problems, isolation and social exclusion,
physical exhaustion, undervaluing of their efforts, and a disrupted lifestyle with
missed life chances and career interruptions. Of course, there are also positive
aspects: informal carers may experience satisfaction and fulfilment from the
experience of doing something for another person within a caring relationship.
Such positive dimensions may assume centre stage in popular representations: in
recent times the image of the ‘superwoman’ has emerged which hails women as
heroines who juggle caring and a career, either with or without a partner. Criti-
cally, however, such constructions should not be taken at face value. They may
further burden women as they struggle to fulfil multiple demands as part of a
perceived ‘labour of love’.

In the 1980s, the focus of the feminist critique shifted towards an interest in the
wider aspects of caring being undertaken by women. Drawing on work which
emphasized the exploitative nature of women’s unpaid work as carers, feminists
mounted a challenge to the emerging community care policies (Finch and Groves,
1980). They took issue with policy makers’ ‘obvious’ reliance on a pool of ‘free’
labour and instead pointed to the reality of a government reliance on ‘family care’
as opposed to the rhetoric of ‘care in the community’. In line with this critique,
they distinguished between biological and social reproduction in order to highlight
how women would become ‘normalized’ into servicing and caring for dependent
others within kinship networks. This literature also suggested that these expecta-
tions of women’s roles were not accidental. Rather, women’s roles were viewed by
policy makers as a key contribution to keeping down the costs of care in the com-
munity. This expectation is reinforced in times of recession. During such times,
welfare spending is reduced or threatened alongside women'’s citizenship rights
and limited economic independence (Dalley, 1996).

Gender has not been the only social division that has attracted critical attention.
Debates deepened, for example, with the involvement of the Disability Move-
ment. Morris (1997), from both a feminist and a Disability Movement perspec-
tive, has contributed to such debates. She took issue with those feminists who, in
their struggle to challenge and improve community care services, rigidly split user
and carer interests into a false dichotomy. In this dichotomy, carers were distin-
guished as active contributors and citizens, in contrast to dependent service users
who were deemed less valuable in a society that considered personal autonomy as
key to its perception of adulthood. Others from the feminist disability lobby
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argued that mainstream feminists also frequently failed to include the voice of
disabled people. Instead they portrayed those cared for as ‘burdensome’, thereby
oppressing disabled people. In short, such portrayals reinforced constructions of
disabled people as dependent and as problems for others. The nature of these
debates around informal caring has thus become increasingly complex and con-
tested, emphasizing the themes of interdependence and diversity in caring rela-
tionships and networks (for example, caring in same-sex relationships, caring
within different cultural traditions, the role of young carers, and disabled parents
and their caring roles).

Hochschild (2003) picks up on the characterization of care as a ‘burden” when
she refers to the ‘cold’, modern ideal of care, which includes collective responsibil-
ity for care through the provision of specialist institutions. She rejects the position
of some feminist writers in the 1980s and 1990s who continued to champion these
institutions as a solution to the restrictions that the conservative welfare policies
placed on women carers. Hochschild’s alternative vision is her ‘warm modern’
ideal of care. This vision promotes care as a valued social activity benefitting both
the giver and receiver. Accordingly, in this vision care is embedded within the
social fabric or structure (i.e. way of life and relationships between people), so as
to involve both men and women in an activity that contributes to the well-being
of society.

There is further consideration within feminist literature of the sense of social
responsibility experienced by women as a result of their socialization into a female
identity (a ‘caring self’ linked to virtue ethics). This critique has resulted in a
feminist ‘ethic of care’ that is applicable to both men and women. Other writers
on the ethic of care (see, for example, Tronto, 1993) attempt to bridge the gap
between carer and cared for identified by the Disability Movement. Rather than
independence as the basis of citizenship, these writers consider interdependence as
the foundation for a caring relationship. This approach embraces difference, diver-
sity and an awareness of the power relations between caregiver and care-receiver,
from which notions of rights and citizenship can then be developed. Work in this
area highlights how interdependence and reciprocity are at the root of all human
interactions. Noddings (2006) eloquently posits the concept of an ethic of care as
a prerequisite for an ethic of justice, in that sensitivity to the needs of others at a
one-to-one level can then develop into a wider concern for tackling injustice and
inequality.

More recent explorations of caring by social policy commentators have noted
new influences on informal caring in families. These influences include changes
in the economy and society that have impacted on family structures/relation-
ships, the gendered division of labour alongside demographic factors, i.e. an age-
ing population with more complex care needs in later years. Economic changes,
for instance, have forced more women into full-time employment, and the family
unit has diversified from the nuclear family model (to include single-parent
families, reconstituted and gay/lesbian partnerships). These changes have not
necessarily lessened the demands on women, since those who work full-time still
often continue to carry the main caring and domestic responsibilities, unless they



can afford to employ usually low-paid female substitute carers from immigrant
populations. This moves the discussion into the international arena. It highlights
the global issue of poorly paid female migrant workers from developing countries
who move to wealthier economies to work in low-paid private domestic, or pub-
lic care sector, jobs in order to improve the work/life balance of women with
disposable income in these countries. These ‘global care chains’ create care defi-
cits in poor countries as they solve care deficits in wealthy ones (Ehrenreich and
Hochschild, 2003).

Informal care work still remains undervalued within welfare systems (Lewis,
2000). The relationship between the public and private worlds of caring in Western
welfare regimes continues to be an area of tension. Governments have reluctantly
addressed this hidden, private aspect of the economy through policy and legislation
on informal care which has become more exposed as a result of economic challenges
and demographic changes. Further, it would seem that there is a consistent and
enduring gender inequality in that women continue to do the majority of informal
(and formal) caregiving (Lynch et al., 2009). This enduring inequality is supported
by and reproduced in Western cultural systems that place the primary responsibility
for care firmly at the feet of women. Thus informal caring remains a social space
which women are generally still expected to fill.

See also: Gender; Nursing and Midwifery as Occupations; Emotional Labour
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Hospitals and health care organizations refer to institutions that provide professional
medical services.

From a socio-historical perspective, the doctor—patient relationship, or medical
consultation, has been considered a form of health care organization. In his struc-
tural functionalist analyses of medical practice in mid-twentieth century USA,
Parsons viewed the medical encounter and the regulation of illness as key to the
smooth running of the social system, and within medical sociology the clinical
consultation has for a long time represented a major topic. Going beyond consulta-
tions, the term ‘health care system’ signifies the wider organization of health care
services for a given population. Such systems differ between nations with regard to
organizing and financing and they may share unclear boundaries with other service
providers. The organization of health care systems has significant implications for
the role, staffing and organization of hospitals and other health care services.
Historical observations in Europe are illustrative. In its early medieval version, the
hospital was a ‘shelter’ and caring organization with religious orientations, staffed
by nuns and monks. Its history as a formally institutionalized site for professional
and scientifically-based medical work is relatively recent and closely connected to
the development of sciences within modern universities.

The sociological interest in hospitals started in the 1950s. An early object of
interest was the mental hospital. Goffman (1961) conducted a study of a tradi-
tional North American state mental hospital and categorized it under the wider
concept of ‘total institution’. Such institutions had total control of their inmates;
control was their primary function and inmates or ‘patients’ stayed for an indeter-
minate length of time. To establish and preserve a personal identity or self follow-
ing their hospital admission, patients engaged in informal and ‘self-protecting’
activities constituting what Goffman described as ‘the underlife’ of the total insti-
tution. To display a personal identity and resist the mortification of the self,
patients sought to resist the full incorporation of the total institution; though this
kind of ‘deviant behaviour’ might be interpreted as a sign of mental illness by the
hospital staff. Because of critical studies like this, as well as changing psychiatric
ideologies and economic considerations, the organization of psychiatric hospitals
started to change during the 1960s in many Western countries.

These changes triggered several micro-sociological studies of psychiatric hos-
pitals as organizations in the process of transformation. Strauss and his colleagues
(Strauss et al., 1963) developed the concept of ‘the negotiated order’ from such
studies. The concept refers to social organizations, not as products of formal
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structures and rules, as might be inferred from a Parsonian functionalist perspec-
tive, but as resulting from emergent processes of bargaining and negotiation
between organizational members concerning the division of work and the ade-
quacy and functions of institutional roles. Like Strauss et al. (1963), Roth also
focused on negotiations in hospital settings, but not in psychiatric hospitals. Roth
(1963) described social life in a tuberculosis hospital; he looked upon the organ-
ization of time in the hospital and focused on negotiation processes. Tuberculosis
hospitals were organizations where patients spent a long and indeterminate
amount of time. Patients would typically negotiate with staff members to come
to an agreement about the date for discharge.

After the 1960s the sociological interest for hospital organizations gradually
disappeared. What took over was an interest in medical work and the health care
professions (for example, Strauss et al., 1985). Sharing affinities with Goffman’s
work, which was stimulated by pragmatism and symbolic interactionism, such
studies concentrated on the treatment of chronic illnesses and the diversity of
forms of medical work conducted in hospitals. Here researchers employed terms
like ‘illness trajectory’ and ‘work trajectory’. Thus, Strong (1979) wrote about ‘the
ceremonial order of the clinic’, which referred to the routinized and ritual form
of medical consultations, and the constitutive role formats that organizational
members creatively employed. Later studies continued to focus on the ritual
forms of medical activities, but also included and developed new theoretical
approaches. Hirschauer (1991) emphasized the ceremonial, symbolic and con-
structive aspects of surgical work in hospitals. Anspach (1988) focused on the
ritual characteristics of physicians’ talk that secured a professional and institu-
tional adequacy when conducting ‘information work’ in hospital settings. Simi-
larly, Atkinson (1995) focused on the ritual character of medical talk in hospitals;
more specifically he looked at hematologists’ development of professional skills
and their generation of a professional vision as collaboratively accomplished
through talk.

A focus on the medical object as discursively generated and the production of
medical knowledge has also been influenced by Foucault (1973), who wrote about
the historical development of ‘medical perception’ as being fundamental for mod-
ern medical work. He has inspired sociological studies of medical knowledge and
perception, and the social construction of medical problems. Such studies have
also been influenced by recent work in the sociology of science and technology and
various interactionist approaches. Talk and collaboration in hospital settings have
received much attention recently from sociologists and various kinds of discourse
analysts, including those from the humanities. The emphasis on medical team talk
in the context of the medical problem-solving process has been part of this analy-
sis. These studies are generally restricted to limited parts of the hospital and the
activities accomplished there. They include studies of ward meetings (M3seide,
2006) or other specific activities, such as the work of anesthesiologists or surgeons
(Hindmarsh and Pilnick, 2007). These ethnographic studies focus on the details of
work, the forms of talk and the collaborative nature of medical work, as restricted
parts of what Strauss et al. (1985) called ‘the work trajectory’.



Taking a perspective from Actor Network Theory (ANT), material semiotics or
material theory, Mol (2002) has focused on the nature of medical work in hospi-
tals, the complexity of medical objects or problems, and how this complexity is
managed in order to reach a singular medical problem that can be institutionally
dealt with. Other studies of medical work in hospitals (see, for example, Berg,
1997) have shown the general need for and use of support systems to generate the
routines, efficiency, standardization and institutional control to promote adequate
medical work by the various professionals involved in complex problem-solving
tasks. The reason why medical sociological studies of hospitals have largely been
restricted to limited parts of the arc of medical work may be because of the
increasing diversity and distribution of biomedical knowledge and competence,
which again has affected the complexity of hospital organizations. In certain coun-
tries there is also the difficult issue of getting ethics board approval to do socio-
logical research in hospital settings.

Regarding the issue of diversity and complexity, health care systems have
changed considerably in recent years alongside the content and practice of medi-
cine itself (Rose, 2007). Much of the problem-solving work conducted in hospitals
requires collaboration between different medical specialists or experts and differ-
ent professions. The use of sophisticated technological equipment is part of this
collaborative process: it produces representations or images, of what might be
called ‘virtual patients’, that replace the actual patient in medical problem solving.
Information technology has also become an essential and integrated part of medi-
cal work in health care organizations. One area of sociological interest is, for
instance, the development and use of electronic patient records and the con-
sequences for clinical work. When studying activities in hospitals and other health
care organizations, it is vital for sociological researchers to focus on the content and
medical meaning of medical work. This necessitates adopting the actor’s point of
view and grounding sociological analyses in first-order descriptions. It also demands
a minimal understanding of and knowledge about the medical issues and activities
in question. A lack of such knowledge and understanding will restrict the socio-
logical understanding of what is occurring.

For medical, economic and technological reasons, the hospital’s position and
functions within the health care system have changed in many countries: this is a
process that Armstrong (1998) has characterized as ‘the decline of the hospital’.
More medical activities now take place outside the hospital or in out-patient clin-
ics than was the case before. Patients are also discharged earlier from hospitals. In
addition to the health care system becoming more complex, then, its functions are
more widely distributed than before. This suggests that sociological attention
needs to be paid to the relationship and collaboration between its diverse parts
amidst changing hierarchical power relations. Hospitals were once sites or organi-
zations characterized by a professional medical dominance. However, this has
changed in many countries with the development or introduction of what is
termed ‘new managerialism’. Studies from various countries indicate that medical
doctors do not have the same authority within the health service organization as
before. Not only do they have to share power with other health professions, but
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they are also under the governance of a management system that represents the
owners of the health service organization and takes care of those owners’ interests.
The managers’ duty is not only to improve the medical services of the hospital,
they are also responsible for the hospital’s financial situation. The economy of the
hospital may be increasingly constrained under conditions of neoliberalism and
associated cuts to public welfare spending by governments in many countries. This
means that medical and economic interests may be conflicting. The new manage-
rialism has introduced several systems to guide and control the medical work
conducted on hospital wards. An important topic for sociological research will be
to study the implementation of managerial control systems and other general ‘sup-
port systems’ by medical practitioners who are involved in the kind of practical
medical problem solving that implies their direct contact with the patient. Finally,
sociologists in the past decade have focused on patients’ role as the consumers of
health care services (Henderson and Petersen, 2002) and on the importance of
patient empowerment to allow them to regain control of their bodies, health and
health problems. This, of course, demands critical research and analysis as part of
a sociology of, rather than simply for, health care and organizations.

See also: The Sick Role; Managerialism; Consumerism
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Privatization refers to a set of policies that aim to limit the role of public sector health
care, increase the role of the private sector, while improving the performance of the
remaining public sector.

The health service in Britain, like those of other developed countries, has long been
pluralist in the sense that publicly funded (through taxation) and privately funded
(through payment for a service in person or by private health insurance) health care
have co-existed. However, health care reforms from the 1980s onwards have shifted
the balance profoundly in favour of greater private sector involvement. Below we
consider the strategies employed to achieve this and the reasons for doing so, with
particular reference to the private acute sector. The consequences of such restructur-
ing for the NHS and the principles on which it was founded will also be considered.
As we will see, since political devolution in 1999, the shift in the balance between
public and private has been much more marked in England than elsewhere in the UK.

One strategy for shifting the balance between the public and private sector has
involved the development of policies to encourage the growth of the private sector.
In the 1980s planning controls were relaxed on the development of private hospi-
tals and the power of local authorities to object to such developments was curtailed.
In addition, NHS consultants’ contracts were revised to enable them to undertake
more private practice in addition to their NHS commitments, and tax changes were
introduced to encourage higher levels of private health cover. Together these
changes created the climate for private hospital development and provided oppor-
tunities that were fully exploited by the private sector. Between 1980 and 2001 the
number of private hospitals increased by 35 per cent and the number of private
beds by 40 per cent. Many of these hospitals were located in the prosperous south-
east of England, compounding rather than eliminating geographical inequalities in
the distribution of resources. At the same time, the level of private health insurance
increased from 5 per cent of the population in 1979 to a peak of 13 per cent in
1989, with company-purchased schemes being particularly popular (Calnan et al,,
1993). In 2003 around 11 per cent of the population was covered by private health
insurance (Humphrey and Russell, 2001), but numbers have declined further since
then, with media reports of a record slump in 2009 as a result of the economic
downturn. While Labour were in power between 1997 and 2010, there were no tax
deductions for private insurance but this may change with the election of the
Coalition government (Harley et al., 2011). Traditionally coverage has been concen-
trated in London and the south-east of England with policy holders tending to have
professional and managerial jobs and to be male, though roughly equal numbers of
both sexes are actually covered (Foubister et al., 2006).

A further strategy to shift the balance between the public and private sectors has
involved the introduction of reforms that have facilitated greater collaboration
between the two sectors. An early attempt was the Conservative government’s
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policy of requiring NHS District Health Authorities to introduce competitive ten-
dering for domestic, catering and laundry services in the 1980s. The intention was
to challenge the monopoly of in-house providers of services on the assumption that
costs would be reduced and greater ‘value for money’ would be achieved. In prac-
tice the financial benefits proved relatively modest, at least to start with, and the
savings achieved were said to be at the expense of quality of service (Mohan, 1995).
More recently, the NHS has been encouraged to contract outpatient care to the
private sector. These co-operative arrangements were initially undertaken on a vol-
untary basis by individual Health Authorities (HAs) that did not have in-house
alternatives, for example as a result of capacity constraints. Subsequently Conserva-
tive and Labour governments have used private hospitals as a way of reducing NHS
waiting lists for non-urgent cases and those waiting more than a year. For instance,
in 2000 Labour instituted a ‘concordat’ between the NHS in England and the pri-
vate sector in order to allow patients to be treated at NHS expense in the private
sector when there was no spare room in NHS hospitals. Labour also introduced
Independent Treatment Centres as a way to expand private sector involvement in
routine NHS work and allowed Primary Care Trusts to award contracts to private
companies in addition to GPs. The present Coalition government has built on the
latter policy in the Health and Social Care Act (2012) by allowing Clinical
Commissioning Groups (in place of Primary Care Trusts) to contract with ‘any
qualified provider’ (AQP), including private and third sector organizations as well
as public sector bodies. The decision to introduce contracts to alternative providers
is based on the assumption that this diversification of providers will result in
improved efficiency through market competition (Pollock and Price, 2011).

Another example of collaboration has been the development of the Private
Finance Initiative (PFI). Launched by the Conservatives in the early 1990s and
subsequently continued by Labour and now the Coalition government, the aim
has been to encourage private capital investment in the NHS, thereby increasing
overall resources in the service while avoiding raising taxes or increasing public
borrowing. Much of the investment has been used to build new acute hospitals,
with 101 of the 135 built in England between 1997 and 2009 being financed
under this scheme (Pollock and Price, 2011). Under PFI private companies design,
construct, own and operate services over a 25-30-year period in return for an
annual fee. While clinical services remain the responsibility of government, PFI is
seen as permitting an element of risk to be transferred to the private sector, as
building cost overruns are picked up by the private sector. Arguably, it is a win-
win situation as the NHS gets improved services while the private sector gains
further opportunities to make a profit. Critics would argue, however, that there
are serious disadvantages associated with PFI-funded projects, including: reduced
bed numbers (substantially in excess of what would be expected from long-term
demand trends); the need for a quicker throughput of patients; a significant
reduction in spending on clinical staff, especially nurses; higher interest rate
charges compared to the cost of government borrowing, thereby putting a severe
strain on hospital Trust budgets; and the creation of substantial debt over time
(Mohan, 2009).



The third strategy has been to encourage competition between the NHS and the
private sector. This is best illustrated by the Conservative government’s willingness to
encourage the NHS to expand its pay-bed provision, thereby sharpening the compe-
tition for private patients and threatening the private providers’ profit margins.
Originally introduced when the NHS was established in 1948 as a concession to
hospital consultants, pay-beds were in decline when the Conservatives came to power
in 1979 and they continued to decline subsequently. In the late 1980s, however, the
Conservatives decided to revitalize this provision in the face of increasingly severe
financial constraints. The policy was also in line with their belief in generating com-
petition between providers in order to enhance consumer choice and maximize
efficiency. In 1988 it therefore used the Health and Medicines Act to relax the rules
governing pay-bed charges so that hospitals could make a profit instead of simply
covering costs. This propelled hospitals to upgrade their private wings or develop
dedicated pay-bed units, as well as increasing the number of pay beds on NHS wards.
Under Labour there was a strict cap on the number of private patients the NHS could
treat. However, under the Coalition government this has been relaxed thus allowing
the NHS in England to be a major provider of private health care in the UK.

These three strategies illustrate the shift to a new public/private mix of services,
a mixed economy of health care. The policy has been driven in part by ideological
considerations, especially those of the New Right with its emphasis on individuals
exercising choice in the market. Economic and political considerations have also
been important — especially the need to maximize efficiency and get value for
money from existing tax revenues and the importance of being seen to act to
reduce waiting lists. For Labour these imperatives resulted in the adoption of a
pragmatic approach to health policy, in line with ‘third way’ thinking, and a willing-
ness to embrace those Conservative policies that have been deemed successful, such
as PFL Since coming to power the Coalition government has endorsed the policy
and is enthusiastically pursuing this marketization of the health service in England.

Politicians may also have been encouraged to move towards a mixed economy
of health care by segments of the medical profession and by some users of health
care. Certain members of the medical profession have stood to gain financially
from the expansion of the private sector, as a result of an increase in fees for pri-
vate medical practice, paid out by insurance companies, and from ownership of
new private hospitals and private companies providing primary care services. An
increase in the ‘consumer’ demand for private health care could be said to explain
the growth in private health insurance in the 1980s although, as noted earlier, this
increase was primarily a result of the expansion of company-paid schemes rather
than individual-paid schemes. There is also evidence of growing dissatisfaction
with the NHS in social attitude surveys, which might have encouraged a greater
willingness to use private health care. Historically, however, there has been strong
loyalty to the NHS, even amongst those who have private health insurance, and
this loyalty has acted as a brake on those politicians who might otherwise have
favoured a greater shift towards private health care on ideological grounds.

Whatever the reasons for the development of the public—private mix, it can be
argued that the shift towards a greater role for private medicine has undermined
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the egalitarian principles associated with the founding of the NHS and created a
two-tier system. It is certainly the case that those with private health insurance can
‘jump the queue’ for elective surgery and that these people tend to be better off.
However, there is little evidence to suggest that the quality of care provided in the
private sector is superior to that offered by the NHS. While private care might be
more comfortable and convenient, the levels of medical and technical care are
similar. More significant perhaps is the impact of the introduction of commercial
imperatives in the NHS and the increasing emphasis on health care as a commod-
ity and patients as consumers. This cultural change is arguably as transformative as
any of the other alterations to the public—private mix and supports the claim that
the NHS in England is being privatized from within.

See also: Managerialism; Consumerism
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Managerialism refers to an ideology that reframes health care using managerial
symbols and language and encourages health care professionals to accept
managerialist thinking.




Over the last three decades many countries have recognized that they need to
contain health care costs, improve performance and outcomes, and make their
services more user-sensitive, and have turned to management as the solution
(Numerato et al., 2012). In place of an administrative approach where managers
‘oiled the wheels’ in consultation with other health care workers, an industrial
model of management has been introduced, regardless of its relevance or appro-
priateness for public services like health care. The emphasis now is on managers
taking control, setting performance targets, and imposing budgetary and workload
ceilings. This approach has arguably set managers on a collision course with other
health care professionals such as doctors because of these professionals’ claim to
autonomy. In this entry the development of what has been called ‘New Public
Management’ (NPM) in the UK’s National Health Service (NHS) is briefly
described and the implications for social relations in health care and, in particular,
for relations between managers and doctors, are considered. Since political devolu-
tion in 1999 it has been claimed that the relationship between management and
medicine in Wales, Scotland and Northern Ireland has been less fraught and adver-
sarial than in England and so the impact of NPM since 1999 will be considered
only in relation to the latter (Hunter, 2006).

It is possible to see the development of NPM as involving two elements: chal-
lenging professionals in the health service and incorporating them (Harrison and
Pollitt, 1994). Each will be considered in turn. Challenging health service profes-
sionals involves subordinating professional autonomy to managerial will, an
approach first adopted in 1983 with the introduction of general managers into the
NHS as recommended in the Griffiths Report. Prior to this report NHS managers,
or as they were then called, administrators, acted as diplomats, helping to organize
the facilities and resources for professionals to get on with their work and reacting
to problems as they arose. Decisions were made consensually by multidisciplinary
teams that included doctors and nurses as well as administrators. The Griffiths
Report recommended altering the organizational culture of the service by intro-
ducing features from business management, along the lines suggested particularly
by US management theorists. General managers were to be appointed at each level
of the service, in place of consensus teams, to take responsibility for shaping the
NHS and control its direction. These new managers would take responsibility for
developing management plans, ensure quality of care, achieve cost improvements,
and monitor and reward staff. At the same time managers would be paid by per-
formance as a spur to good management, as happened in the private sector.

These proposals, which were accepted wholesale by the Conservative govern-
ment of the time, were designed to alter the balance of power in favour of manag-
ers at the expense of other professionals, and especially doctors (Hunter, 2006).
Before the Griffiths Report, doctors’ clinical freedom to make decisions about
patients regardless of cost had been seen as a major determinant of the level of
expenditure. In the new system doctors were to be more accountable to managers,
who had strict control over professional and labour costs through a system of
management budgets that related workload objectives to the resources available.
In practice, general managers were unable to challenge the medical domain, let
alone make significant inroads into it. While they now found it easier to close
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hospital beds and make other changes to the service without long periods of con-
sultation, in every other respect they were no more able to control doctors than
their predecessors (Harrison and Pollitt, 1994). Consequently, doctors continued
to exercise considerable autonomy and managers continued to lack real control
over medical work.

In 1990 the Conservative government enacted the NHS and Community Care
Act, which attempted, among other things, to shift the balance of power more
forcefully in the direction of managers. Following the Act managers became more
involved in the specification and policing of consultants’ contracts, discussing con-
sultants’ job description with them on a yearly basis and helping to determine the
merit awards which are presented to some consultants to supplement their salaries.
At the same time a plethora of new techniques of managerial evaluation were
developed. Quality assurance and performance indicators, made possible by
advances in information technology, increased opportunities for the managerial
determination of work content, productivity, resource use, and quality standards
(Flynn, 1992).

Under the Labour government from 1997, managers were given further powers
to challenge doctors’ autonomy through the introduction of ‘clinical governance’.
Chief Executives of hospitals now became responsible for clinical as well as finan-
cial performance and from 1999 were expected to make sure that their clinicians
restricted themselves to treatments recommended on grounds of clinical and cost-
effectiveness by the National Institute for Clinical Evidence (since 2005 renamed
as the National Institute for Health and Clinical Excellence) (NICE). They were
also expected to see that clinicians complied with the service guidelines for speci-
fied conditions under the National Service Frameworks (NSF). Furthermore, man-
agers were required to provide evidence to demonstrate that doctors in their Trusts
were complying with these guidelines for the rolling programme of inspections to
be conducted by the Commission for Health Improvement (Harrison and Ahmad,
2000) and its successor (the Care Quality Commission). This focus on measuring
service quality via metrics has been described as a shift from government to gov-
ernance, because of the wider range of agencies and stakeholders involved in health
service delivery (Dopson, 2009). From a Foucauldian perspective the logic of
management discourse has been internalized by physicians to become part of their
identity. Managerialism has thus resulted in physicians developing a new mentality
of self-monitoring ‘at a distance’ (Numerato et al., 2012).

These developments, at least in England, would seem to have given managers the
opportunity to constrain doctors as never before, along the lines identified by the
proletarianization/corporatization thesis. Advocates of this position argue that doc-
tors are being deskilled, are losing their economic independence, and are being
required to work in bureaucratically organized institutions under the instruction of
managers, in accordance with the requirements of advanced capitalism (McKinlay
and Marceau, 2002). However, as Freidson (1989) indicates, the widespread adop-
tion of new techniques for monitoring the efficiency of performance and resource
allocation does not, on its own, illustrate reduced professional autonomy. What
really matters is whose criteria for evaluation and appraisal are adopted and who



controls which actions are taken. More recent work, undertaken in a range of
countries within and outside of Europe (for example, Sweden and Australia),
illustrates how doctors often retain clinical autonomy by intervening in the pro-
cess of creating rules and protocols or actively influencing their implementation
(Numerato et al., 2012).

The more oblique approach to the management control of professionals involves
the incorporation of professionals into management activity on managers’ terms.
In England this approach pre-dated the 1990 NHS and Community Care Act, but
was significantly enhanced by it. For example, under the Griffiths Report doctors
were encouraged to become general managers and a few experiments were set up
involving the delegation of budgetary responsibility to doctors. At the same time
most were reluctant to become managers and continued to exercise considerable
autonomy. Following the 1990 Act, however, doctors were required to be involved
in management at every level. They were forced to become part-time managers,
integrated into the management structure, and could no longer ignore it. Thus doc-
tors became part-time clinical directors who, while retaining their professional
identity, became subordinate to managers and were expected to ‘manage’, using
their position to control their medical colleagues. Although sometimes reluctant
to take the role initially, they generally came to see it subsequently as a way of
retaining control over the service. Having learnt the language of management, their
bilingual skills enabled them to reinterpret and reframe problems, and to adopt a
clinical perspective on managerial issues and a managerial perspective on clinical
matters (Thorne, 2002). Through clinical directors the medical profession thus
retained a central position in shaping services and work organization.

In contrast to arguments about proletarianization/corporatization, mentioned
earlier, attempts to incorporate the medical profession by turning them into man-
agers have arguably been used by doctors to enable them to re-professionalize.
Creating new forms of expertise by assimilating management skills has enabled
clinical directors to extend their jurisdiction and domain. The resulting differen-
tiation between these clinical directors and other doctors may, however, lead to
greater internal stratification and hence the fragmentation of the medical profes-
sion (Thorne, 2002). Others have pointed out that such internal stratification does
not exclusively result in growing inequalities within the medical profession. It can
also provide new opportunities for lower segments of the profession such as GPs,
facilitating their re-positioning (Numerato et al., 2012).

Whatever its impact on the medical profession, the growth of managers has
been enhanced by a series of government policies, initiated first by the Conserva-
tives and subsequently modified by New Labour. The introduction of an internal
market in the 1990 NHS and Community Care Act, with the division of the NHS
into providers and purchasers, has given managers a pivotal role. Likewise, the
introduction of the Patient’s Charter in 1991, involving the setting of the rights
and service standards that consumers could expect, and its modification by the
Labour government on coming to power in 1997, has helped to enhance the
power of managers who have been responsible for monitoring and enforcing these
service standards. The passing of the Health and Social Care Act by the present
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Coalition government (of Conservatives and Liberal Democrats) in 2012, which
re-enforced the market for health care in England, has given further power to
managers in the drawing up of contracts for suppliers and producers of services
and in monitoring clinical performance through clinical and patient outcome data.

At the same time there are countervailing forces at work which may restrain the
advance of management (Harrison and Pollitt, 1994). We have already seen that
doctors (and nurses) have taken up management posts, bringing a different set of
priorities and values with them. In addition to this ‘colonization of management’ by
health care professionals, managerial power and authority may be curtailed by the
fragmentation of management itself. Thus, those working for Hospital Trusts provid-
ing services may have different interests from those involved in purchasing these
services. And top management, who are concerned with controlling the overall sys-
tem, may prioritize things in a different way from middle managers who are more
interested in maximizing service provision. Furthermore, managers may be con-
strained by consumer power, by having to take heed of surveys of consumer opinion
that they are then expected to act upon. Information about such preferences can be
used by professionals seeking to defend their specialty as well as by middle managers
seeking to convince top management that they need more resources.

The march of NPM may therefore be constrained but its impact on profes-
sionalism will still be significant. While some have argued that doctors have
been proletarianized or corporatized, others have suggested that they have
responded by employing management skills to extend their jurisdiction and
thus re-professionalize. Either way the development of NPM has arguably trans-
formed what used to be a high-trust relationship between managers and other
health care workers, with all the parties observing a diffuse pattern of mutual
obligation, into a low-trust relationship with mutual suspicion replacing the
mutual honouring of trust. The longer-term impact of such a transformation is
yet to be seen.

See also: Medical Autonomy, Dominance and Decline; Trust in Medicine;, Consumerism
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Consumerism, when applied to health care, suggests that the users of health services
should and do play an active role in making informed choices about health.

The term ‘consumer’ has its origins in the world of private business and reflects
recognition that producers should take account of the preferences of the purchas-
ers of their goods in order to maximize their profits. Its use blossomed first in
North America where market researchers were employed by manufacturers after
the Second World War to establish consumer demand for their products and cus-
tomer relations departments were set up to provide a service to customers and
seek to meet their needs. In the UK context the rights of the consumer were rec-
ognized with the founding of the Consumers’ Association in 1957. This organiza-
tion aimed to provide readers of its magazine with information about the quality
of high-street products in order that they could make an ‘informed choice’ when
making purchasing decisions (Seale, 1993).

The language of consumerism is now commonplace in health care policies in
many Western countries (Harris et al., 2010). It was first applied to users of UK
public-sector services like health care in the late 1970s and early 1980s. It was
initially criticized on the grounds that the consumption of medical care was differ-
ent from, say, the consumption of supermarket goods. For example, in the UK
people do not pay directly for medical care provided by the National Health Service
(NHS), but do so through taxation. And they can exercise more choice when buy-
ing from a shop, compared with deciding which doctor to see and which treatment
to have. Furthermore, consumers of health care are at the same time producers of
good health in that they are involved in the prevention of illness through health
maintenance practices in contexts of everyday life, such as the home. From this
standpoint the distinction between consumption and production is artificial (Stacey,
1976). Despite these concerns consumerism has become a leitmotif of health policy
and practice over the last forty years in the UK, as will be seen below.

The influence of consumerist principles can be seen, first and foremost, in a
range of policies introduced by Conservative governments during the 1980s
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and 1990s. An early example was the decision by the Thatcher administration
in 1983 to follow the advice of the Griffiths Report and introduce managerial-
ism into the NHS. In line with New Right thinking, with its emphasis on indi-
viduals exercising choice through the market, Griffiths stated that managers
should give pride of place to the preferences of ‘patients’, or as they were re-
named ‘consumers’, when making health care decisions. He argued that manag-
ers should try to establish how well the service for which they were responsible
was being delivered by employing a range of market research techniques to
find out the views of their customers. While the use of these techniques may
have legitimated managers’ knowledge claims about their customers and what
they wanted, the kind of information collected seemed to be of limited use to
patients, as the focus was on their views of hotel aspects of care (for example,
cleanliness and food) rather than their assessment of clinical effectiveness (Cal-
nan and Gabe, 2001).

The 1990s witnessed further policy initiatives intended to enhance ‘con-
sumer choice’. The 1990 NHS and Community Care Act turned the NHS into
an internal market, with purchasers and providers of health care, while
reaffirming the principle of health care being free at the point of use. To
make the market work, supply-side providers such as large hospitals were given
the opportunity to become self-governing trusts, with the promise of increased
financial freedom and greater autonomy. On the demand side, general practi-
tioners (GPs) were permitted to become fundholders, who could then place
contracts for non-emergency care on behalf of their patients. A justification for
the development of this market for health care was that it would shift the
culture of the NHS from one determined by the preferences and decisions of
professionals to one shaped by the views and wishes of users. GPs were how-
ever purchasing services on their patients’ behalf, and were thus acting as
proxy or surrogate consumers, with patients having no purchasing rights of
their own. It was assumed that these fundholders had the incentive to fulfil this
role effectively as otherwise their patients would simply switch to a competing
practice. However, as patients lacked the necessary knowledge or inclination to
shop around in the medical marketplace and often did not have much choice of
alternative GPs with which to register, critics argued that there was little evidence
that this aspect of the reforms markedly increased consumer choice (Calnan and
Gabe, 2001).

Consumerism was also promoted by the introduction of the Patients’ Char-
ter in 1992, one of a number planned by the Conservatives to transform the
management of the public services. The Charter was designed to make the
health service more responsive to consumers and raise quality overall at nil
cost, by setting the rights and service standards that consumers could expect.
New rights were established such as the right for detailed information about
quality standards and waiting lists and having any complaint investigated and
dealt with promptly. Its critics agued that while it may have increased indi-
vidual users’ right to information, it was premised on the dubious assumption
that making such information available to the public would of itself change



clinicians’ and managers’ practices. As such, the different health care occupa-
tions’ vested interests in the maintenance of the status quo were ignored
(Crinson, 1998).

When Labour regained power in 1997, the emphasis shifted from one of
competition to that of partnership and co-operation, with Primary Care Trusts
(PCTs) replacing fund holding. Central to these organizational arrangements
was the requirement that users and local people were involved in decision mak-
ing. In the NHS Plan, published in 2000, it became a statutory duty for Strate-
gic Health Authorities (responsible for the oversight of trusts), PCTs and NHS
Trusts in England to involve users and the public in the planning and operation
of services. The Plan, and subsequent policy developments discussed below, did
not apply to Wales, Scotland and Northern Ireland, as these countries have fol-
lowed an increasingly divergent path since administrative devolution in 1999.
At a national level lay participation in policy making in England was increased,
with lay people invited to sit on bodies set up to enhance the governance of the
NHS (for example, the National Institute for Health and Clinical Excellence, or
NICE, which was responsible for providing guidance on the cost-effectiveness
of treatments). In addition, citizens’ juries were used to gauge views on issues
such as the out of hours service provided by GPs. While these forms of collec-
tive involvement were welcomed, especially by health consumer groups, it was
generally felt that the Department of Health in England was still setting the
agenda and rules of engagement. Moreover, there was a danger that decision
makers and service providers would respond first and foremost to more articu-
late groups at the expense of those that were hidden or less well organized
(Forster and Gabe, 2008).

Alongside this concern with public participation at the collective level, the
Labour government also continued to talk about the individual consumer.
Indeed, in the latter stages of their time in power this individual-level approach
came to dominate, as it had with their predecessors. Initially it revised the Con-
servative government’s Patients’ Charter, making it a contract between the NHS
and its clients, and turning those clients into responsible consumers who had
both rights (old Left) and responsibilities (New Right). As such it reflected
Labour’s preference for the ‘third way’, pragmatically drawing on values from
both sides of the policy spectrum. At the same time Labour focused on ways to
make patients more informed and more actively involved in their health care by
introducing the ‘Choose and Book’ computer system to give them more choice
about how, when, and where to receive elective care. They also introduced the
NHS Choices website to provide comparative information about a range of ser-
vices provided by hospitals and GPs and their performance against quality indi-
cators. These developments assumed that patients wanted to exercise choice
about where they were treated, even though much of the evidence suggested the
opposite (Forster and Gabe, 2008). Indeed it may well have increased inequali-
ties amongst those who lacked sufficient ‘health literacy’ to interpret the infor-
mation on the website or travel to what were perceived to be the highest quality
providers (Farrington-Douglas and Allen, 2005).
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While the language of choice became more popular, the longer Labour remained
in power, they continued to stress the notion of partnership at the micro level of
the doctor—patient interaction. Doctors were encouraged to share information and
decision making with their patients and patients were talked about as ‘experts’ in
their own care. However, it was unclear to what extent users wanted to be involved
in the decision making about their care (Coulter, 2005). Nor was it clear that
doctors would necessarily be willing to share information with patients as the basis
for joint decision making. In some cases they might have preferred to limit the
nature of the information they imparted to patients, thereby maintaining their
professional dominance.

Since the Coalition government of Conservatives and Liberal Democrats came
to power in 2010, consumer choice has remained a dominant discourse in English
health care policy, with it being assumed that a ‘more decisive market orientation
will bring about more patient choice [and hence] improved quality and increased
efficiency’ (Asthana, 2011: 817). As a further initiative to develop choice, patients
are now to be given the right to choose to register with any GP practice, without
any restriction in terms of where they live, effectively giving patients the right to
choose their own commissioner of services.

Given the above, how is the popularity of consumerism and partnership in
policy circles to be explained? One explanation is that the different government
initiatives have been driven by ideology. Certainly the policies of the Conservatives
(and now the Coalition) seem to have been heavily influenced by a neo-liberal
ideology based on a belief in the value of self-reliance, individual responsibility and
the rule of the market, with sovereign consumers expressing demand on the basis
of knowledge about the choices available. Yet the Conservatives have not followed
this ideology to the letter, as the service remains free at the point of use. The last
Labour government also seemed to accept elements of neoliberalism (increasing
individual choice, and maximizing personal responsibility for health care), but
combined this with a more collectivist approach, thus reflecting a preference for
pragmatism.

An alternative explanation is that the emphasis on consumerism reflects more
general socio-economic changes, encapsulated in the phrase ‘post-Fordism’ (Bury,
2010). From this standpoint the health service reforms described above parallel a
shift from Fordist principles (mass production, universalization of welfare, mass
consumption) to those of post-Fordism (flexible production techniques designed
to take account of rapid changes in consumer demand and fragmented market
tastes). In a post-Fordist society it is the consumers rather than the producers who
call the tune. While this approach has some value in placing the health policy
changes mentioned above in a broader context, it fails to distinguish between sur-
face changes in appearance and underlying social relations. While the rhetoric has
been about enhanced consumer power or partnership, producers in the form of the
medical profession and health service managers arguably continue to hold the
upper hand over the users of services.

See also: Practitioner—Client Relationships; Managerialism; Citizenship and Health
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Jonathan Gabe

‘Citizenship and health’ refers to those aspects of health affected by the changing
nature of the state, and the relationships between the state, health care organizations
and the people they serve, under varying social and economic conditions.

The concept of ‘citizenship’ has a long history and a complex set of connections
to ‘democracy’, ‘rights’ and modern concepts such as ‘welfare’, ‘consumerism’ and
‘community participation’. During the course of the twentieth century, health
services, and latterly health itself, became the focus for arguments about the
proper relationship between the modern state and its citizens. In the twenty-first
century, widening inequalities, nationally and globally, new biomedical and infor-
mation technologies, and concerns over the sustainability of funding for health and
social care systems in societies with ageing populations are creating new politi-
cized questions about citizenship and entitlement to societal resources.
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‘Equality among citizens’, along with liberty and respect for law and justice,
was one of the building blocks of classical democracy in Athens and other Greek
city-states from the sixth century BC onwards, and became a central, evolving
motif in Western traditions of political theory from the seventeenth century AD.
The idea of the ‘citizen’ — for the French philosopher Rousseau, the highest role
to which an individual could aspire — has been at the heart of the struggles of
workers, women and oppressed and disenfranchised people throughout the mod-
ern world. However, there is nothing intrinsically left or centre-left about the
concept of citizenship. In the UK, Conservatives have employed it as a way of
emphasizing the need for community vigilance about crime, disorder and other
signs of moral degeneration and decay (Marquand, 1997); and, more recently,
their controversial idea of the ‘Big Society’ claims to be directed at devolving
power to the lowest possible level and thus enhancing citizenship.

Citizenship is an evolving concept. In the post-war period the debate can be
traced back to T.H. Marshall’s celebrated essay on the relationship between citi-
zenship and social class (Marshall, 1950). Marshall argued that citizenship had
three elements: (1) civil, emphasizing freedom of speech, thought and belief; (2)
political, stressing the right to participate in the exercise of political power through
voting and representation; and (3) social, by which he meant the right to welfare,
social security and a general share in the benefits of economic and cultural devel-
opment. In Marshall’s work these three elements were placed within a develop-
mental theory moving from civil through political to fully social citizenship.
Although his theory has been criticized for oversimplifying the developmental
process, and understating the importance of gender, it remains a useful conceptual
starting point (Walby, 1994).

During the twentieth century health became an increasingly important signifier
of citizenship, and universal access to health care also became one of the great
expectations of modern electorates. In the UK, in a series of bold political moves,
Lloyd George, William Beveridge and Aneurin Bevan manoeuvred health services
progressively to the centre of the political stage, alongside housing, social security
and education. When the National Health Service (NHS) came into existence on
5 July 1948, it had been designed, as Bevan put it, ‘to universalise the best’, and
was the first health system to offer free care at the point of use to the entire
population. Similar developments with different funding mechanisms emerged in
other European countries in subsequent decades. These arrangements for health
care in times of sickness were an important part of an enduring social compact
between the state and the people, which provided the foundations for the ‘welfare
state’, as it came to be called from the 1940s, where basic provision and security
‘from the cradle to the grave’ were assured for the entire population.

These developments are now viewed as being the defining mark of a political
consensus that emerged in response to the catastrophes of the twentieth century:
the horrors and deprivations of war, economic slumps, fascism, and the anxiety
created in the ruling elites by the enduring threat of a disenchanted and radicalized
working class (Hobsbawm, 1994). There was a strong belief that progress in sci-
ence, politics and society was possible, and that reconstruction was necessary.
Although it was undoubtedly a political compromise, the NHS in the UK came to



embody the hopes and values of post-war Britain. It was built on the belief that
the whole population should have access to health care and that this care would
be built on the best available scientific expertise and professional organization.

The inter- and post-war discussions about health care and welfare provided a
context in which social scientists and others working in social medicine and social
administration could make a contribution to political thinking and policy develop-
ment. During this time there was nothing that might be characterized as a critical
perspective on medicine or health care. In terms of policy analysis, Fabianism was
the dominant approach to intellectual engagement, and within this framework
health services were simply the vehicle through which medicine and care could be
more effectively delivered to the whole population. The approach was implicitly
if not explicitly rooted in a Parsonian sociology of the sick role: illness was dysfunc-
tional and medical care and health services represented the knowledge and social
organization available to deal with illness and re-stabilize the individual and their
social relationships.

Modern health care systems were the beneficiaries of what are now seen as the
‘Golden Years’ of twentieth-century Western capitalism, stretching from the start
of the 1950s to the OPEC oil crisis and economic turbulence of 1973 and after.
Increasingly the only certainty in health care was that it was going to cost more.
Much of the sociological analysis that emerged during the 1970s represented the
beginnings of an extended examination of the relationship between citizens and
professionally controlled health services in the light of growing evidence of the
limited effectiveness of much modern medicine, persisting health inequalities in an
era of neoliberal globalization, the perception that patients are disenfranchized in
the organization and delivery of health care systems and, latterly, the unfolding
consequences of new genetic knowledge and medical technologies.

From the 1980s onward, the issue of the relationship between citizens and their
health became increasingly sharp as the UK and other Western societies engaged
in severe economic ‘restructuring’, moving away from the corporatist social con-
tract between Labour and the trade unions on which they had hitherto been based
towards market-style expectations and relationships. Management systems and
budgets were introduced to control health professionals’ expenditure, and quasi-
markets were employed to stimulate competition between providers and, so it was
argued, expand consumer choice. Health services, along with the rest of the wel-
fare state, were increasingly framed in terms of value for money, and ‘cradle to the
grave’ security was seen as a vice rather than a virtuous safety net for the casualties
of economic dislocation. At the same time, evidence accumulated of widening
inequalities in health status that were closely related to the growing disparities in
income and wealth.

In spite of, or perhaps because of, the severe squeeze on public services that
took place during the late 1980s and early 1990s, the debate about the roles and
rights of patients, consumers, users and citizens in the planning and delivery of
health services became much more high profile (Calnan and Gabe, 2001).
Knowledgeable and informed consumers making rational choices about treat-
ment became the leitmotif of reform across Europe and North America. Devel-
opments during the 1990s such as the Patients’ Charter in the UK — a list of rights
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(not legally binding) to certain standards of care — were designed to make ser-
vices more responsive to ‘consumers’ and thereby improve quality at no extra
cost, though such improvements have been hard to detect in the evidence avail-
able (Calnan and Gabe, 2001). However, during this period, there was growing
evidence that some groups, such as mental patients, were having a range of citi-
zenship rights threatened by systems that were under strain (Rogers and Pilgrim,
1989); and recent revelations about the care of older people in both NHS facili-
ties and in care homes have indicated that even the basic needs of older people
are not being met.

During a period when health services came under increasing pressure from neo-
liberalizing governments enthusiastic about free markets, space was created for
debates about the place of consumers within professionally dominated health care
systems. Within this space critics were able to argue for the limitations of a con-
sumer model of patient or community involvement in health services, and the
need for a more radical citizenship approach to involving the public in decisions
affecting their health. However, there has been little sign subsequently of a move-
ment of power away from professionals to their patients or clients.

In the UK the Labour government elected in 1997 modified the emphasis on
markets and toned down the language of consumerism. However, in their first
term of office the government tied itself to the previous Conservative govern-
ment’s spending plans in an attempt to display the kind fiscal prudence which
would please business and the middle-class vote. As a consequence, the Labour
government spent most of its first term battling against a growing sense of crisis
and disappointment, pricked by the rising tide of waiting lists, waiting times and
high-profile cases of medical malpractice. In this context increasing patient, citizen
and community involvement, hinted at in a series of documents, was unlikely to
be prioritized. Nonetheless, health service analysts argued that many of the
changes taking place under New Labour would ‘... bring patients and citizens into
decision-making at every level of service’ (Lewis and Gillam, 2001: 113). In a
detailed and comprehensive analysis of patient and public involvement under New
Labour in England between 1997 and 2006, Forster and Gabe (2008: 348) con-
cluded that: ‘... there has been a significant extension of opportunities for indi-
vidual patients and the public to communicate their views in more ways and on
different levels’. The current UK Coalition government’s claim to want to put
patients in England ‘at the heart of everything we do ... Patients will be in charge
of making decisions about their care’ (Department of Health, 2010: 1), suggests a
continuation of this emphasis on a strengthened role for patients. However, the
extent to which this is more than a rhetorical flourish is something we will have
to await with sceptical anticipation.

Potentially more significant for healthy citizenship than greater patient involve-
ment in health services, is the growing attention given to the determinants of
health, and the need for partnership between agencies and communities in fighting
the root causes of ill health in the populations of which they are a part (Popay and
Williams, 2009). With the tendency for ‘lifestyle drift’ to emerge as governments
move from analysing the problem to deciding what needs to be done (Hunter



et al., 2010), there is always the likelihood that these policies will be little more
than yet another opportunity to hit ‘health deviants’ over the head or, in the more
subtle language of ‘libertarian paternalism’, ‘nudge’ them into better behaviour
while letting the producers of tobacco, alcohol and unhealthy foods off the hook.
Nonetheless, in the context of devolution, there are signs that other parts of the
UK are not working with quite such a relentless focus on the behaviour of indi-
viduals, framing the issues more strongly in terms of ‘fairer health outcomes for all’
(Welsh Assembly Government, 2010), with an idea of citizens rather than con-
sumers at the centre.

Arguments developed during the 1980s for a less professionally-dominated
health care system, and the concomitant demand for greater lay (consumer, com-
munity or citizen) representation may have signalled a distorted rediscovery of
the political element in Marshall’s theory of citizenship in discussions about
welfare. Whether this will survive the abolition of Primary Care Trusts in Eng-
land and what, as I write, is a stuttering move toward GP commissioning (but
not in Wales or Scotland) remains to be seen. The increasingly urgent emphasis
on the social determinants of health, the implications of pharmaco-genetics and
the pharmaceuticalization of society (Williams et al., 2011), the global uncer-
tainties for health created by environmental change, and the continuing domi-
nance of post-recessional neoliberalism have each widened the scope of the
debate on health and citizenship. The debate now embraces not only simple
consumer demands for better quality health services but also more fundamental
aspects of the relationships between health and social, economic and political
conditions.

See also: Neoliberal Globalization and Health Inequalities; Geneticization; Managerialism
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Social movements, including health movements, are(1) Informal networks, based
on (2) shared beliefs and solidarity, which mobilise around (3) conflictual issues,
through (4) the frequent use of various forms of protest’ (Della Porta and Diani,
1999: 16).

The concept ‘social movements’ is used widely and in varying ways both within
and outside of social science, not least by activists within social movements them-
selves. This variation in use makes it impossible to arrive at criteria which are both
sufficiently inclusive and sufficiently exclusive to give a precise definition that is
suited to all cases. Like ‘games’, as defined by Wittgenstein (1953), ‘social move-
ments’ share ‘family resemblances’ and are clearly identifiable as such but also very
difficult to pin down (Crossley, 2002). However, the above definition, by Della
Porta and Diani (1999), captures many properties of movements deemed impor-
tant by contemporary analysts.

Examples of movements include the environmental movement, feminist move-
ments, and the global justice and anti-war movements, whose mobilizations
enjoyed a high profile in the first decade of the twenty-first century, and a variety
of movements mobilized around conflicts concerning health and medicine. I shall
return to these health conflicts and movements shortly. First, however, we must
unpick ‘social movements’ in more detail.

The informal networks to which Della Porta and Diani (1999) refer might be
networks of individual activists but they might equally be networks of ‘social
movement organizations’ (SMOs). They are most often networks of both. SMOs,
in turn, might include anything from a formal organization with paid workers,
strong income streams, membership lists, etc., to a very loose cluster of activists or
an affinity group with no official structure and little to demarcate it except the



collective actions of its participants. It might also refer to loose groups experiment-
ing with social practices salient to the conflictual issues underlying the movement,
for example, a feminist commune or an alternative therapeutic community. Like-
wise, addressing Della Porta and Diani’s second criterion, the extent to which
beliefs are shared and solidarity is achieved, can be highly variable not only
between movements but also across time and context. Factional infighting is by no
means uncommon. Finally, the forms of protest that Della Porta and Diani refer to
are highly variable as well, including everything from petitions and marches,
through various forms of obstruction, to the political violence of al-Qaida and
related groups. Generally, however, ‘social movements’ operate outside of the
mainstream, institutionalized channels of government, putting pressure upon gov-
ernment, insofar as government is the target of their actions (it might not be), by
means of either a symbolic challenge to its legitimacy or by coercion. This distin-
guishes them from political parties, who seek to effect political change by becom-
ing elected within government, and from lobby and pressure groups, who tend to
work through the official channels of the political system.

Contemporary ways of analysing social movements draw from two, once distinct
but now merged schools, the American and the European, each of which is itself
widely recognized to be the culmination of a history of paradigmatic shifts. Both
traditions draw from Marxism to varying degrees but the key European writers,
such as Habermas (1987) and Touraine (1981), follow Marx more directly in seek-
ing to identify where the key fault-lines of society lie and which movement will
emerge from the conflicts surfacing around that fault-line, constituting itself as the
agent of change for its epoch. They reject Marx’s own answers to these questions,
which identify class relations as the fault-line of (capitalist) society and the work-
ing class as the agents of historical change, arguing that capitalism has moved on
and that the working class have been incorporated within it. But they remain
focused on the question, suggesting that the contradictions of society have been
displaced rather than resolved and also suggesting that the ‘new social movements’
which took to the political stage in the late 1960s have replaced the working class
as society’s key agents of change.

This argument is pertinent to health movements because both Touraine and
Habermas recognize health-related movements amongst the new social move-
ments and Habermas, in particular, theorizes their emergence as resistance to a
‘colonization of the lifeworld’ by both the state and economy; a colonization
whose form includes the birth and growth of the welfare state in the latter half of
the twentieth century, with its implications in terms of surveillance and regulation
of conduct. Movements such as the anti-psychiatry movement of the 1960s, which
sought to resist the power of psychiatrists (as agents of the state) to define normal-
ity and deny the liberty of those deemed ‘mentally ill’, might be one example of
this. ‘Fat’ activists, who challenge obesity discourse and related attempts to
‘enforce’ an ideal of slimness, would be another.

However, the distinction posited in these accounts between ‘new’ and ‘old’
movements has been hotly contested (Edwards, 2004) and ‘health’ was a focus of
social movement activism long before the 1960s. Indeed, the establishment of
welfare states and related forms of public health care provision in the West was in
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many cases and many ways influenced by the campaigns of working-class and
women’s movements in the late nineteenth and early twentieth centuries, and the
campaigns of bourgeois reform movements before them. The latter included, for
example, the ‘lunacy reformers’ who campaigned for reform of the private market
in ‘madhouses’ during the early nineteenth century (Crossley, 2006). Furthermore,
many of the issues apparently associated with the ‘old’ social movements, includ-
ing issues relating to health, have resurfaced in the context of a ‘global justice
movement’, whose high-profile international protests (at meetings of the G8, IMF
and World Bank, amongst others) in the early years of the twenty-first century have
reshaped the face of social movement politics once again (Crossley, 2003). These
protests have focused upon economic inequalities at the global level, highlighting,
amongst other things, their deleterious effects upon the health of the poor.

In contrast to the European focus on ‘the’ agent of change in any given historical
juncture, the American school tended to recognize that a plurality of movements
was in play at any time and was more concerned to identify the mechanisms which
would explain, for example, how movements form and recruit, their effects and
efficacy. This ‘school’ too must be approached through its history. It underwent a
paradigm shift in the 1970s when a new generation of scholars launched a fierce
attack upon their predecessors, who, they claimed, had characterized protest as an
irrational ‘crowd’ response to ‘structural strain’ on behalf of previously atomized
individuals (Crossley, 2002). In contrast, the new generation deemed activists
rational (often in a ‘rational choice’ sense), claimed that they were usually well-
embedded in social networks, and focused upon the impact of the availability of
resources and ‘political opportunities’ on mobilization.

This paradigm was itself subject to attack in the 1990s, however, when a succes-
sive generation criticized its rational choice assumptions and neglect of such issues
as culture and emotion (2002). Protest and campaigning were not mere irrational
outbursts, the new generation agreed, but neither were they an outcome of pure
economic rationality. It is important to understand the role of different emotions,
identities and cultural practices both within movements and within their wider
environments. This move has also involved a merging of the European and American
schools with most movement scholars now borrowing insights from both.

New developments within the field have also included a more sustained focus
upon health movements of various kinds. There is a growing literature in this area
comprising both focused case study monographs on specific movements (see, for
example, Epstein, 1996; Crossley, 2006) and broader reflections upon health and
medical movements as a sub-type of movement in general (see, for example, Brown
and Zavestoski, 2005; Landzelius and Dumit, 2006). This undoubtedly reflects the
proliferation of health movements of various kinds in recent years. As noted above,
mobilization around health issues, whether by bourgeois reform, working-class or
women’s movements, is by no means new and has played a key role in shaping
health provision at various points in its history. However, the enormous expansion
of health care provision in Western societies over the last fifty years, with the
related extension of the remit of health professionals and the sheer growth of what
is technically possible, has fuelled a proliferation of new movements.



In some part conflicts centre upon the allocation of resources. Medical capability
outstrips what the medical profession and the wider society which funds it can
afford to provide, prompting an inevitable competition over the available resources
by both ‘disease-specific’ movements and groups and movements representing
wider constituencies (for example, women, children, older people, specific ethnic
groups). Where this is simply a matter of lobbying for funds, it is not technically
social movement activism. As noted above, social movement activism utilizes
extra-government means to achieve its ends. Many routine resource-related health
campaigns do use such means, however, and some take on an additional aspect
when they address such issues as the practices of major pharmaceutical companies.
These are social movements.

Beyond resource issues, the ‘medicalization’ of conditions has also proved a
major issue of contention, especially in relation to disability and ‘mental illness’.
In the case of mental illness, for example, a succession of movements involving
both medical professionals and ‘patients’ have sought to challenge medical cat-
egories, authority and language, arguing that the difficulties experienced by those
labelled ‘mentally ill’ are not symptoms of an illness and should not be treated
as such (Crossley, 2006). In this case, furthermore, where ‘survivors’ (as radical-
ized ‘patients’ have re-labelled themselves) can be incarcerated and ‘treated’
against their own will with electro-convulsive therapy (controlled electric
shocks) and mind-altering drugs, both of which can have deeply debilitating
side-effects, issues of personal liberty have been predominant as well. As often
happens, however, these movements have provoked counter-movements who
would argue that the more libertarian position called for by the critics of medi-
calization leads to the neglect of both vulnerable individuals and the family
members who seek to support them, and thus a great deal of personal misery
(2006). As a result, conflicting movements and SMOs compete, generating a
‘field of contention’ around psychiatric practice.

Where disability activists and psychiatric survivors challenge medicine for, in
their view, wrongly identifying their difficulties as illnesses, other movements, like
the counter-movements in mental health, attack medicine for failing to recognize
illness where, they claim, it does exist. Recent important examples include mobili-
zations around both chronic fatigue and gulf war syndrome. What both share in
common, however, and share also with a range of other health-related movements,
including most famously the movement mobilized around HIV/AIDS (Epstein,
1996), is a championing of lay knowledge and the patient perspective relative to
medical knowledge. Activists have argued that the experience of the ‘patient’ is, or
rather should be, a legitimate source of knowledge with respect to both definitions
of illness and measurement of the efficacy and value of treatments. They have chal-
lenged the monopoly and authority which the medical profession enjoys in relation
to these matters.

In some cases this challenge coincides with the shift towards a consumerist
ethos within health provision, introduced by neoliberal policy makers. And some
campaigners would recognize — often with ambivalent feelings — that neoliberal
health reforms have opened certain doors to them in their quest to break medical
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monopolies and promote the view of those on the receiving end (Crossley, 2006).
Their critique is generally more fundamental than that of the consumer-focused
agenda of neoliberalism, however, and the language of consumerism is in many
cases alien to them.

As the capacities of medicine expand, we should expect that these and other
health-political issues will enjoy a greater profile in the public sphere, along with
the movements that champion them. Health never has been and never will be a
matter of politically/morally neutral knowledge and intervention. It is a central
facet of our well-being and thus of our political life.

See also: Medicalization; Disability; Lay Knowledge; Consumerism
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Nick Crossley

Medicines regulation refers to the role of the state in requlating the safety and efficacy
of medicines.

In recent years medical sociology has paid growing attention to medicines and
their production by the pharmaceutical industry and how the state controls
which medicines are available for consumption. Informed by political sociology
and the political economy of medicines, the focus has been on the way in which



the interests of the state and pharmaceutical industry may play out to the dis-
advantage of consumers. Particular attention is being given to the possibility of
‘regulatory capture’, where the government agency responsible for regulating the
pharmaceutical industry comes to represent that industry rather than the ‘public
interest’ (Abraham, 1995). The extent to which the relationship between govern-
ment regulators and drug companies can be characterized in terms of ‘corporat-
ism’ and ‘corporate bias’ is also receiving attention. Corporatism refers to whether
drug companies have been granted semi-official status, giving them ‘internal
representation’ in executive decision-making structures, thereby enabling them to
assist government to implement policies that directly affect them (Wiktorowicz
et al.,, 2012). Corporate bias is demonstrated by the industry having privileged
access to and influence over the state that are not afforded to any other interest
group (Abraham, 2009).

In order to explore these issues, a brief history of medicines regulation in the UK
and the USA will be provided. This account will illustrate differences in the degree
of corporatism, corporate bias and regulatory capture in the two countries and the
possible reasons for these. Reference will also be made to the Europeanization of
medicine’s regulation and the extent to which the agency established to harmo-
nize standards of regulatory evaluation across Europe has adopted the UK
approach to regulation with its attendant consequences.

In the UK, before the 1960s, the safety and efficacy of medicines were, for the
most part, not regulated by the state. Pharmaceutical companies could sell drugs
as remedies, as long as they were unadulterated, at prices that the market could
bear. Regulation was thus by the market, with drugs usually only falling out of
favour if it became clear that they were toxic or ineffective. The government
trusted the pharmaceutical industry to test their products for safety and efficacy
before bringing them to market. In the early 1960s this trust was breached when
reports started to be published about the disastrous side-effects of the sedative
Thalidomide. It seemed that drugs could destroy lives as well as save them
(Abraham and Lewis, 2002). To restore public confidence in medicines, the UK
government introduced regulatory mechanisms to check that new medicines were
safe and effective before they were introduced. From the start, however, the gov-
ernment agreed that information submitted by the manufacturers would be
treated as confidential, thereby sealing off the regulators from public scrutiny. It
was also accepted that the review process should be rapid, so as not to delay the
introduction of possibly valuable drugs (Abraham, 2009). Producers’ interests thus
remained dominant, with citizens’ right to security in healthy medications being
circumscribed.

In 1968 the Medicines Act was passed which provides the basis for contempo-
rary British medicines regulation. This Act, which came into force in 1971,
required the Department of Health, advised by a new Committee on Safety of
Medicines (CSM), to become legally responsible for assessing drug safety and effi-
cacy. Members of the CSM were permitted to hold consultancies and shares in
pharmaceutical companies, allowing a low level of differentiation between the
regulators and these companies (Abraham, 2009). Under the Act, pharmaceutical
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companies were required for the first time to obtain approval from the govern-
ment for the marketing of new medicines. As before, however, it was agreed that
all information about new drug applications should be treated as confidential.
Moreover, information on adverse drug reactions was withheld from citizens,
including lawyers and journalists, on the grounds that they lacked the medical
expertise to interpret such information. Citizens’ right to health thus remained
limited in the face of producer interests and medical power.

Since the 1970s the pharmaceutical industry has attempted to maintain its
influence over the regulatory authorities through close consultation about regula-
tions on the data requirements for product licences. It has also complained regu-
larly about the length of time taken to obtain decisions from regulators. In the
1980s, these concerns were heeded by a Conservative government that was keen
to reduce state intervention in the economy, in line with its neoliberal agenda. In
1981 it reduced the amount of toxicological data drug companies were required
to submit to the regulators before gaining the necessary approval to conduct
clinical trials; and in 1989 it set up the Medicines Control Agency (MCA) in
response to industry claims that regulators were inefficient and reluctant to
approve drugs quickly. The MCA was to be funded by the industry through the
licence fee charged and run as a business, selling its regulatory services to the
industry and promoting itself as the fastest licensing authority in the world
(Abraham, 2009). In effect, then, the British government had decided to reform
the regulatory authorities as a new neoliberal, corporatist partnership between
industry and regulators. Consumers continued to be excluded despite attempts
over the period to extend their rights through legal action against certain pharma-
ceutical companies, in the face of drug disasters such as Opren (prescribed for
arthritis sufferers) and Ativan (for anxiety) (Medawar, 1992).

This corporatist partnership between industry and regulators has also shaped the
process surrounding the Europeanization of medicines regulation. This process
dates back to 1965 when the European Community, now the European Union
(EU), made provision for regulating medicines within the Community. It acquired
greater urgency in the 1990s when European governments and industrialists real-
ized that an integrated EU-wide pharmaceutical market was needed if European
drug companies were to be competitive on the world stage (Abraham, 1997). Com-
mon technical standards were agreed and a committee of European experts — the
Committee for Proprietary Medicinal Products (CPMP) — was established, with
representatives from each of the national regulatory bodies. Under this system
pharmaceutical companies were encouraged to seek simultaneous approval for
their products in more than one Member State. Once a drug had been approved by
a single Member State, other Member States were encouraged to accept this deci-
sion. This body was incorporated into the European Medicines Agency (EMA) in
1995, as one of its core scientific advisory committees. The EMA is funded by the
EU and the pharmaceutical industry. From 1995 its recommendations have become
binding on Member States. The EU also agreed, under pressure from the drug com-
panies, to introduce strict timescales for coming to approval decisions. National
regulatory agencies now compete for licensing fees from the industry by presenting



themselves as the fastest in approving drugs. Acting primarily on the basis of this
economic imperative increases the chances that scientific checks, needed to provide
adequate levels of drug safety, are undermined (Abraham and Lewis, 2002). Under
this neoliberal model the regulatory science on which decisions are based remains
secret, despite challenges from transnational consumer organizations for greater
openness. As in the UK the same arguments are used about the need for secrecy in
order to protect valuable intellectual property from commercial competitors. Thus
it can be argued that the corporate bias towards the drugs industry at the national
level has been reproduced supra-nationally.

Such corporate bias is also apparent in the post-marketing surveillance of adverse
drug reactions (ADRs) to long-term use of medicines. Such surveillance is based on
pharmacovigilance: ‘the science of collecting, monitoring, researching and evaluating
information on ADRs to identify and prevent harm’ (Wiktorowicz et al., 2012: 165).
In the EU and the UK, drug companies have been allowed to negotiate the basis of
evidence used in pharmacovigilance. This is because the EMA and the UK MCA,
and its successor (since 2003 the Medicines and Health-care-products Regulatory
Agency (MHRA)), lack the resources to undertake independent research. European
regulators are reliant on drug companies to establish their own pharmacovigilance
systems to monitor their products, thereby allowing the industry to influence regula-
tory decisions (Wiktorowicz et al., 2012).

Medicines regulation is rather different in the USA, mainly as a result of a dif-
ferent political environment. Regulation started much earlier than in Britain and
the rest of Europe. Since 1938 drug manufacturers have been required to obtain
permission to market a new drug from the American drug regulatory authority,
the Food and Drug Administration (FDA). In the late 1950s the industry was
exposed to embarrassing criticism during Congressional hearings conducted by
Senator Kefauver. The result was the 1962 Kefauver-Harris Amendment to the
1938 Act. From then on manufacturers had to provide substantial evidence of
effectiveness as well as safety and the FDA was required to withdraw approval
already granted for a drug if it lacked evidence of its efficacy (Light, 2010). The
FDA was thus specifically required by Congress to protect the public from inef-
fective as well as unsafe drugs. In addition, as a result of the passing of the 1967
US Freedom of Information Act, members of the public now had the right to
access information about the FDA’s grounds for approving a new drug and
records of its meetings with particular drug companies. Drug regulators in the
USA therefore operate in a political climate in which consumers have much
greater opportunity to examine the extent to which regulators are protecting
their interests instead of operating primarily in the interests of the drug industry.
Moreover, the litigious nature of US society means that the relationship between
the regulators, the drug industry and consumers is much more adversarial than
is the case in the UK (Abraham, 1997).

Opportunities for regulatory capture still exist, however, as was recognized by
Congress in the 1970s. It acknowledged that the FDA, during the Nixon adminis-
tration, had become more ‘industry-friendly’ and had sought to neutralize medical
scientists within the organization who were felt to be adversarial towards the
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pharmaceutical industry. In response, it prohibited FDA scientists from joining the
industry for two years after leaving the Administration. In the 1980s, in the face of
the neoliberal political agenda of the Reagan and Bush administrations, the FDA
was pressurized to limit its regulatory activities in order to avoid harming the drug
industry’s competitiveness. However, Congressional Committees reminded the
FDA that it could be called to account and required to demonstrate that it was
acting in the ‘public interest’ by subsequently investigating some of its regulatory
decisions. These procedural checks, combined with the ability of consumer groups
to use the Freedom of Information Act to examine the basis for regulatory deci-
sions, generally made the FDA much more cautious about embracing the values of
the drugs industry than has been the case in Britain.

However, pressure from the Reagan and Bush Senior administrations in the
late 1980s and 1990s for the FDA to reduce its regulatory burden and adapt a
‘lighter touch’ regulatory approach like that of the UK resulted in the FDA being
less cautious. This was illustrated through its adoption of accelerated approval of
drugs intended to treat serious or life-threatening conditions in response to
industry concerns — a policy which was subsequently followed in the EU. Davis
and Abraham (2011) have interpreted this policy change as reflecting a ‘tenta-
cled corporate bias’, with the industry extending its influence by seeking a range
of strategic partnerships with various elements of the state. However, they also
acknowledge the role of patient groups and the medical profession in success-
fully demanding accelerated drug approvals. This suggests that a tentacled theory
of corporate bias needs to be modified to take account of demands from such
interest groups, as they helped to cement a smooth partnership between industry
and the state.

While the case of accelerated drug approval suggests a convergence in regulatory-
state relations between the USA, the UK and the EU, the case of pharmaco-
vigilance highlights some continuing differences. As noted above, UK and EU policy
in this area demonstrates the role of corporatism. In the USA, however, a more
pluralist approach is apparent, with industry as just one research partner. The FDA
has the funds to commission independent epidemiological research on adverse drug
reactions to specific drugs which allows it managerial discretion. It is also subject to
Congressional oversight.

In sum, it seems that there is some movement in the direction of corporate bias
in the USA as well as the UK although important differences still remain. In the
USA regulators still operate in a more adversarial climate and the political checks
and balances reduce opportunities for regulatory capture and corporatism. In the
UK and other EU countries, a culture of secrecy continues to prevail and corporat-
ism and industrial capture are more apparent. There is, however, increasing pressure
from consumer organizations and patient groups in Europe which may eventually
threaten the stability of the relationship between the regulators and the pharma-
ceutical industry. Time will tell how successful this more active citizenship is in
making regulators in Europe more accountable.

See also: Consumerism; Citizenship and Health
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Jonathan Gabe

Evaluation refers to the use of social research methods to assess the extent to which
a policy, programme or service is implemented and achieves its goals.

Evaluation in the health field involves assessing, in a structured and rigorous way,
whether public health programmes and health care achieve their intended goals,
including improving health and quality of life, and at what cost. Evaluation is a
generic term that can equally be applied to assess the value of any area of public
policy such as education, welfare benefits, and transport or penal systems. How-
ever, the high costs and high public profile of modern health and health care systems
have made evaluation an increasingly important feature of developed countries’
health policies. Those paying for health interventions, such as businesses funding
health insurance for their workers and governments providing publicly financed
health care or health promotion (for example, measures to restrict smoking), are
typically interested in assessing the value of their expenditure. Clinicians too have
increasingly espoused the concept of ‘evidence-based health care’ (Gray, 1997),
which includes undertaking randomized clinical trials to assess the effectiveness of
drugs and procedures (see below), while resisting external attempts by managers
to assess the quality and efficiency of their services.
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Since the Second World War, evaluation research has evolved in a number of
ways, most notably via:

1 The development of methods of economic evaluation that attempt to quantify
the costs and benefits of programmes and policies;

2 The development of methods for the synthesis of findings from individual
evaluations, such as meta-analysis of randomized controlled trials of the effec-
tiveness of treatments; and

3 A gradual shift away from an exclusively positivist and experimental approach
to programme evaluation towards a wider range of more sociologically
informed, interpretive approaches, including more participatory approaches
designed to stimulate democratic dialogue and empower stakeholders, and even
post-modern, relativist perspectives.

Though evaluation is a form of social research, its typical product is primarily instru-
mental knowledge that is produced to meet the needs of policy makers, in that it
focuses on assessing the value or worth of policies, programmes and services. Some-
times, value is inferred from the description and quantification of a range of costs
and benefits expressed in ‘naturally occurring units’ (for example, the number of
hospital bed days averted by a hospital-at-home scheme); at other times, formal
economic methods are used to estimate either the monetary value (as in cost-bene-
fit analysis) or the ‘utility’ (as in cost-utility analysis) of a particular pattern of effects
(Weimer and Vining, 2010). The most high profile form of cost-utility analysis is cost
per quality-adjusted life year (QALY) analysis. This attempts to calculate the non-
monetary value of the health gains generated by different treatments for the same
condition, or different treatments for different conditions, in order to guide priority
setting and subsequent resource allocation (Drummond et al., 2005).

Contemporary policy and programme evaluations often use a range of research
methods, both qualitative and quantitative. Typically health evaluation draws on
methods and insights from psychology, sociology, economics, statistics, epidemiol-
ogy, anthropology, policy science and the basic clinical sciences. The nature, range
and combination of methods reflect wider trends in the social sciences towards
more integrative approaches, and the increasing use of ‘mixed’ methods in which
qualitative and quantitative data are triangulated as well as contrasted.

Evaluation can, in principle, contribute to policy decisions throughout the policy
process. For example, it can be used prospectively at the design stage to help model
the likely impacts of different approaches to achieving a policy goal. It can also be
used during the implementation stage to identify the conditions for successful
implementation (known as ‘process’ or ‘formative’ evaluation), and later on to
measure the impact of the programme or policy (known as ‘summative’ or out-
come evaluation). If an intervention is novel, the evaluation process may well start
with a formative evaluation looking at the feasibility and acceptability of the pro-
gramme, followed by an efficacy evaluation looking at its impact under optimal
conditions and then a (cost) effectiveness evaluation examining its impact under
ordinary conditions.



Donabedian (1966) developed a valuable framework for the evaluation of health
services. He distinguished between structures, processes and outcomes. An evalua-
tion of structures typically focuses on the adequacy of the facilities, equipment,
staffing, funding and organization of health services. A simple example would be
examining the number of general practitioners available per capita. Such evidence
might help to assess the extent of geographical equity in the availability of doctors
between different parts of a country. However, it would not be possible to deter-
mine what the optimal distribution of doctors should be without next asking
questions about the range of services general practitioners provide. This leads to
Donabedian’s second type of evaluation: the examination of processes. Processes are
the activities of history taking, examination, diagnosis, treatment, follow-up and
coordination that constitute care, including the quality of the relations between
patients and clinicians. The final dimension of Donabedian’s framework focuses on
outcomes. Outcomes are the effects in terms of health change that result from the
structures and processes of health services. Outcomes of health care have fre-
quently been assessed in terms of survival rates. However, outcome measures more
appropriate to the role performed by contemporary health services in relation to
chronic conditions need to include an assessment of the impact of services upon pain,
disability, health-related quality of life, reassurance and patients’ ability to cope with
health problems; all of these are outcomes that are more complex to measure.

The method that has proved most reliable in evaluating the effectiveness of
health care is the randomized controlled trial. With their informed consent,
patients are randomly allocated to receive either the novel treatment, or a placebo,
or the best available alternative treatment. The purpose of randomization is to
minimize the possible influence on outcomes of factors other than the treatments
under study, such as severity of illness between patient groups. Randomization
makes it very likely that such factors are equally present in the groups of patients
receiving alternative treatments.

The randomized controlled trial has proved to be the most successful form of
evaluation in relation to drugs. A particularly valuable feature of many drug trials is
that both patient and doctor are unaware of which treatment the patient is receiving.
This so-called ‘double-blind’ trial substantially reduces the risks of biased results.
However, many of the interventions in health services that need to be evaluated
cannot be subject to the double-blind trial. For example, it may be desirable to
evaluate the advantages of the nurse prescribing drugs instead of the general practi-
tioner, compare hospital with home-based rehabilitation after a surgical procedure,
or compare self-help groups with health professionals in their ability to provide
counselling, support and advice for people with long-term conditions. In these situ-
ations, the options being compared are not like drugs. Drugs are now delivered in
formats that completely standardize the active ingredient for each dose. By contrast,
the ‘active ingredients’ that make a nurse practitioner, hospital-at-home scheme or
self-help group effective in improving health outcomes may be multi-faceted and
may also vary enormously from one setting to another.

Considerable attention has thus been devoted to developing methods for evalu-
ating these so-called ‘complex’ interventions and programmes. The UK Medical
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Research Council’s guidance on the evaluation of complex interventions defines
them as ‘interventions that contain several interacting components’, plus features
such as the number and difficulty of behaviours or changes required by those
delivering or receiving the intervention and a degree of flexibility in the way the
intervention can be delivered (Craig et al., 2008). As a result, the active elements
are subject to more variation than in, say, drug or even surgical trials. Though more
challenging to evaluate, such studies may not require fundamentally different
methods from simpler evaluations, particularly if the analyst is not too concerned
to discover how a programme has its effect (i.e. the intervention can sometimes be
treated largely as a ‘black box’ receiving inputs and then generating outputs and
outcomes).

Where there is more interest in the precise operation of a programme, with a view
to optimizing its delivery, evaluation designs such as randomized controlled trials
need to be adapted and/or supplemented by other, qualitative research methods that
can explain how and why interventions improve outcomes (Campbell et al., 2000).
Only when ‘the active ingredients’ (for example, specific skills or ways of organizing
services) of a new way of providing care are uncovered by more detailed ethnographic
study is it possible to reproduce such effects outside the original evaluative study.

Sociology, until recently, has neglected the experimental approach to the evalu-
ation of wider behavioural, social and population-based ways of improving health.
This neglect is unfortunate because ‘experimentation’ is potentially powerful
(Oakley, 1998). Despite some sceptics who would argue that randomized trials are
simply infeasible for assessing social policies and community-based interventions,
there are grounds for claiming that randomized trials of social and public health
policies are not only feasible but also an ethical imperative. This is because such
programmes cannot be assumed to be benign and some will have unexpected
negative consequences that are contrary to common sense. For example, school-
based driver education programmes that are provided before young people start to
learn to drive have been shown in RCTs to lead to increased crash and injury rates.
This is because participants in these programmes typically pass their driving tests
at younger ages than non-participants, and younger age is strongly related to higher
accident rates (Roberts and Kwan, 2008).

As a result, pragmatic trials of more complicated whole programmes of care, or
public health interventions that compare real-life alternatives, are increasingly
being undertaken. Such evaluations typically collect data on a range of effects or
outcomes over a considerable period of time, but can also include data on the
process of implementation (feasibility) and the acceptability of programmes to
individuals and communities. They may also include non-health effects at a soci-
etal level, including spillover impacts in other sectors such as the economy (Smith
and Petticrew, 2010).

There has been considerable interest in the ‘realist’ approach to evaluation
developed by Pawson and Tilley (1997), as another sociologically informed
response to the challenges inherent in evaluating more complex behavioural and
social programmes. Realist evaluations aim to answer the question: ‘what works for
whom in what circumstances, in what respects and how?” The approach is based
on three fundamental insights: social programmes are ‘theories’ in the sense that



they are built on implicit or explicit causal propositions about how to produce
change; similar programmes have variable effects when implemented across differ-
ent settings; and the local context of each setting influences the ability of the
mechanisms underlying programmes to produce the outcomes desired (i.e. pro-
grammes are socially embedded). Realist evaluations attempt to develop and test
empirically the range of ‘context-mechanism-outcome’ configurations relevant to
understanding the impact of a particular programme or policy.

However sophisticated its design, methods and theoretical underpinning, the
fate of evaluation as applied social science is largely dependent on the institutions
and political imperatives faced by decision makers (Taylor and Balloch, 2005).
Health policies are rarely initiated with evaluation in the forefront of either plan-
ning or implementation. Programmes are often not articulated with sufficiently
clear objectives for straightforward evaluation and are frequently rolled out before
their effects can be definitively assessed. As a result, evaluations often have to
focus on inputs, outputs, user experience and professional views, rather than being
able directly to attribute ‘final’ outcomes (for example, health improvements) to
specific policies.

It is also important to recognize that while much of health care evaluation prac-
tice is premised on the modernist Enlightenment assumption that health care can
be studied and then adapted on the basis of a single rational, objective evaluation
to improve its effectiveness and efficiency (for example, particularly health eco-
nomic evaluation in the service of practices of the New Public Management), this
assumption is contested. Post-modernist approaches posit multiple competing
rationalities and forms of knowledge reflecting the interests of particular groups
(Fox, 1991). Under this approach, not only is knowledge seen as contingent and
far from universal, but evaluation practice is also seen to require the participation
of a far wider range of players in order to democratize the process and attempt to
ensure that a wide range of ‘voices’ is heard. In this world, the role of the evaluator
is to negotiate between different versions of truth and value rather than produce
a summative account.

See also: Quality of Life; Lay Knowledge, Managerialism
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Nicholas Mays

Malpractice refers to the improper treatment or culpable neglect of a patient by a
health service professional.

Malpractice is often discussed in the context of regulating doctors’ behaviour
and, in particular, the ways in which they are held accountable for their mistakes
or errors. There are various types of regulatory control. These range from self-
regulation through the General Medical Council (which is responsible for adju-
dicating on allegations of professional misconduct and revalidating a doctor’s
licence to practice) and medical audit (the continuous peer review of practice)
to regulation as a result of individual patients making complaints or seeking legal
redress through the courts. The focus here will be on the last form of regulation —
malpractice litigation.

Malpractice litigation is based on common law, particularly torts of negligence.
The term ‘tort’ is derived from Norman French and means a wrong or wrongdoing.
Tort law is based on the view that people owe a duty of care to others and should
avoid harming or injuring those they come into contact with. In the case of medi-
cine, this means that a doctor has caused harm to a patient as a result of failing to
act in accordance with their profession’s customary standards (Dingwall and
Hobson-West, 2006). In bringing a case of malpractice, a plaintiff needs to prove
that there was negligence and that this negligence caused or contributed to damage
or injury.

Medical negligence claims have grown considerably in Britain in recent years.
There was a sharp increase in claims in the 1980s and 1990s with a 72 per cent



increase between 1990 and 1998. The cost of settlement grew from £50 million
in 1990 to £294 million in 2000-1. These costs have continued to rise since
the millennium, reaching £769 million in 2008-9 and £787 million in 2009-10
(Feinmann, 2011). In 2011-12, the situation looked even worse with the NHS
paying out a record £1.28 billion in damages and legal charges, a rise of more than
45 per cent on the previous year’s total of £863 million. This was said to reflect a
30 per cent rise in the number of claims in 2010-11 (Dyer, 2012).

Most negligence claims are for small sums of up to £10,000, with amounts in
excess of £150,000 being claimed by a small number of plaintiffs. The hospital
specialties most likely to be claimed against are Obstetrics and Gynaecology,
Orthopaedics, and Accident and Emergency. Doctors working in these specialties
tend to be sued for negligence as the result of a misdiagnosis, often leading to a
delay in treatment or inappropriate treatment. The other main cause of negligence
relates to technical or surgical mistakes made before, during, or after an operation
(National Audit Office, 2001). Doctors working in Obstetrics and Gynaecology
are particularly prone to large claims because damage at birth (for example, brain
damage) carries with it lifetime costs in terms of health care. A single claim in this
area can now run into millions of pounds.

In the past, hospital doctors in Britain subscribed to a medical defence organiza-
tion (MDO) to cover their possible liability for damages. As membership fees
escalated in the 1980s, Health Authorities found themselves subsidizing their staff.
In 1990, the British government responded by requiring Health Authorities and
Trusts to meet the full cost of negligence actions. Since 1995 the NHS Litigation
Authority (NHSLA) has taken responsibility for claims against Trusts. To begin
with, Trusts could identify an excess figure and accept responsibility for meeting
the cost of claims below this figure. Since 2002, however, the NHSLA has taken
full responsibility for dealing with claims against the NHS. Such arrangements
however only apply to the NHS in England. Since political devolution in 1999
NHS bodies in Scotland and Wales have put in place their own fault-based
schemes (Stephen et al., 2012).

It has been suggested that the medical profession has responded to this state of
affairs by being more defensive in their medical practice. This defensive medicine
has involved hospital doctors ordering treatments, tests and procedures (or on
occasion withholding them) primarily to protect themselves from criticism or
potential litigation. Fears about being sued are also said to have encouraged GPs
to make practice changes such as deciding not to treat certain conditions, increas-
ing diagnostic testing, engaging in more detailed note taking, and giving patients
more detailed explanations (Summerton, 1995). In the USA there is also evidence
of physicians attempting to recognize ‘suit-prone’ patients in the consultation, in
order to reduce the likelihood of litigation. Patients who appear to be ‘dependent’,
‘demanding’, ‘self-styled experts’ or ‘subservient’ are all seen as potentially
malpractice-prone. However, there is an inconsistency in such perceptions. Patients
who are deferential and those who are consumerist and want to take responsibility
for decisions about their health seem to be perceived as equally problematic. This
apparent ambivalence among physicians actually reveals a reluctance to accept a
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reduction in authority, standing and control. Consequently, exhortations for doctors
to provide more information and share decisions with patients in order to mini-
mize the threat of litigation may fall on deaf ears (Annandale, 1989).

The rapid increase in medical negligence claims in recent decades has led many
commentators to talk about a medical litigation ‘crisis’. Reference is regularly made
to the USA where the total cost of malpractice claims has risen faster than inflation.
Doctors in Britain and the USA tend to blame the growth of consumerism for
encouraging patients to complain and take legal action if they feel their rights and
expectations have not been met. Reference is also made to the greed of lawyers who
have benefited financially from the rapid increase in claims. Such lawyers are said
to have sought out patients and touted for business. Certainly there is evidence of
lawyers in Britain advertising in NHS hospitals on the basis of ‘no win, no fee’ in
the hope of finding clients who might claim for road- or work-related injuries. In
the USA, physicians also criticize lawyers for their ignorance of medicine and the
application of a confrontational, argumentative approach to solve what they per-
ceive as medical disputes (Hupert et al., 1996).

In so far as there is a crisis, it is necessary to ask ‘a crisis for whom’? For doctors
the crisis is one of increasing negligence claims, proactive lawyers and assertive
patients. For patients, however, the crisis may be one of a loss of confidence in the
medical profession and a lack of sufficient resources to take negligent doctors to
court. Certainly there is evidence that when patients (and their relatives) do take
legal action, intense emotions are aroused that continue to be felt long after the
original injury. For these patients the decision to seek legal redress is determined
not just by the original injury but also by a desire to hold doctors to account and
to make sure that lessons are learnt so that others do not experience similar inci-
dents in future (Vincent et al., 1994).

Some commentators have nonetheless questioned the extent to which increased
medical negligence represents a crisis. Dingwall and Hobson-West (2006) have
argued that we should not take the claims of doctors that they are facing a crisis
at face value. Instead they suggest that the increase in malpractice claims should
be seen as part of a wider cultural shift which is affecting the professions in general
and not just medicine. Accountants, architects, engineers and veterinary surgeons
have all seen their liability claims increase in frequency and severity in recent
times. The medical profession’s response is therefore best seen as a moral panic and
a symbolic expression of discontent with wider social and cultural changes that are
affecting all professions.

Regardless of whether other professions are facing increased litigation, it can
nonetheless be argued that the increase in medical negligence claims does repre-
sent a challenge to medical authority that has real consequences for the doctor—
patient relationship. While malpractice as a regulatory tool may empower some
patients and lead some doctors to make more considered decisions, it may also
have the unintended consequence of encouraging doctors to undertake unneces-
sary tests and of undermining the trust necessary for the shared decision making
and patient partnership advocated by policy makers. Despite this, medical negli-
gence action does have a role as a regulatory tool in that it encourages at least some



public discussion of standards. Any changes to the tort system, such as the partial
no-fault compensation scheme (where the emphasis is on proof of causation rather
than proof of fault), introduced in England after the NHS Redress Act of 2006 and
yet to be fully implemented, will need to demonstrate that they make doctors
more accountable as well as being less costly (in terms of legal fees) and providing
quicker redress.

See also: Medical Autonomy, Dominance and Decline; Consumerism
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