CHAPTER 11: THE MEDICAL PROFESSION

(1) Profession as Occupation- The Trait Approach
· Profession= accumulation of traits 
· William Goode: professions involve prolonged training in body of specialized/abstract knowledge & are a service orientation
 10 traits: determines own standards of education/training, stringent educational requirements, licensing/admission determined by members, most legislation shaped by members, high power/prestige/income, free of lay control/evaluation, norms enforced by members and are more stringent than legal standards, members more strongly ID by profession than other occupations, members usually stay in for life.
· Limitations: accepts ideologies of the profession, ignores importance of power of group, doesn't account for change over time, and ignores relationship between profession/rest of society. Overall: ignores historical development of profession and political, economic, moral place in society.

(2) Profession as Process
· Profession= social construction- various occupational groups progress/aspire to progress over time under various conditions.
· Goode: The goal is professionalization (accomplishment of title/status of profession)
· Wilensky: 
 5 Steps to become profession: members engage in full-time work, establish relationship with training/education program, establish association, gain legal status, construct code of ethics.
· Johnsons’ Power Analysis Approach:
- focuses on how professionals come to think of themselves as professions as they increase in power, discusses theoretical explanations for power of professions, sees power as ability to define reality in broad way, and even define “the good life” for clients
- ability of group to impose its perspective/necessity of services to clients (power comes from uncertainty/social distance btwn parties)
 3 variables that determine power: more esoteric/less accessible knowledge, greater social distance btwn client/professional, greater homogeneity in professionals/greater heterogeneity of client group.
Subordination, Limitation and Exclusion in the Medical Labour Force
· Willis: doctors also try to restrict the scope of other practitioners
 3 processes to achieve dominance: subordination (threatening occupations come to work under the control of medicine- e.g. nursing), limitation (indirectly controlled by legal restrictions- e.g. pharmacy- in the 19th century were primary caregivers, and made compromise with doctors that they would stop prescribing), exclusion (certain jobs not licensed and thus denied official legitimacy/tax support- e.g. chiropractors, naturopaths)
· 1991: Regulated Health Practitioners Act- restricts allopathic monopoly- consumers choose from health care they desire but may have to pay. Medicine is limited to specific acts (controlled activities which may harm patients). Others can perform all other acts.
· Homeopaths, reflexology, acupuncturists, and herbalists are unregulated.

(3) Profession as Ideology
· Ideology= group of descriptive/prescriptive beliefs used to explain/legitimize certain viewpoints
· Parsons
 4 characteristics of professions: universalism, functional specificity, affective neutrality, and a collectivity orientation
· Physician is expected to apply universal, scientifically based standards to all patients, not differentiate between patients/treatments based on social differences, all patients get same level of care, functional specificity exerted (doctor can’t offer advice on non-medical matters), refrain from emotional involvement, express concern with a good bedside manner, impartial/unemotional, collectivity (altruistic), self-interest not OK. 
· Friedson: professionalism= professed ideology
 3 assertions: medical knowledge= complex, medical work=objective, as professionals, doctors trusted to put others’ welfare ahead.

De-professionalization
· Increasing control of doctors by insurance companies and government billing
· Demystifying medical knowledge through the internet, health information, growing power of individuals (i.e. AIDS mvmt)
· Health promotion/disease prevention is more recognized, alternative HCW legalized, lay-scepticism 
· 1962: doctors strike in Saskatchewan; 1986: extra-billing in Ontario erode trust in doctors
· Still, doctors/pharmacists ranked higher than 16 other professions (77%/73%)- higher than police, clergy, etc.
· Chaoulli Case: doctor/patient sued CQ government after yearlong wait for hip-replacement surgery- struck down law stopping purchase of private insurance to cover procedures already offered. QC offered guaranteed wait times…private available in Canada.

Norman Bethune
· 1890- thoracic surgeon who served in 3 wars on 3 continents
· After wounded at Ypres returned to Canada to complete medical degree, contracted TB, tried to develop a state-supported Medicare system for Canadians, organized the “Montreal Group”, and sailed to Spain to help with civil war. 
· Devised a method to transport blood to wounded on battlefields.
· Convinced Mao that they needed surgery at the front lines.

Bogus Medicines
· ~700,000 people die each year from counterfeit prescriptions/OTC meds
· Problem is growing, particularly in developing regions (Asia, Africa, Latin America)
· $75 billion market


Sir Frederick Banting/Charles Best
· Discovered Insulin
· 1923: Banting co-recipient of Nobel Prize- shared with Best.

Medical Education in Canada Today
· 1824: Montreal Medical Institution (McGill)
· By 1997, 30% decrease in number of positions at med schools
· Since then, # doctors/1000 people grows due to immigration of doctors and higher enrolment
· 57.7% of all med school students are females
· 16 universities in Canada grant MD 
· Medical students continue to be drawn from middle/middle-upper class family backgrounds

The Process of Becoming a Doctor
· 1950s/1960s: most influential/complete studies of med school (Chicago- Becker & Columbia- Merton)
· Becker: 
 2 values learned: doctors in training become aware of 2 values- clinical experience (belief than much of practice is based on art of determining from subtle interpersonal cues/interaction- lead students to focus on practical things rather than science), medical responsibility (enormous responsibly of life/death decisions that confront doctors- emphasis on interesting cases) 
· Merton:
 2 traits developed: ability to remain detached, ability to deal with inevitable/uncertainty.
- Medical education= continuous process where doctors absorb enough knowledge, and identify selves as doctors.
· Fox:
 3 sources uncertainty: impossible to learn everything about medicine, awareness that medical knowledge is incomplete, uncertainty distinguishing between lack of knowledge/medical inadequacy
· Sexism: past- unknown quota system governed women admittance. Medicine built around masculinity. Male body is the norm. 
 Study: phone interview- would you be OK with gay physician? 12% said they would refuse- felt incompetent/uncomfortable. Men/older more likely to respond like this. 

Getting Doctored
· Shapiro:
- 2 features of medical education: alienation (relationships with each other, med school, etc.), authoritarian personality (experienced at all levels of medical education)
·  Marx: 
- Alienation of labour: competition between students, enormous workload, little direction.
- Alienation from product of labour: worker doesn't feel product= true reflection of self/values (e.g. way that doctors talk to patients)
- Alienation of relationships: competition is central, fear of failure, etc.
· Conrad
- Findings: med school discourages caring, clinical perspective focused on disease not illness, not taught how to talk, “fix-it” mentality, long hours/sleep deprivation, inhibit compassion
· 12% medical students are depressed (15% doctors depressed)…some reports say 25%

Organization of Medicine: Autonomy/Social Control
· 2 Control bodies: College of Physicians and Surgeons & Canadian Medical Association
· Both attempt to define expectations, improve standards, protect status/security of members
· Canadian Medical Association: amalgamation of provincial medical associations. National lobby group. Provincial bodies negotiate with medical care plans for fee scales/other matters. (QC different- Fed. of General Practitioners/Fed. of Medical Specialists of QC)
· College of Physicians and Surgeons: bodies in each province w/ responsibility to oversee practice/protect the public.
- Canadian Medical Act: defines- qualifications to get into practice, certification, investigation of misconduct, etc.
· Medical Act: Medical Council of Canada responsible for licensing qualified practitioner, supervise, prevent unqualified from practice. Provinces have power to eliminate registry of those convicted of certain offenses. 
· Friedson
- Doctors determine: admittance to med school & license to practice
- Work environment- practice alone (entrepreneur, ongoing control placed on practitioner), colleague networks (network of doctors- most subject to collegiate supervision)
· # solo practitioners is declining (25% compared to 31%)- more common in cities than rural.
· 60% GP work in groups/27% work solo 
· $21.5 billion spent on doctors (13% of budget)- 90% fee-for-service, 15% salary, 2% capitation (# in practice)
· Oswald Hall
- the prestige of hospital that you intern at affects outcome, social class of patients, etc.
· Coburn
- medicine has lost some power via restratification (state more involved in self-regulation college, cost control, denying funding, etc.) 

The Management of Mistakes
· Millman:
- 3 points: (1) definition of mistake varies (results patients interpret as mistakes aren’t always medical error), (2) some results cause investigation (doctors need to use neutralization- ignoring medical mistakes/justifying- and collective rationalization- banding together), and (3) hospitals formally deal with mistakes and turn into learning experiences (Medical Mortality Review Committee)
· Small minority (7.5%) have negative effects as result of medical error
· 44,000-98,000 die a year from medical error
· Nosocomial infections most common adverse effect (10%), in kids, childbirth, DVT/embolism, hip fracture, foreign object

Technical and Moral Mistakes
· Bosk:
- studied ways surgeons/surgical students regulate themselves
- those at bottom level more likely to have to deal with responsibility for mistake
- 2 mistakes: technical (expected, usually forgiven- viewed as inevitable, motivate improvement) and moral (severely reprehensible- evidence that they don’t belong in profession)

Practice Norms/Variations
· Wennberg:
- different colleague networks develop different beliefs, norms, practices regarding diseases/treatment
- compared states and found variation within/between states…found different service areas had variable rates of hospital/surgery use
- Hysterectomy, prostatectomy, tonsillectomy, etc. varied (not due to illness, insurance, services, age, bed ratios, Dr/pop ratios)
- Variation due to practice norms/types of physicians in each area.
· Rachlis/Kushner:
- productivity/practice norms vary greatly area to area (e.g. radiation oncologists in TO have 50% less patients than Hamilton, Hamilton sees 50% less than Halifax)
- part due to expansion from technical to whole-patient management
- 3X more tonsillectomy in SK vs. QC, bypass varies 2.5X county to county in ON, 6-12 day variation in hospital stay within province
· Bunker:
- variation occurs because medicine is art not science and good deal uncertainty involved…most surgery due to discomfort, benefits=risk, no clear difference in mortality/morbidity rates associated.
· Wennberg, Bunker, Barnes:
- studied 7 surgery types- compared Canada, US, UK- rates highest in Canada, lowest in UK
- occur because diagnostics/treatment are not perfect- norms develop from networks
- US: use more invasive procedures, fewer evaluative/management techniques (3.7/million open heart vs. 1.3 in Canada)
- Canada: lower levels cardiovascular service for elderly, more likely to take age into account when suggesting CV surgery/dialysis

Malpractice
· # Malpractice suits have been declining (peaked in 1995)
· Most complaints originate from hospitals, health care facilities
· Provinces are required to look at all formal complaints
· Canadian Medical Protective Association (insurance for doctors)- 614 million$ (71,000 members)
· Highest rate of complaints: obstetrics and surgical specialties

Medical Practice and Errors 
· Paget: 40 interviews- “anguish of clinical action”…mistakes weren’t thought of as mistakes at the time
· Parker: underreporting of mistakes 50-96%/year
· Partly due to capitalism in West (highly regard autonomy, collegiality, self-regulation)- encourages denial, shame, fear
· 80% accidents due to human error (biased reporting)
· 42% feel unsafe (usually from miscommunication)
· Reaction is to shame/blame physicians
· Harold Shipman- murdered 200+ patients (most women and middle-aged…ageism)

CHAPTER 12: NURSES AND MIDWIVES  

Nursing: historical context
· Was once an extension of women’s domestic duties
· Today: complex paraprofessional, run by hierarchical bureaucracies, and most women work in hospitals (technology)
· Rise of Christianity  role definition. Nursing became fulltime job for sisters of the church- autonomy (didn’t just work for doctors)
· Knights of St John Jerusalem and Knights of Malta admitted women nurses (4 per pair of knights)
· 16th century: Protestant Reform- disappeared as a respectable career- hospitals were for the poor (stereotype- nurse was a drunk poor woman who ate with sick people- mortality rate was 20-30%, even in nurses)
· Marie Hebert:
- first person to provide nursing in Canada (1617 in Quebec)
- later: nursing sisters moved to Quebec City (more like doctors- made/gave out meds, did surgery, headed missions)
· 18th / 19th century: smallpox, measles, flue, scarlet, typhoid, TB, etc.
- still, hospitals used primarily for poor

Nursing today: 
· 2/3 of all medical workers are nurses (most have college diploma, then bachelor degree)
· 80%+ work in institutions (hospitals, community health, long-term care)
· 94% female (most female occupation) but males are growing 
· Male nurses: growing #’s, overrepresented in psychiatry, critical care, emergency care, admin; older than female nurses (2nd  career)

Sexism in nursing:
· Florence Nightingale:
- Reinforced subservient feminine image of nursing
- thought that while nurses could be trained, the most fundamental aspects couldn’t be learned (just like impossible to train a mother)
- good reputation as a woman was required to be a nurse (needed to be relatively young too)
· 6 Problematic working conditions:
1) working hours rigid
2) night/evening shift often required
3) restricted to work in hospital
4) at risk due to occupational health/safety conditions
5) busy workload and demanding precision
6) forced to do housekeeping, etc. due to underfunding

Managerial ideology in hospitals:
· Result of historical trend which reflects development of money economy, bureaucracy, capitalism, rationalization
· Managerial ideology: assumes it is job of managers to run organizations as efficiently as possible.
· Hospital managers accountable to boards and boards accountable to provinces
· CMG (Case-Mixed Groupings)- technique to detail the specific tasks and time each task takes with reference to average patient with particular diagnosis (productivity/cost-effectiveness are goal)- nurses must try to work within the guidelines for each
- mutually exclusive categories used to describe patients’ clinical attributes (AKA “accounting logic”)
· Negatives: demeans authority/autonomy of nurse, diminishes power and decision-making
- individual needs not assessed holistically
- nurses vary (e.g. small nurse might need more time, require assistance)
· Beardwood/Walters:
- new managerial techniques combined with restructuring/downsizing are reducing autonomy/making it difficult to uphold standards
- makes it easier for patients to complain
- exacerbates differences between polarized groups (e.g. RN vs. RPN)

Bureaucratic hospital organization:
· Structure of opportunity within the organization is determined by rates of promotion, locations, jobs that lead to promotion, etc.
· People w/little opportunity: low self esteem, seek satisfaction outside work, compare themselves with other on same level instead of higher, limit aspirations, critical of managers, less likely to expect change, more likely to complain.
· Structure limits vertical mobility of nurses
· Power: capacity to mobilize resources- ability to make decisions that affect the organization, visibility of job, relevance, promotion
· Susan Nelles: arrested for murdering 4 infants in TO- nurse was the one accused, and treated much differently

Cutbacks
· Overall # beds in hospitals has declined, but treating more patients
· 8.8 nurses per 1000 patients (fairly low)
· Block funding (1995)- Health Canada and Social Transfer- provinces needed to decide who would get what
· Nursing shortages associated with increased infection (The quite crisis in health care)
· Average age of nursing students is increasing and there was a decline in graduates, but now it is back up
· Potter:
- Nurse increase: pain level decrease, perception of self-care/health increases, post-discharge health increases.
· Rogers:
- Errors increase as: # hours of work increases (3X higher in 12.5+ hour days), overtime, 40+ hours a week
· McGillis/Hall:
- work-life issues for nurses (nurses feel guilt over inability to do job the way they know it needs to be done)
· 72% nurses don’t feel safe from assault at work, high incidence of emotional abuse…highest risk of assault at work
· ~30% had been abused in the previous year

Nursing as a profession
· Friedson:
- nursing is a paramedical occupation (lab technicians, physical therapists).
- share: technical knowledge, tasks of paramedics fulfill more important duties, less prestige
· Krause:
- 5 actions nurses have taken to enhance position: shift to university, taking over physicians’ dirty work, managerial ideology, taking control of technology, unionizing 

1) Shift to university training
· 62% have diploma, 35% have degree, 3% have masters, 02% have doctorate
· Nurse practitioners: originally for children, today regulated in legislation in 12 provinces/territories, act autonomously with diagnosis, screening tests, prescribing medicine- 1600 working in Canada (great majority in Ontario)
· 2X as many people applying than there are places
· Other fields: parish nursing, school nursing, nursing informatics, forensic nursing, and legal nurse consultants

2) Taking over the work of physicians 
· Blood pressure, IV, giving meds (now passing to nursing assistants)- # nurses= higher independence, less pain, better social
3) Managerial ideology and nursing
· Divisions among specialties (intensive care, pediatric, etc.) and levels (head nurse, staff nurse, etc.)
· Increase in CMGs as well

4) Rejecting high-tech medicine
· Rejecting value of medical model and arguing medical care should be more holistic- health promo and disease prevention
· Caring approach vs. curing approach

5) Unionization
· Positive effect on income
· Also proleterianizes nurses to establish position as members of skilled working class who work for wages

Midwifery
· From “with the women” or “wise-woman”
· Until middle ages, women who had themselves given birth were acceptable people at other births
· 14th century: until then, midwifery took off- then witch hunts happened (put to death)- midwives were vulnerable because close to the placenta which was considered an essential ingredient in witchcraft.
· 1512: Medical Act gave midwives formal legitimacy- administered by churches- licensing depended on good character of midwife
· 1642: College of Physicians gained authority to license midwives (next 300 years)…lead to decline of females
· 19th century: British midwives tried to gain legitimacy (British house of commons reported lots of maternal/infant death)
· 20th century: midwives regulated (1948- National Health Service- public health nurses)

Canadian Midwives
· Catherine Guertin:
- 1st Canadian midwife (Ville Marie) in 1713
· 1800s: births at home, attended by physicians; whenever midwives didn't threaten doctors, they were allowed to practice
· 1899: midwives attended 3% of all Ontario births, doctors attended 16%
· Early 20th century: importance of doctors’ rights grew
· Today: Funded in ON, BC, QC, MN, AB, SK, NS, NWT, NV)- 450 total practicing in Canada, advocacy groups

1) Bureaucratization and hospitalization
· Before 1880: hospitals for war-wounded mainly
· 1829: York hospital is first hospital in Canada (Toronto General Hospital)- treatment of veterans of 1812/immigrants
· 1820: Society for Relief of Women During Their Confinement- midwives, nurses, doctors, clothing and food
· 1848: first general hospital (Toronto General and Lying In)- destitute women and training of midwives
· WWI reinforced the “danger” of childbirth and importance of medical birthing
2) Profits for doctors
· Midwives charged $2 per birth and males charged $5
3) Public health movement
· Early 20th century saw dramatic decline in mortality rates
· Improvements in nutrition, birth control, sanitation
4) Emphasis on safety and pain relief in childbirth
· Women encouraged to see themselves as fragile and weak
· Twilight sleep: morphine + scopolamine
· Enema and shave were done to promote hygiene, forceps, C-section, antibiotics, blood transfusions
5) Campaign for ascendancy waged by physician
· Doctors described midwives as dirty, ignorant, dangerous
· Doctors came from good families and had an advantage

The present status of midwives
· 80% babies worldwide delivered by midwives
· Romelis
- 5 Movements: natural childbirth, Leboyer method (water), alternative in-hospital births, home births, non-hospital birth centres
· Midwives now on salary from provincial government, increasing political influence of women’s groups
· Minimum 44 hours of care, education, and support (45 minute appointments)
· Study: Midwives- less episiotomies (8% vs. 50%), less anaesthesia (5% vs. 30%), lower cost (40% at home), more breastfeeding (95% successful), fewer C-sections (38% less), 62% less instruments, 2X discharged immediately, lower readmission rates
· Small % of births attended by midwives (6.6% in BC vs. 1% in AB), but a growing number of provinces support it

The doctor-nurse game
· Leonard Stein:
- doctor has more power/authority but nurse has more information
- nurse makes subtle hints at doctor about how to act and doctor must pretend not to need advice
Grange Inquiry
· RN association of Ontario- responds to Susan Nelles sexism
· Reasons: police jumped to conclusions- neglected to consider digoxin, failed to look at other possible digoxin OD causes- her failure to cry and ask to see a lawyer went against her social roles, (3) focus was on people within system rather than malfunctioning system itself, (4) media was biased/sensationalized, (5) Grange assumed that nurse was responsible and ignored other evidence, (6) TV overemphasized guilt of nurses (focused on nurses)
Florence Nightingale
· 1837- god spoke to her and caller to his service
· Visited a school for nursing in Germany
· Director for nursing sick gentlewomen in distressed circumstances
· Went to Turkey to help in Crimean War
· Known as the “lady with the lamp”- provided all kinds of services (banking, letter-writing)

CHAPTER 13: COMPLEMENTARY & ALTERNATIVE MEDICINE

Alternative, complementary, and allopathic medicine
· tend not to be taught in allopathic medical schools, unavailable in North American hospitals
· Allopathic medicine: based on theory that opposites cure- health is natural & disease is unwanted attacks
- Criticisms: reductionist, limited mechanical treatment 
· David Eisenberg:
- national survey of US pop to determine patterns, use, cost of unconventional therapies
- 1/3 had experience with unconventional therapies (average of 19 visits)
- More likely: non-black, 25-49, more education/income (most saw an allopathic physician too)
· 62% use CAM, most often for back pain, colds, neck pain, joint pain, stiffness, anxiety/depression
· Only 12% get CAM from licensed practitioner and 13% said only use it because it’s too expensive
· Herbal medicine, massage, megavitamins, self-help, fold, energy, homeopathy seen to be popular in the 2nd study
· $12 billion in total expenditures (middle and upper classes use)
· 61% prayer, 44% relaxation, 42% faith healing, 40% supplements, 15% meds, 11% religious council, 11% massage, 9% acupuncture
· Cooper/Stoflet:
- 88% predicted growth of alternative practitioners/16% growth of allopathic
- a doctor was murdered because he consulted his wife (a homeopath)
· CAM used more in HIV AIDS (78% compared to 40%)
· US congress established NCCAM (National centre for complementary and alternative medicine)
· Therapeutic touch: energy balancing technique- recognized treatment
· Verhoef/Sutherland:
- cross-sectional survey of GP in ON/AB studied beliefs and practice of allopathic doctors- found acupuncture, chiropractic, hypnosis considered most useful (reflexology, naturopathy, homeopathy least)…majority thought good/would refer (16% doctors use CAM)
- studied attitudes of conventional HCW to professionalization of CAM in ON
- argued CAM lacks standards of evidence, education, practice
- Also: studied psychosocial determinants of CAM use at GI clinic- doctors didn't help, couldn’t diagnose problems, meds w/effects
- CAM users more sceptical, symptoms over long period, less likely to see selves as good/excellent health
· Cassileth:
- desire to take control of health was associated with CAM use/scepticism of traditional medicine
· Furnham/Forey
- compared conventional medicine/alternative; Differences: CAM sceptical/critical of allopathic, ecologically aware, holism, more body knowledge, more optimistic view of health
· 7 categories of CAM: nutrition, mind/body, bio-electromagnetics, traditional/folk, pharmacologic/biologic, manual healing, herbal
· Montbriand:
- 3 categories of CAM: spiritual (prayer, psychic surgery), psychological (visualization, distraction, cognitive), physical
- physical is largest (megavitamins, OTC, old time drugs, health food, healers, herbs, diets)
- most patients didn't tell doctor about CAM use
· Study: evaluate effects of CAM- compared length of time people with cancer survived with/without CAM- no difference

Acupuncture
· UK- acupuncture is most frequently used CAM (7%)
· Practitioners: allopathic, Chinese medicine men, acupuncturists (26$ million)
· Good for post-operative nausea, chemo nausea, dental pain

Alternative Health-Care Methods
· Acupressure: pressure on acupuncture points to stimulate flow of energy (shiatsu)
· Acupuncture: herbs, tuina, exercise, diet- needles stimulate energy flow (qi)
(1) Traditional Chinese: (body/mind/spirit balance), moxibustion (heat of burning moxa leaves), herbology, tuina, tai chi
(2) Medical: body’s production of endorphins
· Feldenkrais (Russian): retraining body to improve movement/reduve pain- interaction between sensory paths of CNS/motor paths.
- Useful in MS, back problems, accidents, musicians, athletes, others who benefit from body movement improvement
· Herbalism: plants for healing (eczema, acne, digestive, heart/circulation, gynaecological, allergic)
· Homeopathy: highly diluted traces of botanical, mineral, other natural substances to stimulate self-healing
- chronic conditions (asthma, cold/flu), emotional disorders, arthritis, hay fever, PMS, gout, constipation, migraine, colic, etc.
· Reflexology: reflex points on feet/hands correspond to every part of body, reduce stress/tension, effective relaxation
· Rolfing: manipulates muscles/CT to shift body into alignment- pressure w/fingers (athletes)
· Shiatsu: pressure to points using fingers, palms, knees, elbows to relax body/promote natural healing
Chiropractic
· David Palmer: 
- magnetic currents “laying of the hands” – first successful spinal manipulation in 1895- healed a deaf man
· Put into jail for practicing without a license
· Bartlett Joshua: most important pupil, died a multi-millionaire for popularizing chiropractic

Chiropractic theory and the possible future
· (1) osteopathy- Andrew Still; (2) chiropractic- David Palmer
· 1971: AMA Committee on Quackery- eventual elimination of chiropractic
· 1960: 3 million Americans visiting 20,000 chiropractors (300 million$)
· 3 differences: 
(1) views symptoms as result of long-term pathological functioning of organism (disease precedes symptoms)
(2) pathogens are necessary but not sufficient condition
(3) view work as holistic, preventative (not just certain muscle groups)
· 4 futures: marginal occupation, allopathic adopt, subjugated to work only under jurisdiction of allopathic, increase in status

Canada chiropractic status
· Mixers only (skeleton and nervous system, entire body)
· 50,000 worldwide (7000 in Canada)…increased after WWII (Canadian Memorial College of 1945)
· 3rd largest group of primary medical care practitioners (after dentists/doctors)
· 1970: funding for X-rays, general exams, treatment by chiropractors (limit to # of visits)
· 11% Canadians use chiropractors (most for lower back pain)

Naturopathy
· Samuel Hahnemann:
- translated Cullen’s description of why bark of cinchona tree containing quinine was able to treat malaria- unknown explanation
- Method: observation, hypothesis, experiment
· system of primary care that uses natural methods/substances to support/stimulate the body’s inherent self-healing
· Health and illness are both natural and each individual’s illness is unique to him/her
· Symptoms are indications of healing crisis (message from the body)- stimulates vital healing forces
· Botanical, clinical nutrition, traditional Chinese medicine and acupuncture, hydrotherapy, lifestyle counselling, naturopathic manipulation, homeopathy
· Homeopathy: principle of similar, different people react different to same illness b/c unique, only 1 remedy at a time, min. dose
- study found results are not compatible with hypothesis that only due to placebo. 2.45 odds ratio in favour of homeopathy
- originated at a time when allopathic meds were brutal and primitive (purgatives, bloodletting)
- 5X higher death rates in non-homeopathic hospitals

Current status of naturopathy/homeopathy
· Benedict Lust:
- formal naturopathic system- primary focus was hydrotherapy
· 1925: Drugless practitioner’s act- starting point for recognition (1944- naturopaths)
· 1952: all drugless practices could govern themselves

Naturopathy in Canada
· 500 practicing in Canada
· Not covered by Medicare, operate under provinces (BC, ON, AB, SK, MN regulate)
· 1 school- Ontario College of Naturopathic Medicine (TO- 1983)
· Boon:
- 2 paradigms of naturopathic practice: scientific world view (physical/structural treatment, practical, reductionist), holistic (spiritual, abstract, intuitive, emotional)
· Slight increase in homeopathy (still small #s)- 2% Canadians seek homeopaths
· 1859: regulated in Ontario

Therapeutic touch
· Delores Krieger:
- established as modern/empirically studied practice
· based on observations and collaboration with healer (Kuntz) who believed it could be taught (movement of energy outside body)
- 3 effects: raises haemoglobin, elicit relaxation response, heal wounds










CHAPTER 14- PHARMACEUTICAL INDUSTRY

Drug Use
· Medical industrial complex: network of private/public corporations engaged in business of providing medical care/products, supplies and services for profit. Include: hospitals, nursing homes, home care, diagnostics, hemodialysis, drugs, laundry and food packing, etc.
· Drug industry spending grew from 10% to 18% from the 80s to now (flattening now)…estimated now 16%
· Drugs are 2nd largest expenditure (after hospitals)
· Most of drug expenditure is on prescribed drugs (84%), the rest is on OTC drugs
· Under half of prescribed drugs fall under public sector (48%)
· Drug coverage: 96% partially covered (59% private, 26% public- aboriginal, military, age, 10% provinces- catastrophes, etc.)
- older, women, poor are less likely to have coverage
· Increased expenditure: “Me too” drugs: new expensive drugs to take the place of older drugs, aggressive advertisement, etc.
· HRT: caused increase in strokes, heart attack, breast cancer, blood clots, gallstones- now only exceptional circumstances
· Lipitor: 3/8 adults take it for cholesterol but it is unclear how effective it is.

Rates of drug use and patient variables: age, gender, class
· Overprescribing: 1/3- 2/3 of antibiotics are unnecessary, 5-23% of hospitalizations are due to drugs, 24% adverse events due to
· Elderly and women more vulnerable (women for psychotropic/sedatives)
· Beer’s List: % of elders prescribed drugs that are known to be inappropriate for seniors (18% in NB to 13% in AB)
· 3-15% using Benzodiazepines and most are women- more likely for longer periods of time/for problems in living; elders over 60
· ¼ of all inappropriate drug combos is from overlapping similar meds with 2 different doctors (3.5-4.5 billion$ a year)
· Based on 30 year old man- but elderly women are female, weight less, slower metabolism, cognitive deficits
· OTC drugs: 70% of elderly use without telling doctor
· Females use more prescription drugs than males- lower incomes spend more of income on them, more likely mood-altering drugs
· Highest prices for drugs in the lowest income areas. 2X higher % of income spent in lower income families

Physicians and prescribing
· high correlation between # doctor visits and # prescriptions- have tendency to prescribe drugs
· Lexchin:
 ~25 % doctors know about antibiotics and sulphonamides and only ~40% were skilled in their use
- antibiotic, ulcer meds, antihypertensive over prescription is from advertising
- Causes: lack of knowledge, patterns of practice
·  17-43% inappropriate drug prescribing; 50% of all prescriptions are for 27 meds
· drug companies spend 2X as much money on pushing products than research (more than alcohol/tobacco)
· Compendium of pharmaceuticals and specialties (CPS): not comprehensive, known to recommend drugs that are dangerous.
Bell/Osterman: CPS was a tool to promote interest of drug companies
· Becker:
- studied rate that doctors prescribe chloramphenicol (fatal implications)- younger doctors had lower prescriptions of it!  
· Friedson:
- distinguishes between client dependent and colleague dependent forms of medical practice
- regulation more effective in colleague-dependent-when doctors have to account to other doctors for diagnosis higher standards
· Doctors who see fewer patients spend more time with them but prescribe more meds- less inappropriate in community clinics
· 56% of medical residency programs receive money from the pharmaceutical industry
· Whitaker:
- rise of mental illness is result of pharmaceuticals- biased trials on psychotropic funded by companies

Effective interaction to aid appropriate prescribing by physicians
· academic detailing: pharmacists are trained to visit doctors for training (12-50% reduction in inappropriate)
· audit/feedback: willingness of the doctor to be audited
· peer review group discussions: discuss the results of the audits and how they might change

Prescription drug abuse
· psychotropic drugs most often abused (opioid, tranquilizers, stimulants, amphetamines, sedatives, barbituates)
· Canadians among highest users of psychotropic drugs in the world (11% of addicts from prescriptions)
· How? Double-doctoring, pad theft, physician fraud, relatives/friends, substances abuse treatment, from health care facilities, internet

Conflict of interest: Doctors and pharmaceutical industry
· Published articles about safety of calcium blockers in CVD
· Authors who supported the drugs were more likely than neutral of critical authors to have financial relationships with drug companies

Direct-to-Consumer advertising
· effective in sales of some drugs- significant likelihood that if a patient asks for a drug they will be given it
· 40% of the times that they ask for a drug, the doctor is ambivalent about it




Pharmacists
· ~30,000 pharmacists working in Canada (33% growth rate over 10 years)
· 5 reasons to alter legal status: accessibility to pharmacists=greater, professional relationship, independent assessment of drugs, doctors lack knowledge, give lots of advice about OTC drugs as well
· unless doctor writes “no substitution” pharmacist can administer whatever drug they want
· Discount pricing: can make different profits while provincial government/drug insurance lose out (40-60 million a year)

The pharmaceutical industry
· Divided into domestically owned companies (Shuttleworth, Parke). Foreign companies stayed in Canada till 40s for tariff/tax benefits
· Antibiotic revolution= rapid industrial growth- smaller Canadian companies couldn't compete with larger foreign companies
· WWII- Connaught Laboratories was the only one left
· Today: subsidiaries of large multinationals belong to Pharmaceutical Manufacturers Association of Canada
· 20% return (2X that of manufacturing) on investments, 5th largest industry in Canada (growing)
· 7 ways maintain its position: absent link between cost/price, patent protection, focus on widespread need rather than rare, brand-name, distribution in less developed countries, prescriptionOTC, advertise/provide select information to doctors/consumers

1) Selling price not related to drug production costs
· no price competition so manufacturer free to determine price to maximize profits- prices reflect patent system instead
· less than 5% considered breakthroughs (the rest line extensions of no improvement)
· in 30% of cases, prices were among the highest in the world, and most of the drugs were above average internationally
· Patented Medicine Prices Review Board allows companies to offer new drugs on the marker at a price equivalent to highest priced 

2) Patent protection
· patents limit competition- company gets exclusive rights to sell the drug- min. 7 years (generally 10)
· many claim that it helps to fund the research but much of the research goes to inventing drugs that compete with already successful

3) Research only for widespread applications 
· based on similar existing drugs and circumvent patent protection for large markets
· e.g. lots of benzodiazepines antidepressants, and anti-inflammatories 
· 3 categories in Canada: arthritis, hypertension, and ulcers (25-67% less effective)

4) Brand name instead of generic
· more profit with brand names

5) Dumping out of date drugs in other countries
· Schizophrenics were better off in less developed world because less likely to be drugged and more supportive
· 5% of less developed world have effective drug licensing
· Dalkon Shield IUD: PID, blood poisoning, tubal pregnancies- gave it to developing nations at half price

6) Prescription OTC
· supported by ideologies of self- care and saves medical insurance companies money

7) Select information provided to doctors/consumers about efficiency/safety
· 10,000$ per physician in advertising by drug companies
· CMA now has codes of ethics that need to be upheld in doctor relationships.

Antibiotic resistance
· 1940s: antibiotics introduced as miracle drugs- Vancomyecin has highest resistance (VRSA- Vancomyecin resistant staph aureus)
· unnecessary prescription, don't finish antibiotics, bacterial change, enter human food chain, antibacterial soap

The case of Thalidomide
· 125 babies born with phocomelia in Canada (absence of limbs and presence of seal-like flippers)- total 10,000 worldwide
· GRIPPEX: developed it in 1954 in Germany – cheap, accessible, etc. in Germany, Canada, UK, Sweden, Switzerland, Italy
· Nerve damage, balance, tingling, etc. but continued to use it…Canada heard about babies in Germany and waited a few years

Debate about new reproductive technologies
· 4 groups: reproductive control, labour/delivery, pre-conception/prenatal screening, and reproductive technologies
· reproduction technologies can be separated from social parenting
· 1985: CMA decided IVF was no longer experimental- 8.5% are infertile
· 1989: Royal commission on new reproductive technologies
· only 26% success rate per cycle- roller coaster of hope and despair, higher than average mortality rates
· Babies: higher than average mortality rates, 30% multiples, 11X risk of low birth weight, cancer, 5X spina bifida, 6X transposition

Cases of DES/HRT
· DES (diethylstilbestrol)- synthetic estrogen hormone- given to pregnant women w/miscarriage, diabetes, toxaemia in 40s-60s
· Girls: rare vaginal cancer (adenocarcinoma), cervical abnormalities, ½ infertility problems, 5X ectopic pregnancies
· Boys: genital/semen abnormalities, cysts, small/undescended testicles
Discovery of DES problem in Canada
· was prescribed for feminine reasons and as a morning after pill
· 1/1000 daughters will get cancer. Cervical dysplasia, premature birth, miscarriage in 2nd trimester, ectopic pregnancy, genital organ malformations, breast cancer, low sperm counts, etc.

Withdrawal of Vioxx
· Rofecoxib- NSAID sold to +80 million around world
· Linked with heart attack/stroke- most widely used drug to ever be withdrawn (Merck)
· Bombardier:
- 4X increase in heart attack; Lancet said should have been taken off market 7 years prior.

Other negative effects of the pharmaceutical industry
· Harding:
- pharmaceutical industry is outgrowth of interlocking petro-chemical industry- also produces pesticides, herbicides, fertilizers
· Sharon Batt:
- we throw out drugs we use and they become part of our natural world in untold ways
- fish living downstream from sewage are feminized/lose interest in spawning

Issues in drug regulation
· ½ the drugs have never passed safety tests, substandard drugs marked overseas, drug companies have a monopoly over doctors
· Health products and food branch vs. the pharmaceutical industry (more towards the industry side)
· Lexchin:
- studied drugs that had been removed from market- found it was hard to get info because Health Canada doesn't have list of drugs
- drugs tend to be tested for short period on select group (not taking other drugs)…many use over long period and w. other drugs
- 190 vs. 2.5 million $ given to drugs to market vs. monitoring (Therapeutic Products Directorate)

We all have AIDS
· Berwick:
- The Danish king said that if Jews were forced to wear yellow stars, so would he during Holocaust
- 40 million people with HIV, 30 million have died with AIDS
· Treatments can reduce transmission from mother to child by 2/3 or more

Medical devices and bioengineering
· contact lenses, CAT, MRI, hip replacement parts, artificial valves, etc.
· Found 2,4-toluene diamine (carcinogen) in Meme silicone breast implant- liver damage, CNS problems, blind, skin blisters
· Tampons, condoms, contacts, devices in the body for over 30 days need to be tested

Patenting genetic material- ethical issues
· 5-4 split that it is legal to patent bacteria modified to break down oil spills (“new composition of matter”)
· BCRA ½ genes in breast cancer (Myriad genetics- 1990s discovered)- demanded that test be done in USA, Ontario challenged it

CHAPTER 15- INTERNATIONAL HEALTH CARE SYSTEMS

Globalization, medicalization, and health care
· profit-making sometimes supersedes state-level regulations about equity, safety, standards of living
· climate change, malaria, encephalitis, infectious disease, etc.

Brief history of worldwide concern for health
· concerted effort to improve global health predates globalization
· Alma Alta (1987)- 134 governments and 67 organizations- “Health for all my 2000”
- based on worldwide expansion of primary health care (PHC)- equity, community, intersectoral, technology
- aims: medical care, drug provision, immunization, maternal and child, disease control, epidemiology, prevention efforts

Health care differences around globe
· WHO: 194 member states (6 regions- Africa, Americas, SE Asia, Europe, Eastern Mediterranean, Western Pacific)- rough estimates
· 2.8 vs. 10.1 vs. 22.4 vs. 28.6 doctors per 10,000 in poor, low-middle, high-middle and high income countries (richer= more allopathic)
· Poorest: Swaziland, Angola, Botswana, African continent

Traditional medicines in global context
· 80% of African/Indian people reply on TM, 40% Chinese
· Uganda has higher rates of TM practitioners than allopathic (1/200 vs. 1/20,000)
· Herbal medicines generate billions of dollars worldwide (160 million$ in Brazil)
· [bookmark: _GoBack]Traditional birth attendant (TBA)- most widely accepted- attend majority of births worldwide and play role in decreased mortality

Medical tourism
· travelling from home country to seek medical treatment (Mexico, Singapore, India, Thailand, Malaysia, Philippines) 
· some provinces have institutionalized medical tourism; Some Canadian hospitals try to attract people from around world

Research on traditional medicine is growing
· Study: Peru- experience of 339 patients (some with CAM, some with allopathic)
· CAM less expensive, more effective, more satisfied, learned more about health care role in lives, less side effects

Health as Human Right
· safe drinking water, food, housing, working/living conditions, health-related education, gender equality, timely access to medical services, free health care, prevention/treatment/control of disease, essential medicines, child/maternal care

Health care in the USA
· most expensive system in the world but still underperforms in all 5 key indicators: quality, access, efficiency, equity, healthy lives
· ranks worst overall in 7 leading developed nations (spends highest proportion of GDP- 15%)- $7290 per capita
· no universal federal system exists- just a patchwork of competitive systems/corporations
· Health maintenance organizations (HMO)- group of physicians/hospitals which agree to provide services in return for premiums
· Overdeveloped in tertiary/technology at the expense of primary care
· ½ bankruptcies from not being able to pay medical bills

Health care in the UK
· England, Scotland, Wales, Northern Ireland (63 million, 90% urban)
· National Health Service: nationalized, tax-supported system- universal coverage, government covers necessary services
· 4% of budget from small user fees
· Primary Care Trusts: decision making powers in interests of decentralization- manage 75% of NHS budget trying to improve care
· 12% of people pay for private care

What is the total burden of disease around the globe?
· donations from CIDA and other government programs provide much of the money
· Americans believed HIV, hunger, malnutrition etc. were leading causes of disease.
· Reality: ischemic heart disease, CVD, lower respiratory, COPD, diarrhoea 

Selected facts about globalization/health today:
· Good: life expectancy improved more in last 40 than 4000 years, smallpox eradicated, child/maternal mortality rates declined 90%, oral rehydration/sanitation cause decline in diarrheal deaths, disease surveillance, gender rights/equality, health promotion
· Bad: tobacco spreading (by 2020 largest health problem), HIV/AIDS, 10 million kids die a year from preventable things, malaria, income gaps widening, environment problems, obesity/diabetes, overuse of natural resources

Liberation treatment
· Zamboni:
- vascular surgeon in response to wife’s MS diagnosis
- unblocking veins from spinal cord to brain in hope of freeing blood blow and reinvigorating pathways
- “chronic cerebrospinal venous insufficiency”

Global clinical trials industry
· Clinical trials account for 40% of research/development budget (18 billion $)
· Less stringent regulations in low income countries leads to these occurring there 

Health care in Brazil
· BRIC: Brazil, Russia, India, China- many think these countries are about to capture balance of economic power thought
· Huge populations, growing (and trade/domestic economies)
· Brazil: 5th most populous in world- health improvement socially, politically, and medically- mainly social/ecological
· Improved sanitation, sewage, garbage collection, unified health system (SUS)
· IMR: decline from 113 19/1000; LE rise from 5272; poverty decline from 67 30%
· Still, underfunding in public sector and disproportionate in urban areas, secondary/tertiary care disproportionate in private

Conclusion
· Inverse care: richest consume greatest amount of health care around world
· Impoverishing care: millions still completely impoverished trying to pay for health care
· Fragmented care: excessive specialization of providers/services threatens routine are of whole person/marginalizes sick & suffering
· Unsafe care: unsafe/unsanitary- medical error/infection
· Misdirected care: emphasis on secondary/tertiary care obscures greater benefits of primary care
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