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He was crawling under cars at a traffic light—and they let him out in two days.

I

I decided that it was not enough to just study the homeless—I had to help them. I learned that a homeless shelter in St. Louis, just across the river from where I was teaching, was going to help poor people save on utilities by installing free wood stoves in their homes. When their utilities are cut off, the next step is eviction and being forced onto the streets. It wasn’t exactly applied sociology, but I volunteered.

I was a little anxious about the coming training session on how to install stoves, as I had never done anything like this. Sociology hadn’t trained me to be “handy with my hands,” but with the encouragement of a friend, I decided to participate. As I entered the homeless shelter on that Saturday morning, I found the building in semi-darkness. “They must be saving on electricity,” I thought. Then I was greeted with an unnerving scene. Two police officers were chasing a naked man, who was running through the halls. They caught him. I watched as the elderly man, looking confused, struggled to put on his clothing. From the police, I learned that this man had ripped the wires out of the shelter’s main electrical box; that was why there were no lights on.

I asked the officers where they were going to take the man, and they replied, “To Malcolm Bliss” (the state hospital). When I said, “I guess he’ll be in there for quite a while,” they replied, “Probably just a day or two. We picked him up last week—he was crawling ​under cars at a traffic light—and they let him out in two days.”

The police then explained that one must be a danger to others or to oneself in order to be admitted to the hospital as a long-term patient. Visualizing this old man crawling under stopped cars at an intersection, and considering how he had risked electrocution by ripping out the electrical wires with his bare hands, I marveled at the definition of “danger” that the psychiatrists must be using.

Sociology and the Study of Medicine and Health

This incident points to a severe problem in the delivery of medical care in the United States. In this chapter, we will examine why the poor often receive second-rate medical care and, in some instances, abysmal treatment. We’ll also look at how skyrocketing costs have created ethical dilemmas such as discharging patients from hospitals before they are well and whether medical care should be rationed.

As we consider these issues, the role of sociology in studying medicine—a society’s standard ways of dealing with illness and injury—will become apparent. For example, because U.S. medicine is a profession, a bureaucracy, and a big business, sociologists study how it is influenced by self-regulation, the bureaucratic structure, and the profit motive. Sociologists also study how illness and health are much more than biological matters—how, for example, they are related to cultural beliefs, lifestyle, and social class. Because of these emphases, the sociology of medicine is one of the applied fields of sociology. Many medical schools and even hospitals have sociologists on their staffs.

The Symbolic Interactionist Perspective

Let’s begin, then, by examining how culture influences health and illness. This takes us to the heart of the symbolic interactionist perspective.

The Role of Culture in Defining Health and Illness

Suppose that one morning you look in the mirror and you see strange blotches covering your face and chest. Hoping against hope that it is not serious, you rush to a doctor. If the doctor said that you had “dyschromic spirochetosis,” your fears would be confirmed.

Now, wouldn’t everyone around the world draw the conclusion that your spots are symptoms of a disease? No, not everybody. In one South American tribe, this skin condition is so common that the few individuals who aren’t spotted are seen as the unhealthy ones. They are even excluded from marriage because they are “sick” (Ackernecht 1947; Zola 1983).

Consider mental “illness” and mental “health.” People aren’t automatically “crazy” because they do certain things. Rather, they are defined as “crazy” or “normal” according to cultural guidelines. If an American talks aloud to spirits that no one else can see or hear, he or she is likely to be defined as insane—and, for everyone’s good, locked up in a mental hospital. In some tribal societies, in contrast, someone who talks to invisible spirits might be honored for being in close contact with the spiritual world—and, for everyone’s good, be declared a shaman, or spiritual intermediary. He or she would then diagnose and treat medical problems.

“Sickness” and “health,” then, are not absolutes, as we might suppose. Rather, they are matters of cultural definition. Around the world, each culture provides guidelines that its people use to determine whether they are “healthy” or “sick.” As discussed in the Cultural Diversity box, those guidelines also tell you what your illness is. This is another example of how the social construction of reality plays a vital role in our lives.

The Components of Health

Back in 1941, international “health experts” identified three components of health: physical, mental, and social (World Health Organization 1946). They missed the focus of our previous chapter, however, and I have added a spiritual component to Figure 19.1. Even the dimensions of health, then, are subject to debate.

Even if we were to agree on the components of health, we would still be left with the question of what makes someone physically, mentally, socially, or spiritually healthy. Again, as symbolic interactionists stress, these are not objective matters; rather, what is considered “health” or “illness” varies from culture to culture. In a pluralistic society, they can also differ from one group to another.

As with religion in the previous chapter, then, the concern of sociologists is not to define “true” health or “true” illness. Instead, it is to analyze the effects that people’s ideas about health and illness have on their lives, and even the ways in which people determine that they are sick.

The Functionalist Perspective

Functionalists begin with an obvious point: If society is to function well, its people need to be healthy enough to perform their normal roles. This means that societies must set up ways to control sickness. One way they do this is to develop a system of medical care. Another way is to make rules that help keep too many people from “being sick.” Let’s look at how this works.

The Sick Role

Do you remember when your throat began to hurt, and when your mom or dad took your temperature the thermometer registered 102°F? Your parents took you to the ​doctor, and despite your protests that tomorrow was the first day of summer vacation (or some other important event), you had to spend the next three days in bed taking ​medicine.

Your parents forced you to play what sociologists call the “sick role.” What do they mean by this term?

Elements of the Sick Role  Talcott Parsons, the functionalist who first analyzed the sick role, pointed out that it has four elements—you are not held responsible for being sick, you are exempt from normal responsibilities, you don’t like the role, and you will get competent help so you can return to your routines. People who seek approved help are given sympathy and encouragement; those who do not are given the cold shoulder. People who don’t get competent help are considered responsible for being sick, are denied the right to claim sympathy from others, and are denied permission to be excused from their normal routines. They are considered to be wrongfully claiming the sick role.

Ambiguity in the Sick Role  Instead of a fever of 102°F, suppose that the thermometer registers 99.5°F. Do you then “become” sick—or not? That is, do you decide to claim the sick role? Because most instances of illness are not as clear-cut as, say, a limb fracture, decisions to claim the sick role often are based more on social considerations than on physical conditions. Let’s also suppose that you are facing a midterm, you are unprepared for it, and you are allowed to make the test up if you are ill. The more you think about the test, the worse you are likely to feel—which makes the need to claim the sick role seem more legitimate. Now assume that the thermometer still shows 99.5, but you have no test and your friends are coming over to take you out to celebrate your twenty-first birthday. You are not likely to play the sick role. Note that in both cases your physical condition is the same.

Gatekeepers to the Sick Role  Parents and physicians are the primary gatekeepers to the sick role. That is, parents and physicians decide whether children’s symptoms are sufficient to legitimize their claim that they are sick. Before parents call the school to excuse a child from class, they decide whether the child is faking or has genuine symptoms. If they determine that the symptoms are real, then they decide if the symptoms are serious enough to keep the child home from school. For adults, physicians are gatekeepers of the sick role. Having a “doctor’s excuse” is actually permission to play the sick role. A “doctor’s excuse” also makes it unnecessary for employers and teachers to pass judgment on the individual’s claim.

Gender Differences in the Sick Role  Women are more willing than men to claim the sick role when they don’t feel well. They go to doctors more frequently than men, and they are hospitalized more often than men (Statistical Abstract 2005:Tables 152, 161). Apparently, the sick role does not match the macho image that most boys and men try to project. Most men try to follow the cultural ideal that they should be strong, keep pain to themselves, and “tough it out.” The woman’s model, in contrast, is more likely to involve sharing feelings and seeking help from others, characteristics that are compatible with the sick role.

The Conflict Perspective

As we stressed in earlier chapters, the primary focus of the conflict perspective is people’s struggle over scarce resources. Health care is one of those resources. Let’s first take a global perspective on medical care and then, turning our attention to the United States, we will analyze how one group secured a monopoly on U.S. health care.

Effects of Global Stratification on Health Care

In Chapter 9 (page 249), we saw how the first nations to industrialize obtained the economic and military power that brought them riches and allowed them to dominate other nations. This eventually led to the global stratification of medical care, a matter of life and death for people around the world. For example, open heart surgery has become routine in the Most Industrialized Nations. The Least Industri​alized Nations, however, cannot afford the technology that open heart surgery requires. The photo on this page goes a long way to explaining why. So it is with AIDS. In the United States and other rich nations, costly medicines have extended the lives of those who suffer from AIDS. People with AIDS in the Least Industrialized Nations can’t afford these medicines. For them, AIDS is a death sentence.

Life expectancy and infant mortality rates tell the story. Most people in the industrialized world can expect to live to about age 75, but most people in Afghanistan, Ethiopia, and Zimbabwe don’t even make it to 50. Look at Figure 19.2, which shows countries in which fewer than 7 of every 1,000 babies die before they are a year old. Then consider this: Afghanistan’s infant mortality rate of 169 is fifty  times higher than Japan’s infant mortality rate (Statistical Abstract 2005:Table 1325).

Global stratification even helps to determine what diseases we get. Suppose that you had been born in a Least Industrialized Nation located in the tropics. During your much shorter life, you would face four major causes of illness and death: malaria (from mosquitoes), internal parasites (from contaminated water), diarrhea (from food and soil contaminated with human feces), and malnutrition. You would not face heart disease and cancer, for they are “luxury” diseases; that is, they are part of the industrialized world, where people live long enough to get them. As nations industrialize, health care and nutrition improve, and their citizens live longer. The diseases that used to be their primary killers decline, and residents begin to worry about cancer and heart attacks instead.

There is also the matter of social stratification within the Least Industrialized Nations. Many diseases that ravage the poor people in these countries could be brought under control if more money were spent on public health. Cheap drugs can prevent malaria, while safer water supplies and higher food production would go a long way toward eliminating the other major killers. The meager funds that these countries have at their disposal are not spent this way, however. Instead, having garnered the lion’s share of the country’s resources, the elite lavish it on themselves. They even send a few students to top medical schools in the West. This gives them access to advanced technology—from X-rays to life support systems. In contrast, the poor of these nations go without even basic medical services and continue to die at an early age.

Before turning to medical care in the United States, let’s consider the international black market in human organs. This stunning example of the inequality that arises from global stratification is the topic of the Down-to-Earth Sociology box on the next page.

Establishing a Monopoly on U.S. Health Care

Let’s turn our focus to medicine in the United States. How did medicine become the largest business in the country? How did it become the only legal monopoly in the United States? To find the answers, we need to understand how medicine became professionalized.

The Professionalization of Medicine  Imagine that you are living in the American colonies in the 1700s and you want to become a physician. You will have no entrance exams and no required courses. In fact, you won’t need any formal education at all, for there are no medical schools. You can simply ask a physician to train you. In return for the opportunity to learn, you’ll be his assistant and will help him with menial tasks. When you think that you have learned enough, you’ll hang out a shingle and proclaim yourself a doctor. The process is much the same as what an automobile mechanic goes through today. In fact, you can even skip the apprenticeship if you wish, and simply hang out your ​shingle—just like a mechanic. If you can convince people you are good, you’ll make a living. If not, you’ll have to turn to something else.

In the 1800s, things began to change. A few medical schools opened, and there was some licensing of physicians. The medical schools of this period were like religions are today: They competed for clients and made different claims to the truth. One medical school would teach a particular idea about what caused illness and how to treat it, while another medical school would teach something else. Training was short, and often not even a high school diploma was required. There was no clinical training, and lectures went unchanged from year to year. The medical school at Harvard University took only two school years to complete—and the school year lasted only four months (Starr 1982; Rosenberg 1987; Riessman 1994).

Then came the 1900s. By 1906, the United States had 160 medical schools. The Car​negie Foundation asked Abraham Flexner, an educator, to evaluate them. Even the most inadequate schools opened their doors to Flexner, for they thought that gifts from the Carnegie Foundation would follow (Rodash 1982). In some schools, the laboratories consisted only of “a few vagrant test tubes squirreled away in a cigar box.” Other schools had libraries with no books. Flexner advised that to raise standards, philanthropies should fund the most promising schools. They did, and the schools that were funded upgraded their facilities and were able to attract more capable faculty and students. In the face of higher standards and greater competition, most of the other schools had to close their doors.

The Flexner report (1910) led to the professionalization of medicine. When sociologists use the term profession, they mean something quite specific. What happened was that physicians began to (1) undergo a rigorous education; (2) claim a theoretical understanding of illness; (3) regulate themselves; (4) assert that they were performing a service for society (rather than just following self-interest); and (5) take authority over clients (Goode 1960; Freidson 2001).

The Monopoly of Medicine  When medicine became a profession, it also became a monopoly, and this is the key to understanding our current situation. The group that gained control over U.S. medicine set itself up as the medical establishment. This group was able to get laws passed that restricted medical licensing only to graduates of schools they controlled. By controlling the education and licensing of physicians, the medical establishment silenced most competing philosophies of medicine. The men who took control of medicine also either refused to admit women to medical schools or severely limited their enrollment. It wasn’t until 1915 that the American Medical Association (AMA) allowed women members (Campbell and McCammon 2005).

Eliminating the competition paved the way for medicine to become big business. The monopoly was so thorough that by law only an approved group—a sort of priesthood of medicine—was allowed to diagnose and treat medical problems. Only they knew what was right for people’s health. Only they could scribble the secret language (Latin) on pieces of parchment (prescription forms) for translators (pharmacists) to decipher (Miner 1956/2005). This select group became so powerful that it was even able to take childbirth away from midwives—the focus of the Down-to-Earth sociology box below.

This approach, called fee-for-service (payment to a physician in exchange for diagnosis and treatment), which made medicine a business, usually went unquestioned. Then, as monopolies do, the medical monopoly drove up the price of health care. This led to a public outcry: Because the poor couldn’t afford medical treatment, the government should pay for it. The AMA fought against proposals for the government funding of medical care. Physicians were convinced that this would “socialize” medicine—that it would eliminate the fee-for-service system and turn doctors into government employees.

In the 1960s, proponents of government funding won. Medicaid (government-paid medical care for the poor) and Medicare (government-paid medical care for the elderly) were established. Physicians’ fears proved groundless. Instead of leading to the socialization of medicine, these programs gave physicians millions of additional customers. People who previously could not afford medical services now had their medical expenses paid by the government. As Figure 13.9 on page 376 illustrates, these costly programs have put billions of dollars into physicians’ pockets.

From its humble origins, medicine has grown into the largest business in the United States. This business consists not only of physicians but also of nurses; physician assistants; hospital personnel; pharmacists; insurance companies; corporations that own hospitals and nursing homes; and the huge research, manufacturing, and sales force that lies behind the drug industry. The medical monopoly is powerful; to protect its interests, it lobbies all state legislatures and the U.S. Congress. 


Historical Patterns of Health

Let’s look at how the patterns of health and illness in the United States have changed. This will take us into the field of epidemiology, the study of how medical disorders are distributed throughout a population.

Physical Health

Leading Causes of Death  One way to see how the physical health of Americans has changed is to compare the leading causes of death in two time periods. To get an idea of how dramatic this change is, look at Figure 19.3. Note that four of the leading causes of death in 1900 don’t even appear on today’s list. Heart disease and cancer, which placed fourth and eighth in 1900, have now jumped to the top of the list, while tuberculosis and diarrhea, which were the number one and number three killers in 1900, don’t even show up in today’s top ten. Similarly, diabetes and Alzheimer’s disease didn’t make the top ten in 1900, but they do now. These shifts indicate that extensive changes have occurred in society. Health, disease, and death, then, are not only biological events. They are also social indicators, following the contours of social change.

Were Americans Healthier in the Past?  A second way to see how the physical health of Americans has changed is to ask if they are healthier—or sicker—than they used to be. This question brings us face to face with the definitional problem discussed earlier. “Healthy” by whose standards? An additional problem is that many of today’s diseases, such as Alzheimer’s, went unrecognized in the past. One way around these problems is to look at mortality rates. If Americans used to live longer, we can assume they were healthier. Because most people today live longer than their ancestors, however, we can conclude that contemporary Americans are healthier.

Some may think that this conclusion flies in the face of our polluted air and water—and of our high rates of heart disease and cancer, as shown in Figure 19.3. And it does. Sometimes older people say, “When I was a kid, hardly anyone died from cancer, and now it seems almost everyone does.” What they overlook is that most cancers strike older people, and when life expectancy is shorter, fewer people die from cancer. Also, in the past, most cancer went unrecognized. People were simply said to have died of “old age” or “heart failure.”

Mental Health

When it comes to mental health, we have no way to make good comparisons with earlier times. Some people picture an idyllic past: There was little mental illness because almost everyone grew up with two loving parents, married for life, and lived in harmony in close-knit families with everyone helping one another. But do we have any facts? We need solid measures of mental illness or mental health, not stories of how things used to be that make current life look worse than it is (Coontz 2000). Such an idyllic past never existed—except in people’s imagination. All groups have their share of mental problems—and beliefs that mental illness is worse today represent a perception, not measured reality. Such perceptions may be true, of course, but the opposite could also be true. Since we don’t even know how much mental illness there is today (Scheff 1999), we certainly can’t judge how much there was in the past.

Issues in Health Care

Let’s turn to issues in health care in the United States.

Medical Care: A Right or a Commodity?
A primary controversy in the United States is whether medical care is a right or a commodity—something offered for sale. If medical care is a right, then all citizens should have access to good medical care. If medical care is a commodity, then, as with automobiles and clothing, the rich will have access to one type of care, and the poor to another.

Phrasing the matter this way, I’m sure that you know the answer—that medical care in the United States is not the right of citizens. Medical care is a commodity that is sold at the highest price. Those who can afford it can buy better quality health care; those who can’t afford it have to settle for less. The attempts to replace this commodity system with some form of national medical care have been futile.

Related to this issue is the skyrocketing cost of medical care. As shown in Figure 19.4, in 1960 the average Ameri​can spent $150 a year on health care. Today, the average American spends $5,200. Consider this: In 1960, a 17-inch black-and-white television cost the same as the average amount people spent on medical care, about $150. If the cost of televisions had risen at the same rate as the cost of health care, a 17-inch black-and-white television would now cost about $5,200. The reasons for this jump in medical costs include the growing numbers of elderly, our new medical technology, and more expensive malpractice insurance. To try to keep this comparison accurate, since medical care now includes advanced technology, assume that this 17-inch television is color and digital—but it still costs $5,200.

It is difficult to grasp how reasonable medical costs used to be. Look at the hospital bill reproduced on this page. This is the entire amount billed by the private hospital for the delivery of a child. The $118.85 included 3 days stay for the mother and child, the delivery room, the anesthetic, even the circumcision.

Social Inequality

Recall the opening vignette—about the nude man in the homeless shelter who was being taken to the state mental hospital. This event lays bare our two-tier system of medical care. A middle-class or rich person who had mental problems would visit a private psychiatrist, not be sent to a state mental hospital—or to jail, where poor people with mental illnesses often end up (Feiffer 2004). Of course, he or she would not have been in that shelter in the first place. Because health care is a commodity—and, today, a costly one—those who can afford it buy superior health care, while, for the most part, the poor get leftovers. In short, medical care is like automobiles—new sports cars for the wealthy and worn out used cars for the poor.

Since 1939, sociologists have found what they call “an inverse correlation between mental problems and social class”; that is, the lower the social class, the more mental problems there are. This finding has been confirmed in numerous studies (Faris and Dunham 1939; Srole et al. 1978; National Center for Health Statistics 2004; Schoenborn 2004). It is not difficult to understand why people in the lower social classes have greater mental problems, for they bear the many stresses that poverty thrusts on them. Compared with middle- and upper-class Americans, the poor have less job security, lower wages, and hounding bill collectors. They are also more likely to divorce, to be victims of violent crime, and to abuse alcohol. Such conditions deal severe blows to emotional well-being.

These same stresses are also bad for physical health. Unlike the middle and upper classes, how​ever, few poor people have a personal physician, and some of them spend hours waiting in crowded public health clinics. After waiting most of a day, some don’t even get to see a doctor; they are simply told to come back the next day (Fialka 1993). When hospitalized, the poor are likely to find themselves in understaffed and underfunded public hospitals, where they are treated by rotating interns who do not know them and do not follow up on their progress.

Figure 19.5 portrays the relationship between income and illness. “Illness” refers to both physical and mental health problems. This is a significant figure, for it illustrates how higher income protects people from illness.

Malpractice Suits and Defensive Medicine

Some analysts have seriously stated that physicians used to kill more patients than they cured. This might be true. Physicians didn’t know about germs, and they didn’t wash their hands before surgery or childbirth. Their belief about the cause of sickness also led to a trail of deaths. In the 1800s, doctors actually thought that sickness was caused by “bad fluids.” To get rid of these bad fluids, they used four techniques: (1) bleeding (cutting a vein or using leeches to drain out “bad” blood); (2) blistering (applying packs so hot they burned the skin, causing “bad pus” to drain); (3) vomiting (feeding patients liquids that made them vomit up the bad fluids); and (4) purging (feeding patients substances that caused diarrhea).

Back then, there were no medical malpractice suits; but today, when we have vastly superior medical treatment, malpractice suits are common. Why? Previously, the law didn’t allow patients to recover damages. The thinking was, “People make mistakes,” and that includes doctors. Today, physicians are held to much higher standards—and they are not excused for making mistakes. Malpractice suits are like a sword dangling over their heads, suspended by only a thread. It will fall, but they don’t know when. As one anxious physician told me, “I’m looking for something else to do, because medicine is no longer fun. Every time I treat a patient, I wonder if this is the one who is going to turn around and sue me.”

To protect themselves, physicians practice defensive medicine. They consult with colleagues and order lab tests not because the patient needs them but because the doctors want to leave a paper trail in case they are sued. These consultations and tests—done for the doctor’s benefit, not the patient’s—are a major reason for the high cost of today’s medical bills (Volti 1995; Hammerstein 2000). To reduce the costs of defensive medicine, the state of Maine created physician checklists. If doctors follow them, malpractice suits are dismissed (Felsenthal 1993). Although physicians complain about a “paint-by-numbers” approach to medicine, many prefer this to the threat of lawsuits.

Medical Incompetence

My own father was dying of diabetes. He had a large open sore on his foot that wouldn’t heal. Dad lived in Minnesota, and he had been taken to the Mayo Clinic in Rochester. While I was visiting him there—and the last time that I saw him alive—​orderlies wheeled him out to X-ray his back. Later, my dad complained that his back hurt because he had to lie for a long time on a hard surface.

Something didn’t seem right. Why would they X-ray my Dad’s back for either diabetes or a sore on his foot? When I saw the additional pain that my dad was going through, I reported the situation to the head doctor. He examined the records and said that the attending physician had X-rayed the wrong patient. Charts had been bunched together, and my dad’s had been pulled instead of the one next to it.

There are a lot worse cases. A woman entered a hospital because of a problem with her lungs—and her doctor did a hysterectomy. No, I’m not making this up. It happened in New York City (Steinhauer and Fessenden 2001). Another doctor operated on the wrong side of a patient’s brain. Yet another removed the wrong kidney—leaving the cancerous one intact. Some physicians operate on the wrong patient altogether (Steinhauer 2001). Although not everyday events, these things do happen.

If a surgeon removes the wrong breast, few would disagree that the patient has the right to sue. But are some malpractice suits unfair? Certainly. Some patients sue doctors for trivial matters, others for matters over which the physician had no control. Despite the rigors of medical education, however, medical incompetence is extensive. As the photo on the next page shows, doctors even leave tools inside patients.

Consider this stunning statistic: Doctors correctly diagnose their patients’ illnesses only 55 percent of the time (McGlynn et al. 2003). In most cases, the misdiagnosis isn’t serious, but in many cases it is. The Institute of Medicine reports that mistakes in U.S. hospitals kill 44,000 to 98,000 patients each year. Most medical care takes place in clinics and doctors’ offices, not hospitals—so the total is likely at least double this already huge number (Reisman 2003). If death from medical errors were an official classification, it would rank as the sixth leading cause of death in the United States (Statistical Abstract 2005: Table 103).

Doctors have developed an interesting term to refer to these needless deaths—and no it isn’t “death by incompetence.” Instead, they have chosen an innocuous term, “adverse events.” (Certainly these deaths and injuries are “adverse events” from the perspective of the patient and family.) The risk of being injured or dying from medical incompetence is so high that some hospitals have taken this unusual step: To prevent surgeons from removing the wrong body part, the doctor makes a mark in ink on the patient’s body where the incision is to be made. Then at this point on the patient’s body both patient and doctor sign their names in ink.

A leading cause of patient deaths is cross-reactions of prescription drugs. With the many drugs on the market, there is much that doctors don’t know about how drugs interact with one another. One solution is to have pharmacists accompany doctors as they make their hospital rounds. When this is done, the number of incidents of incorrectly prescribed medications plummets (Kucukarslan et al. 2003). Some hospitals have doctors enter their prescriptions online. A computer program checks patient records, and a monitor flashes if a doctor tries to prescribe a drug that can interfere with other medications the patient is taking. Even with this safeguard, doctors still make errors. Patients are listed alphabetically in the computer, and some doctors pick the wrong name. Others mistake the number that lists the hospital’s inventory of a drug for the dosage that they are supposed to prescribe (Koppel et al. 2005).

The situation is so bad that the Institute of Medicine, which documented the number of patients that die at the hands of doctors each year, made a radical proposal. The Institute recommends that we establish a Federal Center for Patient Safety. All medical deaths and injuries would be reported to the Center. Just as the Federal Aviation Agency investigates each plane crash, the Center would investigate each medical injury and death. Based on the cause it pinpointed, the Center would set up guidelines to reduce similar events. If this proposal were implemented, prospective patients could even check to see how many people at the hospital they are thinking of using have been injured or killed through ​incompetence.

Depersonalization: The Medical Cash Machine

Sociologist Sue Fisher (1986), who was examined for an ovarian mass, gives this account:

On my initial visit a nurse called me into an examination room, asked me to undress, gave me a paper gown to put on and told me the doctor would be with me soon. I was stunned. Was I not even to see the doctor before undressing? . . . How could I present myself as a competent, knowledgeable person sitting undressed on the examining table? But I had a potentially cancerous growth, so I did as I had been told.

In a few minutes the nurse returned and said, “Lie down. The doctor is coming.” Again I complied. The doctor entered the examining room, nodded in my direction while reading my chart, and proceeded to examine me without ever having spoken to me.

One of the main complaints that patients have about doctors and nurses is depersonalization. People feel as though they are being treated like cases and diseases, not as individuals. When they enter a doctor’s office or a hospital, some also get the impression that they are cash machines. The physician who talks to them seems to be impatiently counting minutes and tabulating dollars so that he or she can move on to the next customer and make more money. After all, any extra time spent with a patient is money down the drain.

Some students start medical school with lofty motives. They want to “treat the whole person,” yet they, too, learn to depersonalize patients. Sociologists Jack Haas and William Shaffir (1993), who did participant observation at McMaster University in Canada, discovered how this happens. As vast amounts of material are thrown at medical students, their feelings for patients are overpowered by the need to be efficient. Consider this student’s report:

Somebody will say, “Listen to Mrs. Jones’s heart. It’s just a little thing flubbing on the table.” And you forget about the rest of her . . . and it helps in learning in the sense that you can go in to a patient, put your stethoscope on the heart, listen to it, and walk out. . . . The advantage is that you can go in a short time and see a patient, get the important things out of the patient, and leave (italics added).

Medical students come to view unconscious patients as opportunities to practice their skills. They view the dying and the newly dead in the same way (Berger, Rasner, and Cassell 2002). This student’s statement to Haas and Shaffir reveals the extent to which patients become objects.

You don’t know the people that are under anesthesia—just practice putting the tube in, and the person wakes up with a sore throat, and well, it’s just sort of a part of the procedure. . . . Someone comes in who has croaked (and you say), “Well, come on. Here is a chance to practice your intubation” (inserting a tube in the throat).

Conflict of Interest

Sandy was surprised when her doctor brought another person with him to her examination. She would have been even more surprised to learn that this other person was a pharmaceutical sales representative who had paid the doctor to be present at the examination. (Petersen 2002)

It turns out that the representative had paid to be present so he could recommend his company’s drugs to treat Sandy. Although this representative carried things a little farther than most, drug companies often pay doctors to prescribe their brands of drugs. One doctor received $300,000 for recommending to other doctors that they prescribe a particular drug to their patients (Petersen 2003). Cancer specialists generate most of their income by selling drugs to patients. They buy the drugs for chemotherapy at wholesale prices and charge much higher prices when they administer the drugs to their patients (Abelson 2003).

You can see the conflict of interest. If doctors tell patients to stop chemotherapy when they see that it is doing no good, their profits stop, but if they continue the treatment, so do their profits. Another example is when drug companies give cash and free cruises to exotic resorts to doctors who prescribe their drugs (Harris 2005). Are doctors basing a course of treatment on their patients’ best interests—or on the best interest of their own bank accounts?

Medical Fraud

With 2 million Medicare claims filed every day, physicians with Medicare patients are not likely to be audited. Many doctors have not been able to resist the temptation to cheat. The following are not isolated incidents—they are just some of the most outrageous.

One doctor wrote so many prescriptions for a patient for OxyContin that to use them the patient would have had to take 31 tablets a day. The patient was a drug dealer (Meier 2001). Another billed Medicare for multiple services on a patient’s eye—the only problem was that the patient was missing that eye (Levy 2003). A psychiatrist in California had sex with his patient—and charged Medicaid for the time. (Geis et al. 1995)

To avoid charges of fraud for billing for surgery that they don’t perform, some in​genious doctors pay people to have surgery. They first find out that the “patient” has good insurance, of course. Then they perform expensive surgery that the patients don’t need. One group of doctors paid people to have an operation to stop “sweaty palms.” They gave the patients cash or offered them discounts on “tummy tucks” (Pear 2005).

Worse yet is medical fraud that endangers people’s lives. When a medical supply manufacturer, Guidant Corporation, discovered that its heart devices (defibrillators that are surgically implanted in patients) could short circuit, what do you think the company did? Tell the patients and doctors? No. They developed a new model that did not have this defect, but for three years they kept selling the defective model, which killed a college student (Meier 2005). Then there is the pharmacist in Kansas City who was worth $10 million. Not able to resist piling up a few more bucks, he diluted the drugs he sold for patients in chemotherapy (Belluck 2001).

Sexism and Racism in Medicine 


In Chapter 11 (page 307), we saw that physicians don’t take women’s health complaints as seriously as they do those of men. As a result, they operate on women after the women’s heart disease has progressed farther, making it more likely that the women die from the disease. This sexism was so subtle that the physicians were not even aware that they were discriminating against women. Some sexism in medicine, in contrast, is blatant. One of the best examples is the bias against women’s reproductive organs that we reviewed in Chapter 11 (page 308).

Racism is also an unfortunate part of medical practice. In Chapter 12, we reviewed racism in surgery and in health care after heart attacks. You might want to review these materials on page 335.

The Medicalization of Society

As we have seen, childbirth and women’s reproductive organs have come to be defined as medical matters. Sociologists use the term medicalization to refer to the process of turning something that was not previously considered a medical issue into a medical matter. “Bad” behavior is an example. If a psychiatric model is followed, crime becomes not willful behavior that should be punished, but a symptom of unresolved mental problems that were created during childhood. These problems need to be treated by doctors. The human body is a favorite target of medicalization. Characteristics that once were taken for granted—such as wrinkles, acne, balding, sagging buttocks and chins, bulging stomachs, and small breasts—have become medical problems, also in need of treatment by ​physicians.

As usual, the three theoretical perspectives give us contrasting views of the medicalization of such human conditions. Symbolic interactionists would stress that there is nothing inherently medical about wrinkles, acne, balding, sagging chins, and so on. It is a matter of definition: People used to consider such matters as normal problems of life; now they are starting to redefine them as medical problems. Functionalists would stress that the medicalization of such conditions helps the medical establishment by broadening its customer base. They would also point out that the medicalization of these conditions lets people pay someone to listen to their problems. Sometimes this even helps them. Conflict sociologists would argue that this expanding medicalization indicates the growing power of the medical establishment: The more conditions of life that physicians can medicalize, the greater their profits and power.

Medically Assisted Suicide

I started the intravenous dripper, which released a salt solution through a needle into her vein, and I kept her arm tied down so she wouldn’t jerk it. This was difficult as her veins were fragile. And then once she decided she was ready to go, she just hit the switch and the device cut off the saline drip and through the needle released a solution of thiopental that put her to sleep in ten to fifteen seconds. A minute later, through the needle flowed a lethal solution of potassium chloride. (Jack Kevorkian, as quoted in Denzin 1992)

Medically assisted suicide, a topic that arouses intense controversy, is legal in only one state. Oregon passed a law that allows doctors to write lethal prescriptions for terminally ill ​patients (Roosevelt 2005). Proponents of this law say that it allows people to die with ​dignity. Opponents say that it legalizes murder.

Oregon’s law and the acts of Kevorkian bring us face to face with matters of death that are both disturbing and difficult to resolve. Should “medically assisted suicide” be legal? The following Thinking Critically section explores these issues.

Thinking Critically

Should Doctors Be Allowed to Kill Patients?
Except for the name, this is a true story:

Bill Simpson, who was in his seventies, had battled leukemia for years. After doctors removed his spleen, he developed an abdominal abscess. It took another operation to drain it. A week later, the abscess filled, and Bill required more surgery. Again the abscess returned. Simpson began to drift in and out of consciousness. His brother-in-law suggested euthanasia. The surgeon injected a lethal dose of morphine into Simpson’s intravenous feeding tubes.

At a medical conference, a cancer specialist who had treated thousands of patients announced that he had kept count of those who had asked him to help them die. “There were 127 men and women,” he said. Then he added, “And I saw to it that 25 of them got their wish.” Thousands of other physicians have done the same (Nuland 1995).

The public seems to hold two dominant images of people who undergo euthanasia, commonly called mercy killing. One impression is of an individual who is devastated by chronic pain. The doctor mercifully helps to end that pain by performing euthanasia. The second is of a brain-dead individual—a human ​vegetable—who lies in a hospital bed, kept alive only by machines. How accurate are these two images?

We have the example of Holland. There, along with Belgium, euthanasia is legal, Incredibly, in about 1,000 cases a year, physicians kill their patients without the patients’ express consent. In one instance, a doctor ended the life of a nun because he thought she wanted him to but was afraid to ask because it was against her religion. In another case, a physician killed a patient with breast cancer who said that she did not want euthanasia. In the doctor’s words, “It could have taken another week before she died. I just needed this bed” (Hendin 1997, 2000).

Some Dutch, concerned that they might be euthanized if they have a medical emergency, carry “passports” that instruct medical personnel that they want to live. Most Dutch, however, support euthanasia. Many carry another “passport,” one that instructs medical personnel to carry out ​euthanasia (Shapiro 1997).

Jack Kevorkian, the physician who assisted with the suicide mentioned on the previous page, gave the police a rough time. He helped 120 people commit suicide. He even taunted the authorities; sometimes he would dump bodies off at motels or leave them in vans. Kevorkian was careful. He provided the “death machine” and the drugs, but he never touched the lever that released the drugs.

Four times, Michigan prosecutors tried Kevorkian for murder, and four times juries refused to convict him. Then, Kevorkian slipped up. On national television, he played a videotape that showed him giving a lethal injection to a man who was dying from Lou Gehrig’s disease. Prosecutors put Kevorkian on trial again. With the videotape as evidence, the jury convicted Kevorkian of second degree murder. The judge sentenced him to 10 to 25 years in prison.

for your Consideration

Do you think that physicians should have the right to assist in suicides? In addition to what is reported here, Dutch doctors also kill newborn babies who have serious birth defects (Smith 1999; “Piden en Holanda . . . ” 2004). Their justification is that these children would not have “quality of life.” Would you support this?

Curbing Costs: Issues in Health Insurance

We have seen some of the reasons why the price of medical care in the United States has soared: advanced—and expensive—technology for diagnosis and treatment, a growing elderly population, tests performed as defensive measures rather than for medical reasons, costly malpractice insurance, and health care as a commodity to be sold to the highest bidder. As long as these conditions exist, the price of medical care will continue to outpace inflation. Let’s look at some attempts to reduce costs.

HMOs  Health maintenance organizations (HMOs) are medical companies that charge an annual fee in exchange for providing medical care to a company’s employees. Prices are lower because HMOs bid against one another. Whatever money is left over at the end of the year is the HMO’s profit. While this arrangement eliminates unnecessary ​medical treatment, it also puts pressure on doctors to save money by reducing necessary treatment.

The results are anything but pretty. Over her doctor’s strenuous objections, a friend of mine was discharged from the hospital even though she was still bleeding and running a fever. Her HMO representative said he would not authorize another day in the hospital. A lung specialist in Washington Heights, New York, fought with his HMO for three hours to get permission to do a procedure on a woman who was coughing up life-threatening amounts of blood (Steinhauer 1999). After suffering a heart attack, a man in Kansas City, Missouri, needed surgery that could be performed only at Barnes Hospital in St. Louis, Missouri. The HMO said, “Too bad. That hospital is out of our service area.” The man died while appealing the HMO decision (Spragins 1996).

The basic question, of course, is: At what human cost do we reduce spending on medical treatment?

Diagnosis-Related Groups  To curb spiraling costs, the federal government has classified all illnesses into diagnosis-related-groups (DRGs) and has set an amount that it will pay for the treatment of each illness. Hospitals make a profit if they move patients through the system quickly—if they discharge patients before the allotted amount is spent. As a consequence, some patients are discharged before they have recovered. Others are refused admittance because they appear to have a “worse than average” case of a particular illness: If they take longer to treat, they will cost the hospital money instead of making it a profit.

National Health Insurance  

A young woman who was five months pregnant was taken to a hospital complaining of stomach pains. The hospital refused to admit her, because she had no money or credit. As they were about to transfer her to a hospital for the poor, she gave birth. The baby was stillborn. The hospital went ahead and transferred the woman—dead baby, umbilical cord, and all. (Ansberry 1988)

This is an example of dumping, the practice of refusing to treat unprofitable patients and sending them to public hospitals. Dumping is one consequence of a system that puts profit ahead of patient care. Most cases are less dramatic than that of the woman and her stillborn baby, but the same principle applies. With 44 million Americans uninsured (Statistical Abstract 2005:Table 139), pressure has grown for the government to provide national health insurance. The Social Map below shows how the uninsured are distributed among the states.

Advocates of national health insurance point out that centralized, large-scale purchases of medical and hospital supplies will reduce costs. They also stress that national health insurance will solve the problem of the poor receiving inferior medical care. Opponents stress the red tape that will come with national health insurance. They also wonder why anyone would think that federal agencies—such as those that run the post office—should be entrusted with administering something so vital as the nation’s health care. This debate is not new, and even if some form of national health insurance is adopted, the arguments are likely to continue.

Maverick Solutions  Some doctors have replaced individual consultations with group care. They meet with a group of patients who have similar medical conditions. Eight or ten pregnant women, for example, go in for their obstetrics checkup together. This allows the doctor to leisurely discuss medical symptoms and treatments, and, at the same time, to charge each patient less. The patients also benefit from the support and encouragement of people who are in their same situation (Bower 2003).

Other doctors refuse to treat patients who want to pay by insurance. The cost of dealing with insurance companies is high: Physicians have to hire people to fill out and submit insurance claim forms, to follow up to ensure that payments have been made, to resubmit forms, and even to negotiate payments. In what are called pay-as-you-go programs, patients pay by cash, credit card, or check. With no billing costs for anyone, the doctors’ overhead is reduced, and they charge less (Rundle 2003).

Rationing Medical Care  The most controversial suggestion for how to reduce medical costs is to ration medical care. We cannot afford to provide all the available technology to everyone, goes the argument, so we have to ration it. No easy answer has been found for this pressing matter, which is becoming the center of a national debate. This dilemma is the focus of the Sociology and the New Technology box.

Threats to Health

Let’s look at six threats to health both in the United States and worldwide: AIDS; obesity; drugs; disabling environments; misguided, foolish, and callous ​experiments; and the globalization of disease.

HIV/AIDS

In 1981, the first case of AIDS (acquired immune deficiency syndrome) was documented. Since then, more than 500,000 Americans have died from AIDS. As you can see from Figure 19.7, in the United States this disease has been brought under control. New cases peaked in 1993, and deaths peaked in 1995. This disease is far from conquered, however. Each year about 40,000 Americans are infected, and about 17,000 die from it. For the 400,000 Americans who receive treatment, AIDS has become a chronic disease that they live with. Another 175,000 Americans have HIV, the virus that causes AIDS (Centers for Disease Control 2005a:Tables 11, 12).

Globally, in contrast, AIDS has not been brought under control. On the contrary, the disease is exploding. Each day, about 14,000 people (12,000 adults and 2,000 children) become infected with HIV. This is about 10 people every minute (United Nations 2004). AIDS has killed about 30 million people so far, but the worst is yet to come. As Figure 19.8 illustrates, Africa is the hardest hit region of the world. By far, the most devastated area is sub-Saharan Africa. Al​though this region has just 10 percent of the world’s population, it has 60 percent of the world’s HIV infections. About 3 million people in sub-Saharan Africa are infected with HIV each year; another 2 million die of AIDS. The death toll in this region is so high that three times more people in sub-Saharan Africa die of AIDS than in all other regions of the world combined (United Nations 2004).

Let’s look at some of the major characteristics of this disease.

Origin  The question of how AIDS originated baffled scientists for two decades, but it appears to be solved (Kolata 2001). Scientists have traced genetic sequences back to the Congo. Apparently, the virus was present in chimpanzees and was somehow transmitted to humans. How this crossover occurred is not known, but the best guess is that hunters were exposed to the animals’ blood as they slaughtered them for meat.

The Transmission of AIDS  The only way a person can become infected with AIDS is if bodily fluids pass from one person to another. AIDS is most commonly transmitted through blood and semen, but nursing babies can also get AIDS through the milk of their infected mothers. Since the AIDS virus is present in all bodily fluids (including sweat, tears, spittle, and urine), some people think that AIDS can also be transmitted in these forms. The U.S. Centers for Disease Control, however, stresses that AIDS cannot be transmitted by casual contact in which traces of these fluids would be exchanged. Figure 19.9 on the next page compares how U.S. men and women get infected.

Gender, Race-Ethnicity, and AIDS  Although some people think of AIDS as a man’s disease, in sub-Saharan Africa AIDS is more common among women (United Nations 2004). In the United States, AIDS hits men the hardest. Each year, however, women make up a larger proportion of new cases. In 1982, only 6 percent of AIDS cases were women, but today women account for 27 percent of all new cases (Centers for Disease Control 1997:Tables 3, 10; 2004). 

HIV/AIDS is also related to race-ethnicity. One of the most startling examples is this: African American women are 25 times more likely to come down with AIDS than are white women (Centers for Disease Control 2005b). Figure 19.10 on the next page summarizes race-ethnic difference in this disease. The reason for the differences shown on this figure is not genetic. No racial-ethnic group is more susceptible to AIDS because of biological factors. Rather, risks differ because of social factors, such as the use of condoms and the number of drug users who share needles.

The Stigma of AIDS  One of the most significant sociological aspects of AIDS is its stigma. This provides another example of how social factors are essential to health and illness. Some people refuse even to be tested because they fear the stigma they would bear if they tested HIV-positive. One unfortunate consequence is the continuing spread of AIDS by people who “don’t want to know.” Even some governments put their heads in the sand. Chinese officials, for example, at first refused to admit that they had an AIDS problem, but they now are becoming more open about it. If this disease is to be brought under control, its stigma must be overcome: AIDS must be viewed like any other lethal disease—as the work of a destructive biological organism.

Is There a Cure for AIDS?  As you saw on Figure 19.7 (page 564), the number of AIDS cases in the United States increased dramatically, reached a peak, and then declined. With such a remarkable decline, have we found a cure for AIDS?

With thousands of scientists doing research, the media have heralded each new breakthrough as a possible cure. The most promising treatment to date, the one that lies behind the drop in deaths shown in Figure 19.7, was spearheaded by David Ho, a virologist (virus researcher). If patients in the early stages of the disease take a “cocktail” of drugs (a combination of protease inhibitors, AZT, and 3TC), all signs of the virus can be erased from their bodies. Their immune systems then rebound (Gorman 1997). No one is calling this a cure, however; apparently the virus lingers undetected, ready to flourish if the drugs are withdrawn.

While most praise this new treatment, some researchers have issued a dire warning (Rotello 1996). They suggest that the cocktail may become this decade’s penicillin. When penicillin was introduced, everyone was ecstatic about its effectiveness. However, over the years, the microbes that penicillin targets mutated, producing “super germs” against which we have little protection. If this happens with AIDS, a tsunami of a “super-AIDS” virus could hit the world with more fury than its first devastating wave.

Despite the continuing disappointing news, medical researchers remain hopeful that they will develop an effective vaccine. If so, many millions of lives will be saved. If not, this disease will continue its global death march.

Obesity and Skinniness

When a friend from Spain visited, I asked him to comment on the things that struck him as different. He mentioned how surprised he was to see people living in metal houses. It took me a moment to figure out what he meant, but then I understood: There are no mobile homes in Spain. Then he added, “And there are so many fat Americans.”

Is this a valid perception, or just some twisted ethnocentric observation by a foreigner? The statistics bear out his observation. Americans are adding weight—and a lot of it. In 1980, one of four Americans was overweight. By 1990, this percentage had jumped to one of three. Now over half (58 percent) of Americans are overweight (Statistical Abstract 1998:Table 242; 2005:Table 194). We have become the fattest nation on earth.

Perhaps we should just shrug our shoulders and say, “So what?” Is obesity really anything more than someone’s arbitrary idea of how much we should weigh? It turns out that obese people are more likely than thinner people to get a variety of diseases. They are more likely to have strokes (Bonow and Eckel 2003), to suffer heart attacks (Kenchaiah et al. 2002), and to come down with diabetes (Troiano 2002) and cancer (Calle and Kaaks 2004).

Despite these conditions, it also turns out that being overweight can help people live longer. This came as a surprise to the Centers for Disease Control, which has campaigned to get people to lose weight. Evidently, being either seriously overweight (obese) or underweight increases people’s chances of dying, but being a little overweight is good. No one yet knows the reason for this, but some suggest that having a few extra pounds reduces bad cholesterol (Centers for Disease Control 2005d).

Drugs: Alcohol and Nicotine

Many drugs, both legal and illegal, harm their users. Let’s examine some of the health consequences of alcohol and nicotine, the two most frequently used legal drugs in the United States.

Alcohol  Alcohol is the standard recreational drug of Americans. The average adult American drinks 25 gallons of alcoholic beverages per year—about 22 gallons of beer, 2 gallons of wine, and 1 gallon of whiskey, vodka, or other distilled spirits. Beer is so popular that Americans drink more of it than they do tea, coffee, or fruit juices (Statistical Abstract 2005:Table 201).

As you know, despite laws that ban alcohol consumption before the age of 21, underage drinking is common. Table 19.1 shows that about seven out of ten high school students drink alcohol during their senior year. Half of them have done so during just the past month. If getting drunk is the abuse of alcohol, then, without doubt, among high school students abusing alcohol is popular. As Table 19.1 also shows, about half of all high school seniors have been drunk during the past year, with one third of all seniors getting drunk during just the past month.

In Table 19.2, we turn to college students. Among them, too, alcohol is the most popular drug, and four out of five of all college students have drunk alcohol during the past year. Six or seven out of ten have done so in the past month. As this table shows, men and women are about equally as likely to drink alcohol and to smoke cigarettes. As you can see from this table, in general, male college students are more likely to use drugs. Ecstasy is the notable exception, but with the 30–day and annual rates so inconsistent, a measurement problem may be ​involved.

Is alcohol bad for health? This beverage cuts both ways. About two drinks a day for men and one drink a day for women help reduce the risk of heart attacks and strokes (Hommel and Jaillard 1999; Mukamal 2003). (Women weigh less on average and produce fewer enzymes that metabolize alcohol.) Moderate alcohol consumption also helps people survive heart attacks. Beyond these amounts, however, alcohol consumption increases the risk of several diseases, including cancer. It also increases the likelihood of birth defects. One-third of the 43,000 Americans who die each year in vehicle accidents are drunk (Statistical Abstract 2005:Table 1095). Each year, 700,000 Americans seek treatment for alcohol problems (Statistical Abstract 2005:Table 185).

Nicotine

Let’s suppose that you are on your way to the airport to leave for a long-awaited vacation. You are listening to the radio and anticipating your arrival in sunny Hawaii. Suddenly, an announcer breaks into your reverie with a flash bulletin: Terrorists have hidden bombs aboard five jumbo jets scheduled for takeoff today. The announcer pauses, then adds: “The authorities have not been able to find the bombs. Because no one knows which flights will crash, all flights will depart on ​schedule.”

Each of the five jets is going to crash. On each jet will be 200 passengers and crew, who will plummet from the skies, leaving a trail of agonizing screams as they meet their fiery destiny.

What would you do? My guess is that you would turn your car around and go home. Adios to Hawaii’s beaches, and hello to your own ​backyard.

Nicotine—with its creeping emphysema and several types of cancer—kills about 400,000 Americans each year (Surgeon General 2005). This is the equivalent of five fully loaded, 200-passenger jets with full crews crashing each and every day—leaving no survivors. Who in their right mind would take the risk that their plane will not be among those that crash? Yet this is the risk that smokers take.

Nicotine is, by far, the most lethal of all recreational drugs. Smoking causes cancer of the bladder, cervix, esophagus, kidneys, larynx, lungs, and other body organs. Smokers are more likely to have heart attacks and strokes, and even to come down with cataracts and pneumonia (Surgeon General 2005). The list of health problems related to smoking goes on and on.

An antitobacco campaign that stresses the health hazards of smoking has been successful. When the campaign began, it was weak and ineffectual in the face of so many smokers and the powerful tobacco lobby. Gradually, however, this social movement gained adherents and political power, and it has now ended smoking on U.S. airlines and in many offices, restaurants, and even bars. Figure 19.11 shows how this antismoking message has hit home. In four decades, cigarette smoking has been cut in half among U.S. men, and it has dropped by a third among U.S. women.

Millions of Americans—who wouldn’t think of flying if they knew that even one jet was going to crash—continue to smoke. Why? The two major reasons are addiction and advertising. Nicotine may be as addictive as heroin (Tolchin 1988). While this may sound far-fetched, consider Buerger’s disease:
In this disease, the blood vessels, especially those supplying the legs, ​become so constricted that circulation is impaired whenever nicotine enters the bloodstream.

If a patient continues to smoke, gangrene may eventually set in. First a toe may have to be amputated, then the foot at the ankle, then the leg at the knee, and ultimately at the hip. . . . Patients are informed that if they will only stop smoking, it is virtually certain that the otherwise inexorable march of gangrene up the legs will be curbed. Yet surgeons report that some patients with Buerger’s disease vigorously puff away in their hospital beds following a second or third amputation. (Brecher et al. 1972)

The second reason is advertising. Cigarette ads were banned from television in the 1980s, but cigarettes continue to be advertised in newspapers and magazines and on billboards. Cigarette companies spend huge amounts to encourage Americans to smoke—about $11 billion a year. This comes to $39 for every man, woman, and child in the entire country (Surgeon General 2005). Although the tobacco industry denies it, they target youth, often by associating cigarette smoking with success, high fashion, and independence. Despite these denials, Joe Camel, the industry’s most ​blatant attempt to lure children to smoke, has been banned. (See the photo on the next page.) The tobacco industry is relentless in its pursuit of adolescent ​smokers, however, and in 2004 it introduced cigarettes spiked with candy flavors (O’Connell 2004).

Disabling Environments

A disabling environment is one that is harmful to people’s health. The health risk of some occupations is evident: Lumberjacking, riding rodeo bulls, and training lions are obvious examples. In many occupations, however, people become aware of the risk only years after they worked at jobs that they thought were safe. For example, several million people worked with asbestos during and after World War II. The federal government estimates that one-quarter of them will die of cancer from having breathed asbestos particles. It is likely that many other substances also cause slowly developing cancers—including, ironically, some asbestos substitutes (Meier 1987; Hawkes 2001).

Industrialization increased the world’s standard of living and brought better health to hundreds of millions of people. Ironically, industrialization also threatens to disable the basic environment of the human race, posing what may be the greatest health hazard of all time. The burning of carbon fuels has led to the greenhouse effect, a warming of the earth that may change the globe’s climate, melt the polar ice caps, and flood the earth’s coastal shores. The pollution of land, air, and water, especially through nuclear waste, pesticides, herbicides, and other chemicals, poses additional risks to life on our planet. We discuss these problems in Chapter 22.

Misguided, Foolish, and Callous Experiments
At times, physicians and government officials behave so arrogantly that they callously ​disregard people’s health. Harmful medical experiments, though well-intentioned, are an excellent example. We can trace these experiments to 1895, with an attempt to find a way to immunize people against syphilis. In that year, Albert Neisser, a physician in Germany, injected young prostitutes—one was just 10 years old—with syphilis. Many came down with the disease (Proctor 1999). Let’s look at two notorious instances in the United States.

The Tuskegee Syphilis Experiment  To review this horrible experiment conducted by the U.S. Public Health Service, read the opening vignette for Chapter 15 (page 419). To summarize here, the U.S. Public Health Service did not tell 399 African American men in Mississippi that they had syphilis. Doctors examined them once a year, recording their symptoms, and letting the disease kill them.

The Cold War Experiments

Assume that you are a soldier stationed in Nevada, and the U.S. Army orders your platoon to march through an area in which an atomic bomb has just been detonated. Because you are a soldier, you obey. Nobody knows much about radiation, and you don’t know that the army is using you as a guinea pig: It wants to see if you’ll be able to withstand the fallout—without any radiation equipment. Or suppose you are a patient at the University of Rochester in 1946, and your doctor, whom you trust implicitly, says “I am going to give you something to help you.” You are pleased. But the injection, it turns out, is uranium (Noah 1994). He and a team of other doctors are conducting an experiment to find out how much uranium it will take to damage your kidneys. (U.S. Department of Energy 1995)

Like the Tuskegee experiment, radiation experiments like these were conducted on unsuspecting subjects simply because government officials wanted information. There were others, too. Some soldiers were given LSD. And in Palmetto, Florida, officials released whooping cough viruses into the air, killing a dozen children (Conahan 1994). In other tests, deadly chemical and biological agents, such as sarin, were sprayed onto naval ships to see if they were vulnerable. The sailors in these tests wore protective clothing, but were unaware that they had become white mice (Shanker 2002). In 2003, Congress approved a bill to provide health care for 5,842 soldiers harmed by these secret tests.

Playing God  To most of us, it is incredible that government officials and medical personnel would callously disregard human life, but it happens. Those in official positions sometimes reach a point where they think they can play God and determine who shall live and who shall die. And, obviously, the most expendable citizens are the poor and powerless. It is inconceivable that the doctors who did the syphilis studies would have used wealthy and powerful subjects. The elite are protected from such callous disregard of human rights and life. The only way the poor can be protected against such gross abuse of professional positions is if we publicize each known instance of abuse and insist on vigorous prosecution of those who plan, direct, and carry out such experiments.

Do such things still happen? You can decide for yourself. Let’s look at how medical researchers developed fetal surgery. Surgeons were intrigued with the idea of operating on unborn children. Not only did such surgery hold the possibility of extending medical knowledge, but also the pioneers would get their names in prestigious medical journals and be applauded by their peers. But to experiment with such surgery could cost lives. To reduce the risk, the researchers first experimented on animals. Their next step in refining their skills was to operate on pregnant Puerto Rican women. Now that the procedures are proven, the main patients are the unborn of the white and affluent (Casper 1998). The steps taken in this process expose an underlying assumption about the value of life—from animals to Puerto Rican women to white women. It is almost as though the researchers viewed themselves as climbing an evolutionary ladder.

The Globalization of Disease

The year was 1918. Men and women, seemingly healthy the day before, collapsed and were soon dead. In the morning, men wheeled carts down the streets to pick up corpses that were left on porches like last night’s trash. In a matter of months, a half million Americans died. Worldwide, the death toll reached between 20 million and 40 million. (Phillips 1998)

What silent killer had so abruptly hit the United States and most of the world? Incredibly, it was the flu. For some reason, still unknown, a particularly lethal variety of the common flu bug had suddenly appeared.

Medical researchers fear that something like this will happen again. If it does, today’s global jet travel, unknown in 1918, may make the outbreak even more deadly. Global travel has destroyed the natural frontiers that used to contain diseases. In a matter of hours, today’s airline passengers can spread a disease around the world. The resulting number of deaths could make the 1918 death toll seem puny by comparison.

Such are the fears. New diseases keep appearing on the world scene, and antibiotics are ineffective against many of them. When the Ebola virus made its surprise appearance in 1976, with its particularly hideous form of death, the only way it could be contained was to isolate an entire region of Zaire (Olshansky et al. 1997). When SARS (Severe Acute Respiratory Syndrome) appeared in 2003, the World Health Organization of the United Nations called emergency meetings, as did the Centers for Disease Control in the United. States. The fear was that SARS would encircle the globe, killing millions of people in a short time. Each person with SARS was isolated, and cities and regions were declared off limits to visitors. The same thing has happened with outbreaks of Asian bird flu (avian influenza) and the Marburg virus in Angola that causes death from fever, diarrhea, vomiting, and bleeding (LaFraniere 2005).

When such deadly diseases—for which there is no cure—break out, world health officials send out mobile teams to seal off the area. They have been successful in containing these diseases so far, but they fear that they won’t always be so fortunate.

The Search for Alternatives

Let’s turn our attention again to the U.S. medical system. What alternatives are there to the way U.S. medicine is usually practiced? One promising alternative is to change the focus from the treatment of disease to the prevention of disease. Another is something called alternative medicine. After considering these approaches to medical care, we will look at the health care systems of other countries. Perhaps these three closing topics will suggest new ideas for you to follow—or to avoid.

Treatment or Prevention?

Effects of Values and Lifestyles  The impact of values and lifestyle on health becomes apparent if we contrast Utah (home of the Mormons, who disapprove of alcohol, caffeine, tobacco, and extramarital sex) with its adjacent state of Nevada (home of a gambling industry that fosters rather different values and lifestyles). Although these two states have similar levels of income, education, urbanization, and medical care, Nevadans are more likely to die from cancer, strokes, heart attacks, and lung disease. They also are more likely to die in car wrecks, to be murdered, and to commit suicide (Statistical Abstract 2005:Table 106). In short—as mentioned earlier when we discussed nicotine and alcohol—many threats to health are preventable.

Even though it is well known that lifestyle affects health, the message of “wellness” and prevention is not getting through to many millions of Americans. Our schools and the mass media publicize the message that healthy living—exercising regularly, eating nutritious food, maintaining an optimal weight, not smoking, avoiding alcohol abuse, and not having a lot of sexual partners—leads to better health and a longer life. They let us know that the foods we eat are a significant factor in many types of cancer. It doesn’t take much reading to know that fatty, low-fiber foods bring disease and that a diet rich in fruits, green tea, and leafy, green vegetables stimulates health.

Unfortunately, we are seeing the public divide into those who exercise regularly and watch their diet and weight, and those who gorge on potato chips, cookies, and soft drinks during their mesmerized hours of television watching. A shorter life and the misery of sickness are simply not on people’s minds while snacks, reruns, and video games beckon. Prevention requires work, while illness requires only a doctor’s prescription.

This brings us to a related concern: how to get doctors to turn from writing prescriptions to focusing on preventive medicine and “wellness.” To do this, it is obvious that “wellness” has to be made profitable, for if doctors and hospitals prevent illness, they lose money. One proposal that seems to have merit is for doctors and hospitals to be paid an annual fee for keeping people well (Cooper 1993). Some HMOs are realizing the benefits of “wellness” for their bottom line: Instead of focusing on getting sick patients out of hospitals faster, they are trying to keep people healthy so they don’t become patients. Some HMOs are even calling members and encouraging them to exercise (Marcus 2003).

There is also comprehensive prevention—trying to reduce disabling environments and decrease the use of harmful drugs. Stronger legal action can be taken against businesses that spew industrial wastes into the air and use our rivers and oceans as industrial sewers, as well as those that use advertising to seduce youths to use deadly drugs. Finally, since we live in a global village, international controls and cooperation are required to create or maintain a health-producing environment.

Alternative Medicine

Alternative medicine refers to nontraditional medicine, often to medical practices imported from Asian cultures. From the perspective of traditional Western medical theory and practice, most alternative medicine does not make sense. Regarding it as the superstitious practices of ignorant people, Western doctors turned a scornful and hostile eye at alternative medicine. An example is acupuncture. Western doctors at first ridiculed acupuncture because it violated their understanding of how the body works. They had no theory to explain acupuncture’s results, but patients began to swear by it. Over the objection of most physicians, acupuncture is slowly becoming acceptable in U.S. medical ​practice.

Many U.S. patients have begun to demand alternatives, and the U.S. medical establishment has started to accommodate those demands. Although the change is slow, in some places the Western and Eastern approaches to medical care are being combined. In two hospitals in Savannah, Georgia, standard and alternative doctors work alongside one another. Patients are given traditional treatment accompanied by yoga, meditation, and Shirodhara, in which warm herbalized sesame oil is slowly dripped onto the patient’s forehead. Patients may also choose polarity therapy (to unblock energy), biofeedback, Chinese face-lifting, and aromatherapy (Abelson and Brown 2002). At hospitals affiliated with Stanford University, the University of Maryland School of Medicine, and Harvard Medical School, patients can get a touch of alternative medicine (Keates 2003; Waldholz 2003).

The change is just a trickle at this point, but what is sociologically significant is that alternative medicine has begun to make inroads into the exclusive club run by the U.S. medical establishment.

Health Care in Global Perspective

The search for alternatives also points to health care in other nations. We will close this chapter with a comparison of health care in the three worlds of industrialization. This will help us to place both positive and negative aspects of the U.S. health care system in cultural perspective. As with education (see pages 489–491), no one country can adequately illustrate the varieties of medicine that are practiced in nations at a particular stage of industrialization. Nevertheless, the countries highlighted in the following Cultural Diversity box do illustrate major characteristics of health care around the world.
Sociology and the Study of Medicine and Health

What is the role of sociology in the study of medicine?
Sociologists study medicine as a social institution. As practiced in the United States, three of its primary characteristics are professionalization, bureaucracy, and the profit motive. P. 546.

The Symbolic Interactionist Perspective

What is the symbolic interactionist perspective on health and illness?
Health is not only a biological matter, but also it is intimately related to society. Illness is also far from an objective condition, for illness is always viewed from the framework of culture. The definitions applied to physical and mental conditions vary from one group to another. Pp. 546–547.

The Functionalist Perspective

What is the functionalist perspective on health and illness?
Functionalists stress that in return for being excused from their usual activities, people have to accept the sick role. They must assume responsibility for seeking competent medical help and cooperate in getting well so they can quickly resume normal activities. Pp. 547–548.

The Conflict Perspective

What is the conflict perspective on health and illness?
Health care is one of the scarce resources over which groups compete. On a global level, health care follows the stratification that we studied in Chapter 9. The best health care is available in the Most Industrial-ized Nations, the worst in the Least Industrialized Nations. Pp. 548–550.

In the American colonies, no training or licensing was necessary to become a doctor. Until the early 1900s, medical training was a hit-or-miss affair. In 1910, the education of physicians came under the control of a group of men who eliminated most of their competition and turned medicine into a monopoly that has become the largest business in the United States. Pp. 550–553.

Historical Patterns of Health

How have health patterns changed over time?
Patterns of disease in the United States have changed so extensively that of today’s top ten killers, four did not even show up on the 1900 top ten list. Because most Americans live longer than their ancestors did, we can conclude that contemporary Americans are healthier. For mental illness, we have no idea how the current rate of mental illness compares with that of the past, for we have no baselines from which to make comparisons. Pp. 553–554.

Issues in Health Care

How does treating health care as a commodity lead to social inequalities?
Because health care is a commodity to be sold to the highest bidder, the United States has a two-tier system of medical care in which the poor receive inferior health care for both their mental and physical illnesses. Pp. 554–555.

What are some other problems in U.S. health care?

One problem is defensive medicine, which refers to medical procedures that are done for the physician’s benefit, not for the benefit of the patient. Intended to protect physicians from lawsuits, these tests and consultations add huge amounts to the nation’s medical bill. Other problems are incompetence, depersonalization, conflict of interest, medical fraud, and racism and sexism. Pp. 556–559.

Why is medically assisted suicide an issue now?
People’s bodies can be kept alive by technology even when they have no brain waves. This leads to questions about the meaning of life and when to “pull the plug.” Research findings on euthanasia in Holland have fueled this controversy. Pp. 559–561.

What attempts have been made to cut medical costs?
Health maintenance organizations (HMOs) and diagnosis-related groups (DRGs) are among the measures that have been taken to reduce medical costs. National health insurance, which has run into immense opposition, has been proposed. The most controversial proposal is to ration medical care. Pp. 561–563.

Threats to Health

What are some threats to the health of Americans?
Discussed here are AIDS, which has stabilized in the United States but is devastating sub-Saharan Africa; ​obesity; alcohol and nicotine; disabling environments; unethical experiments, of which the Tuskegee syphilis ​experiments and the Cold War radiation experiments are two examples; and the globalization of disease. Pp. 564–572.

The Search for Alternatives

Are there alternatives to our current health care system?
Two primary alternatives were discussed: a change in ​focus from treatment to prevention, and alternative ​medicine. For comparison, we examined the health care systems in Sweden, Russia, and China. Pp. 572–575.


1.
A major issue in this chapter is the tension between medicine as a right and medicine as a commodity. What arguments support each side of this issue?


2.
How do values and lifestyle affect health? What does this have to do with ​sociology?


3.
Have you had an experience with alternative medicine? Or do you know someone who has? If so, how did the treatment (and the theory underlying the cause of the medical problem) differ from standard medical practice?
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outline

Chen Lian Xing, Chinese Doctor, 1998

We define health and illness ​according to our culture. If almost everyone in a village had this skin disease, the villagers might consider it normal—and those without it the unhealthy ones. I photographed this infant in a jungle village in Orissa, India, so remote that it could be reached only by following a foot path.

medicine one of the social institutions that sociologists study; a society’s organized ways of dealing with sickness and injury

shaman the healing specialist of tribal groups who attempts to control the spirits thought to cause a disease or injury; commonly called a witch ​doctor

health a human condition measured by four components: physical, mental, ​social, and spiritual

sick role a social role that excuses people from normal obligations because they are sick or injured, while at the same time expecting them to seek competent help and cooperate in getting well

professionalization of medicine the development of medicine into a specialty in which education becomes rigorous, and in which physicians claim a theoretical understanding of illness, regulate themselves, claim to be doing a service to society (rather than just following self-interest), and take authority over clients

fee-for-service payment to a physician to diagnose and treat a patient’s medical ​problems

epidemiology the study of disease and disability patterns in a population

two-tier system of medical care a system of medical care in which the wealthy receive superior medical care and the poor inferior medical care

defensive medicine medical practices done not for the patient’s benefit but in order to protect a physician from malpractice suits

depersonalization dealing with people as though they were objects; in the case of medical care, as though patients were merely cases and diseases, not people

medicalization the trans​formation of a human condition into a matter to be treated by physicians

euthanasia mercy killing

health maintenance organization (HMO) a health care organization that provides medical treatment to its members for a fixed annual cost

dumping the practice of sending unprofitable patients to public hospitals

disabling environment an environment that is harmful to health

alternative medicine medical treatment other than that of standard Western medicine; often refers to practices that originate in Asia, but may also refer to taking vitamins not prescribed by a doctor
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Cultural Dive‑rsity in the United States

“You Don’t Know What Empacho Is? What Kind of a Doctor Are You?”

How do you know what illness you have when you don’t feel good? Your culture gives you the answer. It gives you a word to apply to your symptoms, such as flu, fever, or cold. Not surprisingly, the same symptoms have different names in different cultures. This is to be expected, for languages differ. That there are different names for the same symptoms, however, is significant sociologically. The name can imply different causes of the problem and the need for distinctive cures. The difference can be so great that some illnesses exist in one culture and not another.

Mexicans, for example, suffer from empacho, but U.S. physicians haven’t even heard of this health problem. Empacho is food stuck in the intestines. It leads to severe stomach aches. Massage sometimes relieves empacho, helping to get the food unstuck and moving along. So do teas and herbs.

So what happens when immigrants from Mexico go to U.S. doctors who have never heard of empacho? The doctor thinks the patient is dumb for thinking that food gets stuck in the intestines, and the patient thinks the doctor is ignorant for not knowing about such a common sickness.

As these immigrants make a gradual transition to U.S. culture, they will adopt a new way of thinking about illness. In the meantime, in order to adequately treat these patients, physicians need to understand the immigrant culture. Empacho is not just an unusual name for a common ailment. It is about a different way of thinking. Empacho is real for these immigrants. To reject empacho as folklore and useless knowledge is to show disdain for the patient.

To dismiss empacho as foolishness also undermines trust and creates suspicion. If the doctor doesn’t even know about empacho—which everyone knows about—how can he or she be trusted to treat other ailments?

for your Consideration

The culture conflict is clear. Both patient and doctor have learned different ways of viewing reality. The symptoms are evident to both, but the meanings are different for the Mexican immigrant and the U.S. physician. How do you think the physician can use empacho to treat the patient—and to build trust?

How do you think this doctor’s assumptions of the cause and proper treatment of illness might contrast with those of the immigrant parents of her patient?

Figure 19.1

 A Continuum of Health and Illness
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It is difficult to believe, but this is the maternity ward of a hospital in Phnom Penh, the capital of Cambodia. The woman shown here is waiting to give birth.

Figure 19.2

 How Many Babies Die Before Their First Birthday?

Note: Shown are some of the countries that have an infant mortality rate below that of the United States. Infant mortality is the number of babies that die before their first birthday, per 1,000 live births.

Source: By the author. Based on Statistical Abstract 2002:Table 1312; 2005:Table 1325.
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Down-to-Earth Sociology

“Where Did You Get That New Liver?” The International Black Market in Human Body Parts

The ability to transplant livers, lungs, kidneys, and even hearts is one of the marvels of modern medicine. The new medical technology and the intricate skills of surgeons have given life to people who were doomed to die.

But where do those organs come from?

You know about organ donors. You might even have a box checked on your driver’s license that says it is okay for medical personnel to take your organs if you die in a car accident. Hospitals routinely ask dying patients—or their relatives—for permission to harvest body parts from the deceased.

But do you know about the international black market in human organs?

In Chapter 9, we discussed some of the horrible conditions that people face in the Least Industrialized Nations. It is important to keep these conditions in mind when it comes to the “donating” of body parts by people from these countries. Jose da Silva, for example, was one of 23 children of a woman in Brazil who sold her flesh to survive. Locked in his memory is the morning when seven children shared a single egg for breakfast.

As an adult, da Silva works for the Brazilian minimum wage, $80 a month. When he heard that he could sell a kidney for $6,000, it was like a dream come true. This is what he would make in six years of hard work.

Da Silva has the scar to show where a kidney and rib were removed.

The story of how da Silva’s kidney became part of an international black market in human organs stretches back to a woman in Brooklyn who had been on dialysis for 15 years. She had also been on two organ recipient waiting lists for 7 years—along with another 60,000 Americans. The woman’s health was deteriorating, and her doctors told her that if she wanted to live she should “get a kidney any way you can.”

Selling human organs is illegal in the United States, but the woman’s husband heard about a group in Israel that trafficked in human organs. He had relatives in Tel Aviv who made contact with them. This group dealt with middlemen in Brazil. After da Silva agreed to give up one of his kidneys, he was flown to South Africa, where he was lodged in a safe house. The U.S. woman also flew to South Africa, where she was put up at a beach house.

Da Silva had to sign a statement that the woman was his cousin.

The transplant took place in a hospital. The South African doctors kept in contact with the woman’s U.S. doctors, informing them of the woman’s progress.

The woman paid $60,000 for da Silva’s kidney. After da Silva was paid $6,000, the rest of the money went to the people who made the arrangements.

There was such a rush of poor people wanting to sell their kidneys—and to get a free trip to South Africa, where they expected to see lions, giraffes, and elephants—that the price they received dropped to $3,000.

for your Consideration

What is wrong with people selling their body parts, if they want to? Aren’t poor people better off with one kidney and six years of extra earnings to buy a home, start a business, get out of debt, or take care of their families than with two kidneys and no such opportunities?

Source: Based on Rohter 2004.
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To Establish a Monopoly, Eliminate Your Competition: How Physicians Defeated Midwives

A study of the history of midwifery helps us to understand the professionalization of medicine and provides insight into the founding of the U.S. medical establishment. In the United States, as in Europe and elsewhere, pregnancy and childbirth were considered natural events, and women were thought best equipped to help other women deal with them. Conse​quently, midwives delivered babies. Some midwives were trained; others were neighborhood women who had experience in childbirth. In many European countries, midwives were licensed by the state—as they still are.

Physicians wanted to expand their business by taking over the management of childbirth, but they encountered two major obstacles. The first was the midwives, who didn’t want physicians to cut into their business. The second was ignorance. Almost all physicians were men, and they didn’t know anything about delivering babies. It was even considered indecent for a man to know much about pregnancy, and unheard of for a man to help a woman give birth.

Some physicians bribed midwives to sneak them into the bedrooms where women were giving birth. To say “sneaked” is no exaggeration, for they crawled on their hands and knees so that the mother-to-be wouldn’t know a man that was present. Most physicians, however, weren’t fortunate enough to find such cooperative midwives, and they trained with mannequins. Eventually, physicians were allowed to be present at childbirths, but even then a veil of indecency persisted; because they were men, they had to fumble blindly under a sheet in a darkened room, their head decorously turned aside.

As physicians gained political power, they launched a ruthless campaign against midwives. They attacked their competitors as “dirty, ignorant, and incompetent,” even calling them a “menace to the health of the community.” Using their new political clout in the Amer​ican Medical Association, physicians succeeded in persuading many states to pass laws that made it illegal for anyone but physicians to deliver babies. Some states, however, continued to allow nurse-midwives to practice. Even today, this struggle is not over; nurse-midwives and physicians sometimes still clash over who has the right to deliver babies.

Conflict theorists emphasize that this was a gender struggle—men sought to take control over what had been women’s work. They stress that political power was central to the way physicians expanded their domain. Symbolic interactionists, without denying the political aspect, stress the social construction of reality. The key, they say, is the information campaign that physicians launched to eliminate midwives, convincing the public that pregnancy and childbirth were not natural processes, but medical conditions that required the assistance of an able man. This new definition, which flew in the face of the millennia-old tradition of women helping women to have babies, turned childbirth into “men’s work.” The prestige of the work went up—and so did the price.

Sources: Wertz and Wertz 1981; Rodash 1982; Danzi 1989; Rothman 1994.

Shown here are the new mother and grandmother after a midwife delivered this baby. Only the midwife’s hands are visible.
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Figure 19.3

 The Top Ten Causes of Death in the United States, 1900 and 2002

Sources: By the author. Based on National Center for Health Statistics; Statistical Abstract 2005:Table 103.

historical patterns of health  Figure 19.4

 The Soaring Cost of Medical Care: What the Average American Pays Each Year

Source: By the author. Based on Statistical Abstract 2005:Table 117, and earlier years.
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Figure 19.5

 People So Sick That They . . .

Note: These totals refer to families, not to individuals. The first bar means that 15.9 percent of families whose annual incomes are below $20,000 have a family member age 18 or over who is so sick that he or she cannot go to work—not that 15.9 percent of all people whose incomes are below $20,000 are so sick that they cannot go to work. The totals refer to any given day.

Source: By the author. Based on Vital and Health Statistics, Series 10, Number 217, December 2003:Table 6.
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In our age of scientific medicine, the errors made by doctors and nurses are astounding. The text discusses some of the solutions to this problem.

issues in health care    chapter 19 Medicine and health

issues in health care  In 2005, controversy swirled around whether or not Terri Schiavo was brain dead and should have her feeding tube removed. Everyone seemed to have an opinion, but no one had the ​answer.
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The cartoonist has captured an unfortunate reality of U.S. medicine.

issues in health care  Figure 19.6

 Who Lacks Medical Insurance?

Note: The range is broad, from a low of 7.9 percent who lack medical insurance in Minnesota to a high of 25.8 percent in Texas.

Source: By the author. Based on Statistical Abstract 2005:Table 140.
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> ‑Sociology and the New Technology

Who Should Live, and Who Should Die? The Dilemma of Rationing Medical Care

Visiting a doctor or a hospital is not without risk. We have seen that doctors kill somewhere between 50,000 and 100,000 patients a year. But today’s risk is small compared to that of earlier times, when physicians bled and gave their patients diarrhea in an effort to cure them. Today’s physicians are well trained, and medical care is based on scientific studies. Our new technology allows us to cure medical conditions that just a short time ago doomed people to early deaths. In other instances, the condition can’t be cured, but, with treatment, the patient is able to live a longer life.

And therein lies the rub. Even though a particular treatment is essential, there isn’t enough of it to go around to everyone who needs it. Other treatments are so costly that they could bankrupt society if they were made available to everyone who had a particular condition. Who, then, should receive the benefits of our new medical technology?

Consider dialysis, the use of machines to cleanse the blood of people who are suffering from kidney disease. Currently, dialysis is available to anyone who needs it, and the cost runs several billion dollars a year. Four percent of all Medicare goes to pay for the dialysis of just one-fourth of 1 percent of Medicare patients. Great Britain, which faces this same problem, rations dialysis to people under the age of 55 (Volti 1995).

Open heart surgery is a technological wonder, but its costs are astounding. One percent of all the money the nation spends on its medical bills goes to pay for the bypass surgeries of just four-hundredths of 1 percent of the population. Medical treatment at the end of people’s lives also helps us to understand the issue. Of the huge amounts spent on Medicare (see Figure 13.9 on page 376), about one-fourth is used to maintain patients during just the last year of their lives. Almost a third of this amount is spent during just the last month of life (Volti 1995).

The situation will worsen. Medical technology continues to advance—and so does its spiraling costs. As we saw in Chapter 13, the number of elderly people is increasing rapidly. Because the elderly need medical treatment the most, we can expect an increasing strain on the medical system.

The dilemma is harsh: If we ration medical treatment, many sick people will die. If we don’t, we could go bankrupt.

for your Consideration

At the heart of this issue lie questions not only of cost but also of fairness—of how to distribute expensive medical care in an equitable manner. Use ideas, concepts, and principles from this and other chapters to develop a proposal for solving this issue. How does this dilemma change if you view it from the contrasting perspectives of conflict theory, functionalism, and symbolic interactionism?

If we ration medical care, what factors should be involved? Should age be a consideration? If so, should the younger get preferred treatment? Or perhaps the older? Why?

issues in health care  Figure 19.7

 The Growth of AIDS in the United States

*Author’s projections

Source: By the author. Based on Centers for Disease Control 2003:Table 21; 2005:Tables 3, 7.

Figure 19.8

 AIDS: A Global Glimpse

Source: By the author. Based on Haub 2003.
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AIDS is devastating huge areas of Africa. In some countries, one-third or more of the population has AIDS. Millions of children have been orphaned. Governments that first ignored the problem are now trying to battle AIDS. This anti-AIDS ​billboard is posted in Nairobi, Kenya.

threats to health  Figure 19.9

 How Americans Get AIDS

Source: By the author. Based on Centers for Disease Control 2003:Table 21; 2005:Table 18.

Figure 19.10

 AIDS and Race-Ethnicity

Source: By the author. Based on Figure 12.5 of this text and Centers for Disease Control 2005c.
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“Marijuana clubs” in San Fran​cisco used to sell marijuana to people seeking to combat the side ​effects of AIDS treatments. After a ruling by the U.S. Supreme Court, these clubs were raided, the marijuana ​confiscated, and the operators arrested.

threats to health  Excess alcohol brings death in several forms. This car in Austin, Texas, was hit head on by a pickup, whose driver had been drinking. Driving under the influence of any drug, including marijuana, can be fatal.

Table 19.1

 What Drugs Have High School Seniors Used?

Alcohol

Nicotine (cigarettes)

Marijuana

Amphetamines

Barbiturates

Cocaine

Hallucinogens*

Steroids

MDMA (Ecstasy)

LSD

Heroin

How many have been drunk?

In the Past Month?

48.0%

25.0%

19.9%

 4.6%

 2.9%

 2.3%

 1.7%

 1.6%

 1.2%

 0.7%

 0.5%

32.5%

In the Past Year?

70.6%

NA

34.3%

10.0%

 6.5%

 5.3%

 5.6%

 2.5%

 4.0%

 2.2%

 0.9%

51.8%

*Other than LSD

Source: Johnston et al. 2004a:Tables 1, 2.
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What Drugs Have Full-Time College Students Used?

Alcohol

Nicotine (cigarettes)

Marijuana

Amphetamines

Hallucinogens*

Cocaine

MDMA (Ecstasy)

LSD

Heroin

In the Past Month?

Men

70.1%

21.9%

21.7%

 3.6%

 2.4%

 2.2%

 0.4%

 0.3%

 0.1%

Women

63.9%

22.8%

17.8%

 2.8%

 1.3%

 1.8%

 1.3%

 0.2%

 0.0%

In the Past Year?

Men

81.6%

35.9%

37.3%

 7.7%

10.5%

 6.2%

 4.4%

 1.6%

 0.4%

Women

81.8%

34.8%

31.5%

 6.8%

 5.5%

 5.0%

 4.4%

 1.2%

 0.2%

*Other than LSD

Source: Johnston et al. 2004b:Tables 8-2, 8-3.

Table 19.2

Figure 19.11

 Who Is Still Smoking?

The Percentage of Americans Who Smoke Cigarettes

Source: By the author. Based on Statistical Abstract 2005:Table 188, and earlier years.

threats to health  Do you think that this magazine ad is designed to make cigarettes appealing to male youth? Although tobacco industry officials denied that they were trying to entice youth to smoke, evidence such as this ad is overwhelmingly against them. It took pressure from the U.S. Congress to get R.J. Reynolds Tobacco Company to stop its Joe Camel ads.

In a mind-boggling attempt to justify cigarette smoking, Philip Morris reported to the Czech government that it saves $1,227 in pensions and health care every time a smoker dies. Following this reasoning, to reduce U.S. government deficits we might want to require smoking classes in kindergarten—for the sooner that people begin to smoke, the sooner they get sick and die—and the more the government saves.

$1,227
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Each culture makes basic assumptions about the causes and cures of health problems. The traditional assumptions of Eastern medical practitioners, usually ridiculed by Western physicians, are being taken more seriously. Acupuncture, for example, is gradually gaining acceptance in the West, although it does not fit Western assumptions of the cause and cure of medical problems. 

health care in global perspective  Cultural Dive‑rsity around the World

Health Care in Sweden, Russia, and China

Health Care in the Most Industrialized Nations: Sweden

Sweden has the most comprehensive health care system in the world. National health insurance, which is financed by contributions from the state and employers, covers all Swedish citizens and alien residents. The government pays most physicians a salary to treat patients, but 5 percent work full-time in private practice (Swedish Institute 1990). Except for a small consultation fee, medical and dental treatment by these government-paid doctors is free. The state also pays most of the charges of private physicians. The government reimburses travel expenses for patients and for the parents of a hospitalized child. Only minimal fees are charged for prescriptions and hospitalization.

Medical treatment is just one component of Sweden’s broad system of social welfare. As we reviewed in Chapter 16 (page 452), at the birth of a child, Swedes receive parental leave at 90 percent of their salaries; they also receive this same benefit when they stay home with sick children.

Sweden’s socialized medicine, however, is inefficient. Swedes have not solved the problem of motivating physicians to work hard. Because medical personnel know exactly how much their pay will be, regardless how many patients they see, they are not productive. When reporters visited Sweden’s largest hospital on a weekday morning, when 80 of 120 surgeons were on duty, they found 19 of the hospital’s 24 operating rooms idle. When the photos of empty operating rooms appeared in the newspapers—at a time when there was a one- to two-year waiting period for hip replacements and cataract operations—the public became outraged (Bergström 1992). The waiting list for cataract surgery has grown to 30,000 Swedes—in a population of 9 million (“Swedish Health Care . . . ” 2002). If the same rate of Americans were waiting for surgery, the U.S. line would be 600,000 people long.

Swedish lawmakers decided that to improve efficiency they need to abandon the socialized model, and they are gradually turning the health-care system over to the private sector. The government has already sold some hospitals to private companies (“Social Darwinism . . . ” 2001). We don’t yet know what the Swedish medical system will look like by the time this transition is complete.

Health Care in the Industrializing Nations: Russia

Russia’s medical system is in tatters. Under the communists, Russia had established a system that made free health care available to most people. Doctors would even visit patients at their homes (Gaufberg 2004). Like the rest of the nation’s production, the health-care system was centralized. The state owned the medical schools and determined how many doctors would be trained in what specialties. The state paid medical salaries, which it set, and determined where doctors would practice. Physicians were poorly trained, had low prestige, and earned less than bus drivers.

Under Russia’s fitful transition to capitalism, its health-care system has deteriorated, and the health of the population has declined. An example is Moscow’s ambulance system. It used to be efficient—dial 03, and an ambulance would arrive within minutes. When Russia turned to capitalism in 1991, ambulances sometimes took eight hours to ​arrive because the drivers were using the ambulances as freelance cabs, and they kept emergency cases waiting (Field 1998). Since then, ambulance service has improved, especially in Moscow (Gaufberg 2004).

The only hospitals comparable to those of the United States are reserved for the elite (Light 1992; Gaufberg 2004). In the rest, conditions are deplorable. To be assured of care, some patients bring their own linens, medicines, and syringes with them to the hospital (Paddock 1999). In some hospitals, surgeons resharpen scalpels until they break. Some even use razor blades for surgery (Donelson 1992). Outdated and broken equipment is not replaced. Some doctors face the choice of operating without anesthetic or not operating at all (Paddock 1999). Physicians are paid so little that in order to have food, they have to grow potatoes. They walk to work because they cannot afford the equivalent of a dime to take a bus (Goldberg and Kishkovsky 2000).

The bright spot is that physicians continue to work despite their low status and miserable pay. Many are motivated by idealism and the desire to help, coupled with the hope that things will get better. A second bright spot is that some doctors are making the transition to private practice, which could be the beginning of a new medical system built on the rubble of the old (Goldberg and Kishkovsky 2000).

In the meantime, Russia’s medical system remains broken. Perhaps no event more pinpoints the disarray than this:

Three patients lay unconscious in the intensive care unit, kept alive only by the Siberian hospital’s life support system. Two were elderly; one was 39.

On Wednesday, the hospital received a telegram from the local power company: “You haven’t paid your bill for five years. You owe us $94,931. Pay up, or we’ll shut off your electricity.” The next morning, at 6 a.m., the company shut off the power. Forty minutes later, all three patients were dead. (Paddock 1999)

The years of environmental degradation under the communists have also taken their toll. Serious birth defects have jumped to four times the U.S. rate. A likely culprit is radiation pollution from decades of nuclear irresponsibility (Specter 1995). Perhaps the single best indicator of the ​deterioration of health is the drop in life expectancy that began in the 1960s (Cockerham 1997). As shown in Table 19.3, the health of Russians is closer to that of China than to the Most Industrialized Nations. Life expectancy is not only a medical issue, but also a barometer of a society’s health.

Health Care in the Least Industrialized Nations: China

Because this nation of 1.3 billion people has a vast shortage of trained physicians, hospitals, and medicine, most Chinese see “barefoot doctors,” people who have only a rudimentary knowledge of medicine, are paid low wages, and travel from village to village. Until a few years ago, physicians were employees of the government, and the government owned all the country’s medical facilities. With its emphases on medicinal herbs and acupuncture, Chinese medicine differs from that of the West. Although Westerners have scoffed at the Chinese approach, some have changed their minds, and on a limited basis, medicinal herbs and acupuncture are used in the United States.

Like Russia, China has begun the journey to capitalism. As part of this transition, Chinese authorities decided that profits should be part of the medical system. They withdrew government financing from the local health centers, which are now expected to sell their services (Beech 2004). Most patients who cannot pay for their medical care go untreated. Although the average monthly wage is 200 yuan, a hospital stay can cost several hundred yuan. Some physicians are paid so little that, like college students in the United States, they take “after work” part-time jobs. The crassness of the new capitalism can be astounding, as with the surgeons who, arms scrubbed and held high in the air, refused to enter the operating room until the patient’s relatives had stuffed their pockets with cash (Sampson 1992).

At this point in its transition, China’s medical system has deteriorated so greatly that the World Health Organization ranked it 144 of 191 nations. WHO ranked the medical care system of Bangladesh higher (Beech 2004).

for your Consideration

No nation has discovered the perfect medical system, and every country faces a medical crisis of “too much demand at too great a cost” (Moore and Winslow 1993). In what ways would you say that the U.S. medical system is superior—and inferior—to each of these systems? Would you prefer to be treated within one of these three systems rather than in the U.S. system? Why or why not? Short of socializing medicine, which goes against the values of Americans, how do you think the U.S. medical system can overcome the deficiencies reviewed in this chapter—and maintain its strengths?
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Table 19.3

 Indicators of Health

Life expectancy

Infant mortality1
Birth rate2
Death rate2
Health costs as a percent of Gross Domestic Product

Sweden

79.2 years

 3.9

11.7

10.8

 8.7

United States

77.1 years


 6.8


14.1


 8.4


13.9

Russia

66.1 years

17.4

 9.4

15.3

 2.3

China

71.6 years

26.4

13.0

 6.9

 4.8

1Deaths of children under one year of age per 1,000 live births.

2Number per year per 1,000 population.

Sources: Field 1998; Liu 2004; Statistical Abstract 1998:Tables 1345, 1348; 2000:Tables 1355, 1358; 2005:Tables 1325, 1330.
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Additional Resources

Companion Website www.ablongman.com/henslin8e

Content Select Research Database for Sociology, with suggested key terms and annotated references

Link to 2000 Census, with activities

Flashcards of key terms and concepts

Practice Tests

Weblinks

Interactive Maps

Where Can I Read More on This Topic?

Suggested readings for this chapter are listed at the back of this book.
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