Class # 14 – Tuesday October 30th, 2012

Term Paper: choose a topic and argue it through – look @ ch 1 of textbook for ideas about what sociologists of health look @; 7 scientific peer-reviewed sources (no Wiki, Ask.com, ect) you can use Stat Can, WHO, which are reviewed data 
- define your terms! 

Social Construction of Medical Knowledge

· how do drs know what they know? by precedent; passed down from others (trial & error component), accumulation of evidence
Social Framing of Disease

· what we regard as disease is a consequence of a dynamic interaction b/w a physical or psychological condition, the patient, the physician and medical profession, medical science and the wider social environment.
· if we take something social & put it in the realm of the medical what does it give us? ( we can problematize/medicalize phenomena that are not actually a problem; standardization which takes that individual experience and flattens it out into ‘checkmarks’; this has implications for treatment & root causes; gives us capacity to actually think that we can cure it – but can everything actually be cured?

· What we call disease is principally a matter of social decision rather than social fact ( we do this by coming to a consensus; social decision (when society decides on something collectively bc something is thought to be wrong; lots of ppl think so, but from select groups) vs social fact (something that has evidence to support it, which then becomes standardized) but social decisions take the lead = ideology that helps to create this social construction
· eg: disease as a means of “social control”: what society does to regulate itself by putting laws in place; ex: if you have a low viral load, you don’t have to tell your partner you have HIV is new supreme court decision (penalty goes from sexual assault to attempted murder); social control implies that it is forced on someone, but there’s also the fact that we rebel against these laws; we do it through segregation (quarantines of marginalized population b/c they may have a disease, for ex)
· as a means of explaining changes in social interaction, patterns, behaviors…PMS as a means of dismissing women

Social Construction (review)

· problematization of ‘reality’

· Social creation of facts

· Medical knowledge mediates social relations

· application of technical knowledge – we have adopted medical terminology to reflect what we see in our society

Health as a social construction 

· define and redefine health or illness over time: in relation to technology, social behaviors, esthetics of looking pale, what is acceptable changes over time (ex: social convention is that everyone should be thin, but in the early 20th c, everyone was told to be chunky = healthy/wealthy)
· has representations, communication(s); we can point to figures, diagrams, diet,ect; not just about the DR/patient relationship

· signs and processes of the body (how we dress, what we eat, ex: caffeine & spices was thought to upset their digestive system)

· identity, relationships that define an experience 

Paradigms

· Frameworks of formal knowledge: Drs have formal knowledge from Med school

· Shared by a specific community (ie: scientific method)

· What is shared? common language, rules of evidence, professional initiations, conceptual schemes

· can be influenced by dominant ideology(ies): ex: tanning beds – can be framed in esthetic framework 

Access to Knowledge

· uneven: most of general public does not have access to specialized knowledge 

· limited by those who “know” and those who can speak it

· technical skills required (ex: just bc you played Operation as child, doesn’t mean you can operate on someone)

· power and status involved w/ knowledge ( medical profession has this power/status/knowledge

· application of knowledge: specialized process of getting official data (ex: you take your temp by temp of your forhead, but Dr waits for thermometer reading)
Objective Language

· tradition, biomedical information
· measurable signs of disease

· measurable signs of social disease: we can point out a specific group of ppl and link them back to social factors 

Subjective Language

· internal conversation w/ yourself (in the mornings, for ex)

· non-verifiable: symptoms are unique/vary from one person to the next; it doesn’t have that standardized capacity

· experience based descriptions: cumulated base of experience through thousands of yrs; but we have just ourselves to compare to

· being in “dis-ease”: experience of not being ‘well’

Biomedical model assumptions

· mind-body dualism: 

· physical reductionism: you become the sum total of your disease/issue

· specific etiology: things have a cause to them and if they do have a cause, this means we can therefore treat/cure it 

· machine metaphor: if one part of the body isn’t working, we can fix it

· regimen and control: you can regulate/control your body as it is (ex: diet is up to the individual); diabetics …

Disease Specificity

· medical belief that each disease or syndrome has characteristic qualities and causes specific to that category of disease ( there is a ‘checklist’
· focus on the individual rather than the social an contextual locus of sickness

Medicalization

· is the process where nonmedical problems become defined and treated as medical problems; ex: expectation that women want to work in the home and not be out in the workforce caused an influx of depression; why we are having babies in hospitals when having a baby is not a problem and women did it for centuries before w/out Drs; giving ADHD meds to children in classroom who have academic shortfalls; homosexuality; low sex drive in the DSM which someone can be given drugs for; learning disorders; menopause symptoms here are not seen in other cultures (women in Japan are changing their lifestyles to cause onset of menopause to gain social status); gay-straight reprogramming doesn't work; diagnosing through magazines Cosmo
· does not question basis of medical knowledge – sociologists like to  challenge application (ex: original diagnosis of fetal alcohol syndrome was targeted towards lower socio-economic status population)
· problem is defined in medical terms and language

· adopt a medical framework and status

· “treated” with a medical intervention

· can be based on “deviance”

· common life processes: anxiety and mood, menstruation, infertility, aging, death, substance use/abuse, learning disabilities ( you can redefine social behaviors

Stages

· define behavior as deviant

· “prospecting” – medical “discovery”

· claims-making (non-medical interests)

· legitimacy

· institutionalization
Class #15 – November 1st 

Health Care providers – Physicians  Social Construction of Medical Knowledge cont’d
· Conceptual: once disease is defined in terms we can use, it becomes part of our everyday
· Institutional: how can medicine claims a piece of this action (from drug companies, technology, tests that are supposed to fix this problem)

· Interaction: how you talk to your doctor (questions, issues you may be having ( becomes formally recognized and go into your file)

Disease is social…

· disease as a biological entity ( increased medical understanding ( social consequences (ex: soldiers coming home from WWI – PTSD is not even a glimmer in medical world so what does society do with them? declared them damaged and institutionalize these men in order to increase the medical understanding of PTSD – consequences of mental illness w/out diagnosis? suicide, isolation, schizophrenia, harming others when in a state of fugue, bad quality of life bc needs not being met 
· disease as a constructed entity ( medical control ( social requirements (be part of society, follow laws, pay taxes, get a job, reproduce to have children & reproduce our social values and norms (we don’t tolerate theft, or stuff outside of our norms – murder, deviance, substance use/abuse, hygiene, homeless ppl, addiction, lazy person, learning disabilities)
· disease as a created entity (( medical intervention ( ( social environment 
Discovery of disease categories

· not objective, scientific factors ( it is subjective b/c of the language and the world of medicine, but it is scientific

· value judgments (implied or not – since we want to explain behaviors & in some cases its about curing ‘deviance’ ) – ex: SARS: Chinese blamed for it
· economic, political considerations (money is to be made by having disease named after you b/c you get publicity & you can capitalize on it – politicians use the health care issue/new disease as a point in their campaigns to be elected) – SARS ex masks
· social concerns and contexts (SARS was blown up to big proportions)
· cyclical (comes back)

Disease classification
· GRID – Gay Restricted Immune Deficiency
· ADHD – classifying active children as diseased or not normal
· PMS/menopause – natural part of life being made unnatural or curable; reproductive process used against women politically 
· ED – relatively recent; 1890s we started to think about sex as part of quality of life and so we have this mass population that is aging; Viagra was originally for cancer patients to boost testosterone but now is used for men w/ ED; 

· Masturbation: we’ve made a biological thing a social problem, and we’ve made it available to the public 

Constraints and Challenges

· medical categories expand and contract in relation to our societies
· competing definitions of health, illness, disease
· challenges by individuals/groups – people challenge it b/c we recognize that we don’t recognize ourselves in those diagnosis
· cost – by the time we adjust ot the meds, we have to adjust our whole lives around this – creating new specializations
· lack of support – as patients we challenge all of this, so we are not passive in all of this

Demedicalization

· problem must no longer be defined in medical terms – take away that medical component and put it back into social world
· medical treatment can no longer be deemed appropriate interventions – Electric Shock Therapy is not part of ordinary care b/c its dangerous and the brain gets used to the shocks; lobotomies; leech treatment (although its coming back); cold baths; castration; no longer hanging women for PMS/menopause; 
Class #16 – November 6th
 Health Care providers – Nurses Physicians
“Doctors can only be Doctors when someone else agrees.” ( since it is a social construction; person has to be mentally well to be a Dr since he/she deals with life/death situation
· Assumption that Dr’s have expert knowledge
· that knowledge will fill patient expectations – Drs specialize in specific fields/have specific knowledge 

· Patients grant Dr’s authority – if patient doesn’t acknowledge Dr, patient won’t divuldge important info about themselves

· Professional control (examination, licensing, discipline) 
Expectations

· 3500 BCE – predicting illness outcome

· Early CE – combination of knowledge of disease and “God’s will” ( faith institutions are entirely social, but Drs are part of this system as well

· mid 14th c – license to practice ( why this need to license now? Separation b/w church and medicine/faith & medicine – in order to practice you needed to distinguish yourself from this knowledge

Knowledge

· Scientific revolution important in medicine b/c

· 16th c – separation of religion and medicine ( we start thinking about the connection b/w soul and body (live dissections, grave diggers dig up loved one to give to science); science happens/gains primacy of place b/c science has to do w/ the senses and come up with results that are testable ( medicine has a body of knowledge to work with/build upon ( biggest growth in medical knowledge never seen again (Francis Bacon & scientific method); replication is important to spread knowledge and we have a methodology to work with
· Charters of autonomy – physicians start to think of themselves as more than the average person, start saying who/how physicians could practice; Hippocratic oath gets built into theses charters of autonomy

· Membership – examination, licensing, discipline ( Men with access to money, power and education get to be Drs under this regime; even female medicine/midwifes get shut out of this which leads to the rise of male midwife, but never same as female midwife
“Modern” expectations

· mid 19th c – anesthesia and antisepsis(hygiene, germ transmission) ( based on war medicine

· “technical fix” – technology is king, more daily living; but scientists need technology to do their stuff; Drs start carrying around tools which leads to modern medicine

· 1930s-40s – antibiotics ( biggest push around STIs which cure them

· Medical specialization – 19th c ( physicians realize that population health problems can be categorized; medical training/education needs to be reworked/changed to accommodate these new specializations of life; ex: psychologists, pediatrics(children medicine – we start thinking about children differently & we treat them like children and they live longer); rise of factory system causes people to lose limbs so population needs someone who knows the vascular system; obstetrics & gynecology
20th c Doctor – Patient contract 

· Errors – we get around that medicine will have errors, and we start thinking about the basic standard of care; they have to create an education system that will reflect how medicine happens & patient needs change in terms of types of care required

· Public cynicism with medical heroes – 20th c innovations around medicine: x-ray machines; iron lung (polio plague – iron lung allows transplantation to happen; dialogue of life and death); insulin; antibiotics; 
· Cure is now considered a right – you as a patient have something to expect from Drs with all these innovations

Who can be a Doctor?

· Flexner Report (1910): medical schools are cropping up all over the place and they all have different standards of education; Flexner visited all kinds of schools in US and he approved McGill, UofToronto, & Queens; in the States: Harvard, Johns Hoskins, Western Reserves ( F set about to standardize the curriculum; 
· Only 3 were approved ( only upper class men who had $$ could go to school which prompted a shift to Medical education overseas

· 90% of physicians lacked a college education – F wanted to change this and create what we now see as med education

· Full-time faculty were required – in order for this to happen, F needed to make it something that current physicians wanted to do

· Closed all 17 women’s medical colleges in the US 

· Requirements for physician education today:

· Undergrad degree in science or arts,

· grad degree leading to the MD,

· Internship,

· Lectures rather than investigation

Characteristics of Drs

· Upper and middle-upper class family backgrounds
· Gendered enrolment patterns – women not considered people; women become nurses instead
· Reporting: stresses, mistreatment, debt, sacrifice, life… - physicians are reporting theses things which is causing a decrease in applications to Med school

· Income – a strike is coming in the near future over this issue

· pg 300 in textbook; enrolment patterns have changed over time; since about yr 2000, more women then men are becoming Drs because more women are enrolling in University education; physcians are not seen as having as much status as they used to; nowadays we are actually encouraging women @ young ages to go into hard sciences and become Drs so we are seeing more women applying 

Male and Female physicians

· enter into different specialties
· different practice patterns

· interact differently with their patients 

Clinical Experience

· …belief that medical experience is actually an ‘art’ of determining from interpersonal cues and the patient nature of disease and the appropriate treatment. ( we have to reintroduce Drs to reality

· Memorization of “facts” – naming all the parts of the body/bones, ect; then you need to start putting things together 

· Disregard the science and focus on the information 

Medical Responsibility

· Moral responsibility of life and death – you need to give patients enough knowledge to make informed decisions

· focus on extraordinary aspects of medical practice rather than the everyday patient

· guided the choice of practice 

Profession:
· …a service occupation characterized by legitimate control over the market for its services and over a body of specialized knowledge or expertise. 

Professionalization of medicine:

· sociopolitical movement
· “monopoly of opportunities of services” – Drs are the only ones who have the education & knowledge so they have a monopoly
Medicine needed to do three things:

1. achieve standardization and cohesion
2. be granted a monopoly from the State (eg: licensing)
3. gain public respect and persuade the public to accept the profession’s definitions of what problems properly should be brought to it for service
Three characteristics of a developed medical profession:

1. Autonomy (from church & state – in order to create their own monopoly, they needed to become this organization that set their own rules)
2. Control over the production and application of medical knowledge and skill
3. Self-regulation: code of ethics
Social Distance

· Why create social distance? might create conflicts of interest, knowing too much about your patients, to separate yourself as a physician from everyday people

· Separation, difference, inability to identify with each other produced by many characteristics and experiences

Information Control

· Withholding information – to unnecessarily alarm you

· Exchanging information – we have obligation as patients to tell Drs everything, but Drs hold on to their detail and never share

· Questions and cures – open-ended questions vs “do you have x, y, z?”; 

Medical Uncertainty

· medicine is not precise – gatekeepers are the ones who need to make tough decisions; everyone is different so a treatment may work for one person, not the other; there is no treatment type that doesn’t have a side effect 

· probability of accuracy – list of symptoms can refers to more than one disease 

· Excessive testing – does it create or diminish medical uncertainty? depends on context

Asserting professional dominance:

1. Language – process of exclusion & professionalization
2. Dossier (patient file)
3. Social organization of space – bed, wax a paper, charts up on the wall , waiting room( its about claiming who Drs are
4. Social control of time – you have a certain amount of time to talk to a Dr; its about how we have changed medicine and the nature of the relationship – by separating Drs from general population we remove the social experience from interaction w/ Dr
Labeling Patients

· Desirable vs. undesirable – Preferred patients are those who are docile, compliant; Undesirable patient is the non-compliant patient, thinks the problem will resolve itself, those who question the authority of the Dr, those who don’t do what they’re supposed to
· HOWDY: Hypertensive …Diabetic Yahoo 

· “trolls” – folks who have their social factors/determinants of health are creating their disease and there’s nothing the Dr’s can do for them bc problems are social in nature and blame is put on the patient for being not well

· Depersonalization – decision tree whereby Drs take symptoms and you are defined by your symptom/disease – something to cure – comes back to notion of attachment

· Recoding patients expressions 

· Decision tree

· Social influences – make horribly inappropriate suggestions (ex: hysterectomies just because)
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Gender and Health – Men  Health Care providers - Nurses
Paper: use subheadings to keep you on track; argumentative essay style – argue a point; be careful – this is a sociology paper (not psych) so you’re looking for social determinants of health, patterns, trends, ideas, ‘stuff’ that goes into a particular diagnosis; you don’t necessarily have to incorporate a historical piece
women not in higher education b/c they are expected to bear children and stay at home; women have the caregiver role and the formalization of the caregiver role
2nd nurse ever: Florence Nightinggale II

1st nurse ever: Clara Barton (founded …)

Female occupation

· Hospital nursing was deemed less desirable – why? b/c poor ppl were going to hospitals so your clientele is poor; b/c its public and there is an intense public/private spilt; home nursing means you were fulfilling caregiving role
· lived and worked at facility

· lack of standardization in qualifications – b/c this is the professionalization for something that doesn’t have a formation yet

· Rise of private duty nurses – b/c they take care of only one person (cleaning, washing, ect all things that women are supposed to do)

· Generally untrained – opportunity to gain knowledge was limited or restricted

· male nurses come around during the War (war nurses); men become orderlies when they come back from war

· Urbanization and industrialization: higher concentration of ppl in cities and disease travels fast (rise in disease), so implication for medical care 

· Nonfamily members took care of sick – b/c you’re moving away from family so you wind up w/ strangers taking care of you more than family

· Nursing as custodial role – nursing originally affiliated with religious groups b/c 1) women in the church wouldn’t have had families of their own and 2) these kinds of institutions are taking care of ppl as part of their religious mandate
· Sisters of Charity, Sisters of Nursing, Other religious groups… ( they won’t have children anyways, so it makes perfect sense that this is where nursing should start (no one else would do this job)

Clothing: covers woman from head to toe and becomes removed from the rest of society – long sleeves, hat, dress to the ground
Florence Nightingale (1820-1910)

· she’s an upper-class reformer; she thinks women should be raising children, but that nursing is good practice for family life; she thought women should NOT get into medicine bc this is a male dominated realm

· Nursing philosophy: Proper moral, environmental (living conditions in which ppl live), and physical order was necessary for the restoration of health; surveys give a snapshot of society
· Proper role for women – b/c they already do the care work in the home; women already have sense of cleanliness so let them take this on

· “Moral and sexless angels” – this was the expectation of women @ this time; @ beginning, women of all races/backgrounds are involved, but then racism becomes rampant and some groups are excluded

Nursing as Occupation

· Allowed for a diversity of women

· Post-civil war – segregation would be in place until at least the 1950’s 
· Source of autonomy and geographic mobility – you may not have guaranteed job, but there are sick ppl everywhere so you know you will have something to do everywhere

· Skeptical physicians – nurses encroaching on job

Twentieth-Century

· home nursing as a source of employment

· public health nursing

· pre-post natal classes, well baby clinics (run @ fairs & have tests to see if your child is growing at the proper rate), clean milk depots, instructional booths at local fairs…

· relative autonomy from physicians – nurses get their own status b/c their emphasis is different (more broad, on general health)

Problematic characters

· women as nurturers

· good preparation for marriage

· respectability (patients and physicians) – bc nurses are bathing and examining patient’s bodies, no one else has that kind of knowledge of your body other then sex workers; this is why nurses desexualize the process by clothing themselves from head to toe
· Occupational identity formed – women take this on as their own that there is something to be put forth as necessary for medicine as a whole
· Education, rank, institution – nurses need to know things in order to do their job; women could only nurse until they were married so some lied about their marriage to keep their jobs

· Prerequisites emphasized the social: age, health, character and education – you were seen as a probationary student based on this

Rank
· Physical, social, disciplinary – senior nurse was higher then others so you moved out of her way, stopped what you were doing when she appeared; there are rule and nurses self-police to follow them

· Self-policing

· Clothing

Nurse hat: they’re still white b/c it's a symbol of cleanliness and virginal/purital – also about invisibility since you blend into the walls

-Hat w/ black stripe: reflective of a higher status

-Hat with white and black stripe to distinguish b/w rank

-In community, wore a distinct uniform 

-Probationary nurse wears gown that goes to the knee

Male nurses

· Nursing as respectable

· Psychiatric wards as orderlies 

· Physical duties for male patients 

· Administrative positions – move to admin positions faster than female nurses b/c men are more authoritative, and their nurturing role (men are not seen as nurturing so they are more likely to move into admin postitions) & b/c men in business is a public role and men should be in the public domain, not women

World War II

· Duties combined care and cure 
· Increase in science based education
· Assist medical and surgical personnel, distribute medications, ect
· Maintaining ward and equipment – shift in function & content of what nurses got to do
· Once licensed they were barred from generating scientific knowledge – only Dr’s could diagnose and prescribe
· Some tasks undertaken without physicians could result in nonpayment
Post WWII

· Origin of the pink slip: firing notice is pink b/c that’s what women wore under their outfits (so it was gendered); massive amounts of layoffs when men came back from war

· After marriage? ppl realized that two incomes are needed to sustain a family and so changing views of women not working; women didn’t all leave to go home when men came back, they stayed in their job
· Female sexuality: shift of women – expected to flirt and act as hostesses to welcome the men back home; it is a direct contradiction to the reason women went into nursing

· “kissing nurses” – Dr. chasers

Professional status

1. Increasing educational requirements – schooling yrs is much longer, access to education is changing, 
2. Forming own professional association – governing body, disciplinary process (rules & consequences), codes of ethics, standards of education
3. creating and maintaining own body of knowledge 
4. creating and maintaining job differentiation – different from caring & administering cure
McClure (1991)

· Two roles:

a. Caregiver: becomes more of a cooperative profession (Drs working WITH nurses, not against them)

b. Integrator: about monitoring/coordinating (a nurse is more likely to change your IV – they collect the data, give it to the Drs)

Davis (1972) Socialization Experience

a. Initial innocence – students coming into nursing want to help people

b. Disillusionment – what they learn vs what they do

c. Psych out

d. Role simulation – when you go to work, you assume the professional role (you wear clothes appropriate to the job); you perform in a way that is expected of you
e. Provisional internalization – “this is who I am, this is what I do”; university students close to graduation start to think of themselves in different way

f. Stable internalization – final piece of process 

Today…

· Professional differentiation within

· Eg. Nurse Practitioners

· Certified Nurse Midwives

· Physician Assistants 
Current problems

· Sexism:

· Conflict b/w nurses and physicians

· Occupational ghetto – women are more likely to be assaulted on the job, especially nurses b/c they are taking care of patients who could lash out
· Work environment, pay, authority, responsibility, prestige…

· “carrying out Dr’s orders”

· Working hours (usually 12 hr shifts)

· Shift work

· Restricted in their work to hospital (b/c care has shifted to in hospital care)

· Occupational health and safety conditions

· Excessive workloads (more patients and fewer graduating nurses)

· Underfunding in hospitals – nurses expected to do non-nursing tasks b/c underfunding

· Managerial ideology – we’ve changed that way we think about care; its become more buraucratic
· Hospital organization

· Cutbacks - # of beds decrease, amount of time spent with patients decreases, patients are sicker, need more care, technology is taking away a lot of what the nurses are supposed to do

· Technological and biological vs Holistic nature of care
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Gender and Health – Women Gender and Health - Men
Sex as biological…
· Chromosomal – the stuff beneath the skin

· Sex characteristics – genitals of males & females

· Anatomy “as proof of being a man” – along w/ this there are rights that go along w/ this

· Universal status – outdated; we can talk about sex as being one of those universals, that biology doesn’t lie; we can all point to something physical that points us into the right direction

· “Natural attributes” – we do have social attributes based on sex; ex: females = child rearing, maternal instinct; men are more naturally aggressive – biology says men have more testosterone so they are more aggressive; arguments can be used to make decisions/ take away rights from ppl
Gender is social…

· Cultural constructions (what we associate with masculinity, femininity) – ex we think about how we perform aggressive behavior in terms of those; different cultures deal w/ gender differently

· Influenced by historical, social and cultural factors – male ex: men were 1st to wear makeup, purple & pink were male colors;  it changed when hospital births boys get blue, girls get pink
· No emphasis on anatomy – social stuff has nothing to do w/ anatomy, but when we start to pinpoint social factors, nothing is there about biology, its about social presentation
· Fluid, contextual: changes over time in relation to social events & what we know & our expectations

Gender Equality

· Absence of discrimination on the basis of sex – men being assaulted by their partner is not automatically assumed bc men are supposed to be bigger/stronger; opportunities for care, type of care, jobs in health care field; where the funding goes
· Equal opportunities to receive care

· Allocation of resources/benefits: if men were dying of something, it was assumed women were dying of it too

· Access to services – men may have decreased access to services such as help with parenting (but even this is a misnomer); psych & emotional counseling for men is not available b/c men are thought to not need it

· (PAHO, 2005)

…related to health

· Differentials in social values – we don’t fund women’s health; sexual health & assumptions around it
· Cultural factors eg: health professionals – medicine has been male dominant field for past 400 yrs, so there is a control of information

· Exclusion from decisions making – women are left out of the decision making process; nothing in medicine is actially gender blind

· Funding differentials

· Lower literacy rates ( reduced access to information ; how do you get access to info when literacy rates are low? we’ve changed that around w/ access to internet, where internet usage is gendered (women access helath stuff, men access fun stuff)
Masculinity & Health Research

· Stereotypes inform the research process

· research design – start w/ question & you already have an assumption to start off with = you don’t actually get a full picture of what is going on; assumption is that men don’t want to talk so focus groups are not likely to do that, but survey limits the kind of info you can gather

· data collection – same idea as above; we make assumptions about who is willing to talk or who has certain experiences

· analysis – already having a question/assumption; you may intentionally discard certain statements that guys make (as outliers) but this is a very big problem, you can’t discard this stuff just b/c they don’t fit your question/assumption

· conclusions

“Traditional Masculinity” – invented concept according to an agenda
· Engage in risk-taking behavior – we attribute RTB according to masculinity; men likely to engage in more teasing….?
· Suppress their emotions in order to pursue power

· Deny their pain and its health significance ( failure to seek medical treatment; but its more complex then that ( men may be embarrassed (want to be right, want to cure themselves); chronic pain isn’t rly something that can be fixed in one Dr visit so men don't go to Dr, say it will be better day “tomorrow”; “walking it off”

· why do we use humor to get health across to men (women’s health is very serious)? cuz its how guys talk about stuff;
Gender and Health

· Industrial world – men live shorter lives (6-10 yrs) ( men usually go in occupations that are dangerous, high levels of suicide; stressful; self-fulfilling prophecy according to what we expect to happen
· Men more likely to die at any given age than women of the same age – women die of chronic illnesses more ; men die of acute illnesses

· Men generally under-represented in health stats – b/c men don’t usually go to the Dr to begin with; the implication is that things can’t be studied and can’t be funded (if men are not part of the data, then how do we know what to focus on?)

Leading Causes of Death – Men (%)

· Cancer (30.7%)

· Heart disease (23.6%)

· Stroke 5.6%?
· Unintentional injuries (4.7%)

· Chronic lower respiratory disease (4.6%)
· Diabetes (3.5)
· Suicide (2.4)

· Influenza and pneumonia (2.2)

· Kidney disease (1.6)

· Alzheimer’s disease (1.4)

· last 3 things affect older individuals & men don’t usually get to that much of old age

How do men describe their health experiences?

· Has physical, mental, social and emotional features

· An absence of illness/disease – “I feel fine”; male body as productive body so absence of disease directly related to public role 

· As a resource to fulfill the more traditional provider male role

· Control vs. Aspiration

· Discrete but still inter-related concepts of health – 

· Constructions of the ‘ideal’ male body – includes body as machine (not human); 

· Pressures combining work and family into a healthy lifestyle = problematic b/c it requires that we rethink what men do in the home; home = more productive place 

Going to the Doctor:

1. Concern about having a serious condition diagnosed: problem b/c might hold men back from work/play; ignorance is bliss; chronic illness needs to be taken care of on a regular basis 
2. Concern about being admitted to a hospital as a result of the visit; being passive & docile, stuck in a hospital bed = not productive

3. The prospect of having “private parts” examined: poking & prodding of private parts 

· Sliding scale if illness acceptability – men think they will get better in a few days

· Stigma – nto talking about issues causes psychological problems; challenged masculinity so if you see yourself as part of the brotherhood, then where do you fit?

· Need for certainty – certainty is a big deal b/c sometimes when you go to the Dr they don’t know whats wrong with you; double edge sword

· Lack of bodily knowledge – women know less about their body then men; its important b/c if you don’t know how things work, then how will you know that something is wrong?
Health and Socio-demographic Factors
· Age
· changes over the lifecycle (“risk” vs “stability”) – you have more responsibilities )job, family who depend on you)

· young men may be more likely to reject certain health behaviors – “won’t happen to me”; pressure of fitting in – eating & drinking excessively about fitting in; men smoke cigarettes, dangerous sports

· connotations of being feminine as reason for not undertaking healthy practices – “don’t be a girl”

· adopt risk or negative health behaviors 

· status or respect in their peer group

· Social class

· lower well-off men more likely to engage in “negative” self-care practices

· Have a low level of knowledge/awareness of health

· More sedentary lifestyles

· related to a construction of working class masculinity

· Race

· power relationships with health care systems

· lower family income

· poor health coverage

· bias within science
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Accessing Health Care – Minority Groups 
Gender and Health – Women
ASSIGNMENT #2 DUE TODAY!

Defining Health

1. Reductionist – you are your disease; problem for women b/c they’ve been perceived in social, medical circles, so when we start thinking about you & your disease, we don’t dissociate the social implications (ex: mental illness, reproductive health – other things crowd into the discussion instead of other things)

2. Physiological – body as a whole & what women do & what spheres they occupy, becomes more directly connected (women’s health as predominantly as chid bearers)
Research and Women’s Health

· similar problems to research re: men – you might end up with one story, which is more then likely inaccurate

· underreporting of “serious” health issues – I f we diminish the impacts of social, economical, ect, we end up with underreporting

· women perceive and describe illness differently – women w/ families connect their own health & well being back to their own families (men is w being able to provide); women can connect their illness to what they’re doing & how they provide for everyone else (contextually oriented thing, but men is a one off type of event)

· death certificates as a data source may not reflect chronic illness (regardless of gender); women more likely to live w/ chronic illness then men but these don’t actually turn up on death certificate: so we ask women, do surveys, physicians in hospitals report on the type of ppl they see/treat
· inconsistencies with illness and time to report – men less likely to report b//c one off, but women are too busy taking care of someone else (although this may not work in the long run if they ignore their health)

Seeking Care

· sphere of activity (public vs. private) – women are in both spheres; reports on housework activities = women still doing most o the housework in 21st century

· type of illness affects when they seek care – anything that isn’t minor; stress related illnesses (men report stress in connection to work; w/ women its both private and public)

· class differences: middle vs. working-class ( those constantly working don’t have time, money, employment structure, family structure to go see Dr
· psychological vs. physical issue - @ what point are we more liley to seek care for psych issues (time to report is much longer than physical which is immediate); when women report, they do so w/  3 problems, the physical ones being taken care of right away

Consulting Physicians

1. Differential needs 
2. Differential pre-disposing factors – overlaps b/w men & women; rational leading up to going to Dr are very different

3. differential enabling factors – flexible work schedule…buts till gendered

Women and Social Support Networks

· affective networks are emotional networks; to vent, to get friend’s advice, feel more comfy talking to friends (socialization is that women are supposed to be able to talk), to have backup for when you are not able to care for your family for extended period (when kids have to go to an event, you have friends/family in place)
· do men have affective networks? sure but they treat them differently; men more likely to talk about lighthearted things and joke about the more serious things (esp. when with friends); one on one convo will be more serious than the convo w/ group of guys
· instrumental networks ( practical care, which is very hard to get (we can connect this back to curative concept)
Who do women get support from?

1. Spouse

2. Friends & relatives

3. people who had experienced similar health problem(s)

4. Anonymous community of the internet – changing the way we talk about health/illness; its no longer private, its affecting numerous people
Gender and Morbidity – Women…
· …report both physical and psychological problems to their GP; men think of themselves as “losing control” when they report to GP b/c its embarrassing
· …higher rates of chronic disease (cancer, degenerative disease)

· …two thirds of those with a disability are likely to be women (women live longer)

· …more likely to have been hospitalized (includes childbirth)

· …suffering from neurosis, psychosis, dementia and depressive disorders (this is inflated for women b/c of the lack of reporting by men – hospitalization, incarceration, reporting when they’re a kid (when parents notice when something’s wrong)

· …suffer from iatrogenic disease (ex: psychological disorders, side effects, more likely to have something go wrong during hospital stay

Leading Causes of Death

· Cancer, Heart Disease, Stroke, Chronic lower respiratory diseases, Alzheimer’s ( different order for men; what is it about women that changes the order of these? 
· Diabetes, Unintentional injuries, Influenza & pneumonia, Kidney disease, Suicide

Differences b/w men and women:

1. Artifact: the actual disease itself & how it presents (symptomology & classification of disease)
2. Genetic: certain types of disease happen more to men: lung cancer, diabetes, hemophilia, Tay-Sachs disease; for women: breast cancer, 
3. Social:  how disease is talked about & treated 
Main Health Concerns for Women in Canada

· Reproductive health: bigger issue b/c women get pregnant; ex: lesbian who goes to Dr and finds out she has a cyst so Dr says “We can just get rid of uterus b/c you won’t use it anyways”
· Occupational & environmental health: men more likely to be occupied in dangerous careers, double day: men go to work & then come home, triple day: add in taking care of rents outside of home; women more likely to die on job from violence then men (of concern b/c of gender issues like sexism & misogyny; spousal/partner abuse); women more likely to be found in white collar jobs (carpal tunnel, head & neck injuries when computers came along); 

· environmental health: woman breastfeeding & doesn't have clean water and her baby gets sick; housing, pollution
· Social factors underlying poverty (income rates, types of job, yrs taken off career to raise children, pention-less jobs) and stress: women are more poor, more likely to live in dangerous neighborhoods)
· Gender bias in medical teaching: men more likely to be accepted to medical school (although women are applying more & more)

· Social attitudes towards women – just bc its written in Charter that we’re equal, doesn't make it so, nature of patriarchy…

Special Risk Groups

1. Disabled: access to work, architecture, 
2. Elderly: health is a risk, rising rates of elder abuse, more chance to be misdiagnosed

3. Ethnic groups: cultural practices 

4. Single moms: 

5. rural/northern: partner abuse, everyone knows everyone else, 
6. Adolescent: young males health is different (feel same pressure but in different areas), onset of eating disorders more common for girls, puberty happens @ different times

Positive Outcomes

1. Legislation: progression around women’s health w/ maternal health
2. Public Education: you know more about your health status b/c of women activism (they raised questions about what public could/should need to know)
3. Funding: 
4. Recognition of special needs: 
5. Technology: getting specialized tests that benefit women’s health (pap test, osteoporosis, other kinds of health issues)
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Race, Medicine and Ethics (II)

Accessing Health Care – Minority Groups 

Minority groups – do they have different health needs than others? differential rates of certain disease, different treatments for health care; we know that reporting is bad (b/c health care my be too expensive for some so they just don’t go to Dr)

Research Problems:

· researcher access – if you can’t participate, you shouldn’t be there; 
· trust – around what they (subjects) tell you and what you (researcher) will do w/ this information

· geographic isolation – season/location is a factor b/c some Inuit communities when there are certain times of yr you can’t get access to them; in terms of the population itself, geo location is factor b/c Inuits speak different kinds of dialects (can’t communicate w/ them); you can’t keep confidentiality very well b/c the minority group will be able to pick themselves out of your report
· mobility – when folks comes to this country, they usually settle around ppl who are like them

· rejection of “State” – subjects won’t be quick to tell you things b/c they don’t know what you’ll do w/ this info (they may come from countries w/ regiems that control the population by gathering info)

· truth telling – most subjects won’t tell the truth; they’ll answer broad answers; what the researcher wants to hear

· negative stereotyping and cultural insensitivity – if subjects speak, they may reinforce their own stereotypes
Potential factors of health determinants for minority groups

· poverty – affects access to food, health care, medications; ppl wind up in poverty b/c they’re not able to be certain financial choices; employment opportunities are not necessarily available for newcomers = greater potential for poverty; access to educational opportunities 

· language – how language impacts what opportunities you can seek out; affects how you can explain symptoms to a Dr when English isn’t your 1st language; if you’re talking about something culturally related you are at odds w/ …

· b) how do they express what they feel? eg: “miyupimaatisiiun” is alive and well in Cree ( “fine” in North America is nonexistent in other cultures

· stress of migration and racism – moving is stressful b/c you have to leave your community and go into another one which you may not be welcome in

· anomic explanation – lack of yourself being integrated into a community; Durkheim’s anomie: you don’t fit it, you haven’t figured out the rules of the road and they could conflict with your own values; the individual becomes disconnected & unhappy (study on Greek women who moved to Mtl; they developed physical symptoms of illness (cabin fever) such as rashes, fever, hives & women could not communicate this to Drs so could not be treated immediately b/c it was caused by cultural/social factors of moving, being in different country, ect)
· cultural deficit models – inability to fit into the new culture & when culture itself is inhibiting the individual’s ability to seek & get care they need

Less willing or able to visit the Doctor?

· stigma of certain kinds of illness – depression (Japanese culture: not supposed to show emotions); reproductive health; gender (who gets to see the patient, what kind of care patient needs vs what is culturally defined); homosexuality; mental illness (eg: anxiety)

· cultural taboos around types of care; who receives care & who gets it; accessing care

· some illnesses dealt within the family – public issue vs private one

· gender issues 
· racism & discrimination – whether real of perceived; eg: man in wheelchair in Winnipeg was left alone and died b4 anyone could treat him; Dr of color refused to see a lesbian couple b/c their choice to be together went against Dr’s values
· access to service – we go back to idea of if Drs should be culturally competent in their practice; Drs are not trained to value/recognize different cultures; 

Natural and Social Selection Approaches

· often used to explain the health differentials among gender and ethnic groups

· differences rest upon supposed biological or physiological differences – when you reduce all to biology, you take out the social & cultural factors to that person’s illness

· ill-health is positioned as a cause of low social position rather than a consequence of it

· social mobility can be explained by reference to good health

· based on false suppositions about ‘natural’ difference

Materialist-Structuralist approaches

· rates of morbidity and mortality linked to individual or group’s location in the social structure

· fails to take into account the meanings of the social actors themselves

· fails to acknowledge that health & illness labels are negotiated on an ongoing basis

Cultural-behavioral approaches
· differentials in health statues linked to individual or group norms, values attitudes, knowledge and behaviors

· cultural deficit models

· deficit in knowledge or inappropriate behaviors or cultural practices are said to be the cause of unequal patterns of ill health

State of First Nations health
· lower living standards (unemployment, lower education, higher welfare dependency)

· shorter life expectancy

· higher incidence of violence, physical and sexual abuse, suicide 

· map of Canada: Inuit populations are structured far away from major city centers;
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Promoting Health

Race, Medicine and Ethics (II)

Film on Race & Ethics in medicine – why focus on race in research studies? how does this translate into medical practice/care? – “The Deadly Deception”
The Deadly Deception
For four decades, 400 African American men from Macon, Alabama were unwitting participants in a government study of untreated syphilis. NOVA tells the story of this notorious human experiment. George Strait, ABC News Medical Correspondent, hosts.
Original broadcast date: 01/26/93 
Topic: science/methods, ethics & education

Hearman Shaw & Charles Pollard – government Drs were interested in studying syphilis (not curing it); named the Tuskeegee study; George Straight goes to Alabama to research this; 
subjects were all black, all poor, all male & were deceived (told they’d receive treatment but never got it)

Shaw – 2-3 generations away from slavery; worked the farm to live; Alabama south = poor state; ppl oppressed by ravages of poor health, could not afford health care (high incidences of child death, syphilis, illnesses); 

syphilis: was a scary disease to get, syphilophobia: highly stigmatized b/c of association w/ sexual contact; caused by spyrokete bacteria? (thought to cause blindness, dementia, arthritis, dementia); 
idea that syphilis could be cured was big idea (germ theory was thought to be able to help)

treatment involved arduous chemicals; 35% were infected in Alabama county; proposed there were fundamental genetic differences b/c black & white (blacks were inherently syphilitic; less intelligent)

happened @ Tuskegee University which depended on government funds; when government came to ask a favor; for greater part of 20th c, ppl assumed Drs were doing ethical things 
Burden of human experimentation has rested on those who are least able to protect themselves 4m this investigation; subjects were lured w/ promise of free treatment for themselves & special treatment as “government patients”

“bad blood” euphemism for vague thing; men told they had something wrong with them and that they’d be treated for “bad blood”; men told that spinal tap were a treatment for “bad blood” (aka syphilis); tusk was supposed to finish by end of 6months but it only started there b/c physicians found that syphilis was no diferent in blacks as in whites
Pushed to extend his study into unfinite time; Rivers nurse would become liaison b/w men & government; Rivers’ main role was to gather subjects where physicians would give subjects placebo

1st autopsy performed in end of 1929 – autopsy was way to “confirm” syphilis damage; no one questioned the merits of the study (not the public, or the medical profession); this was done in the open/public

Raymond Vondelheare – 

discovery of penicillin to treat syphilis 

John Heller – Dir of public health care

John Cutler – defends withholding penicillin from those w/ syphilis who were special government patients

Nuremburg trial: uncovered pervers horrors by Nazi Drs; Nuremburg code for protection of subjects in experiments

Mr. Heller dismissed the relevance of the Nuremburg principles; “they were Nazis”

Govn’t drs & nurses continued study to examine those w/ syphilis; 

Fred Grey - Attorney

Bill Jenkins – Epidemiologist – tried to out the study but was unsuccessful; 
Gene Strollerman

Nothing of scientific significance was learned from this Tuskeggee study; study actually told use about racism, how the nature of prejudices can distort the world of science & medicine

Legacy of Tuskegee: Blacks are still mistrusting of white Drs bc of the Tuskegee study

Jay Katz – Prof of Law & Psychiatry – today, he analyses the informed consent of studies which he say scientists still violate
Of 400 men, at least ____ died of syphilis; most would have been helped or saved by treatment

Discussion:

Study in Northern Europe based on Tuskegee study; Europe found nothing; and so did Tuskegee study; 

Same thing w/ sterilization of Muir: politics around race frames whole study; people don’t think anything wrong is going on

Why focus on a group like this? they’re poor, concentrated, not highly educated, they’re a compliant population; they’re not going to question/protest against government; if they’d been some level of information/consent maybe someone would have stood up

Availability of condoms was low; abstinence was the “speech”; 
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Quacks and Cures – The Pharmaceutical Industry

Promoting Health
· women “Loeaded” w/ venereal disease; “booby trap” full of syphilis & gonorea 

· early years, posters gave a lot of info about how not to be sick

· prophylaxis station: very common in Europe, you could get medical care & condoms, 

Health Promotion

· describes specific activities directed toward particular goals – you want a healthy population b/c your population is your workforce

· rational management of populations’ health – knowing your population & knowing their health
· prevention rather than treatment – we don’t want them to get sick b/c it’ll cost money & time away from work 

· politically conservative: individual responsibility for health – reduce financial burden on system; you don’t want to be that person who will cost taxpayers millions
· politically radical: seeking social change, change in State/citizen/health structure relationships
· directed @ all segments of population – you may find a commonality, but will be shaped by a certain population (ex: kids being taught about Canada food guide in schools – “eat healthy foods and you’ll be healthy”)
· collaboration amongst health groups; ex: Canadian Diabetes Association works w/ Health Canada 

· ill-health as a social product – ex: if you don’t wash your heads, you’ll get sick

· “pathology” of civilization – that there is something wrong w/ how we live; anxiety around dating makes ppl develop those health warnings about “loose” women

· anxieties

· “surveillance” – “deviance” – what kinds of behaviors do we monitor: kids & physical activity, sexual activity & use of condoms, ect

Ideology of health promotion

· assumption that good health is a universally shared objective – but the problem is that good health is subjective (no universal definition that is going to work)

· there is agreement on what being healthy means – but this is impossible to apply universally

· consensus around which health will bring about good health – so health promotion is about ideals, not what is best for all

Five strategies:

1. health protection: about stuff you do before hand; maintaining good health, the stuff that shouldbe in place in order to have good health (social structures, insitutions, ect)
2. Preventive medicine: diet, vaccinations, ect
3. Health education: effect of health education
4. Healthy public policy: laws & legislative pieces (ex: banning toxic products, wearing seat belts, ect)
5. Community empowerment: empowering certain communities to get them involved in the health process & giving tools to ppl to do this (ex: door-to-door campaign, dentist going into schools to promote good dental hygiene, ect)
Aims of Health promotion:

1. Influence values, attitudes, knowledge transfer

2. Motivation to change

3. Demonstrate what people should/could be doing 

Behaviour Outcomes:

1. Change has advantages
2. Social pressure to conform or change behaviors – media & health policies (no smoking laws) pressure you to change

3. Improve self-image 

4. Cognitive changes – change your approach to healthy living 

5. Belief that the behavior will be able to be maintained throughout the lifecycle if necessary 

Origins & Explanations

· Moral panic – there is something wrong and there is a blitz of reporting
· short in duration

· media driven

· examples: flu, leaving lights on Xmas tree = fire hazard, toy choices you make for chocking hazard

· Social control

· top down approach – those in power or organization that will legislate behavior in some way

· does not allow for agency and resistance by public

Moral regulation process:

1. Identify issue or problem

2. Determine who the authority should be (eg: physician, State, organizations, lay public, “soap box speakers)

3. What is the message – not uniform, but fits the organizations’ own ideologies
4. What is the solution – where you live, how you live, tings you buy

5. Resistance? – what happens when ppl resist making these choices? there is a process of alienation which work to reinforce social norms of health

6. Exclusion?

7. Resolution? – never fully resolved bc ppl will always resist;

· EX: Issue: AIDS, Msg from physician: be careful not to spread it, Msg from State: concern w/ providing care, Organizations’ msg: social support, Solutions: safe needle use, safe sex practices, Resistance: communities don’t practice safe sex, Exclusion: we set up ghettos, “if you are gay male, you’re not allowed to donate blood”, Resolution: none! – this is moral b/c its about sex which is defined by moral terms
· this model can be adapted to just about any large-scale disease, social issue

Audience – 3 key areas help up define who should be targeted for health promotion program

· demographic 

· behavioral 

· psychographic (interests, opinions, attitudes) – goes back to who’s defining the issue
“Kill the Fly, Save the Baby” – front page of Ontario newspaper in 1920s 
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Occupational Health

Quacks and Cures – The Pharmaceutical Industry

We’ll get essays back on Tuesday
Lydia Pinkham – she created compounds that were a little more than household items & made a lot of money off of them; empire went until 1950s; “will kill two most forms of female complaints; kill tumors; removes flatulence, faintness, relieves weaknesses of stomach, bloating, nervous prostration, indigestion” = wondercure which is obviously not going to work

· b4 this your local apothecary was the one to give you “cures”; Pinkham caused a big shift in marketization of pharmaceuticals – idea is that regular medical treatment just isn’t going to work

Innovation

· 1820-1880 “Chemical Revolution”: messing around with chemical compounds & path towards industry starts
· 1880-1930 public medical research: medical community starts paying attention b/c this is going into their field – some other meds are actually killing ppl

· 1930-1960: life sciences: pharmaceutical & medical start to work together; incredible speed with which we start developing drugs that work

· 1960-1980: age of industry; take over & start marketing it in a very different way; researchers are not working FOR the pharmaceutical companies (not just w/ them) – this shift makes sketchy things appear in the name of “better living”

· 1980-2000: direct to consumer advertising: rather than going through Drs, they’re going through TV directly advertising to the consumer ( this leads to ppl self diagnosing & Drs are going along w/ it; return to rejection of certain kinds of drugs also happens
Other Influences

· Industrial revolution: lots of $$ flowing around & people are discovering/researching a lot more; shift in kinds of complaints ppl are having

· Declining art of apothecary: people start to believe in science more than apothecary;
· Rise of pharmaceutical industry: they need someone who has education behind them ot be informed about the drugs they have (not just salespeople)

Regulation of Drug Advertising

· Health Canada – very open about their inspection of drugs – phormaldehide given to pregnant women to cure morning sickness but caused major birth defects; 5 sticks implanted in arm good for 5 yrs, but not actually effective (company tested it on poor inner-city black girls, and said they’d have to pay 100$ to get each stick out – caused tumors, ect ( it was advertised to middleclass working woman who wants to delay childrearing until her career is set (was called Norplant – taken off the market but its coming back now);  diaphragm; pill 1st tested in Puorto Rico b/c its invisible to the rest of the world; created registry where study cannot ___ without being on registry
· Food and Drug Acts

· Food and Drugs

· Medical Devices: implants (Dow breast implants which leaked & women got sick); hip/knee replacement
· Natural health products 
Food & Drugs Act
· Sets criteria for basic advertising of drugs and medical devices

· Advertising must not be misleading or false in any way – advertising w/out stating side effects, or when something is said to do something it doesn't (such as claims about success rates, dramatic changes to individual)

Restrictions

· Prohibited advertising: drugs for diseases listed in Schedule A of FDA such as Cancer, Diabetes, Hepatitis, ect; Schedule a also includes opiates & therefore cannot be advertised on TV b/c they’re considered controlled substances & should only be used in certain instances 

· Restricted advertising: drugs manufactured, sold or represented for contraceptive use (about regulating fertility & about the drugs themselves & what they’re supposed to be doing)
Health Canada

· If a message is not shown to promote the sale or disposal of a drug it is not considered advertising
· Eg: if its targeted towards health professionals (patient information, educational letters, ect) – 1 page for advertising of product & next 2-3 pages are the side effects associated with it
Rules:

1. Required to include certain mandatory information
2. Rules related to comparative mandatory information: if you want to make a comparison to another product you need to have the 2nd product in the advertisement and you need to not provide false information ( one problem is you can order drugs online from other countries, another is that Canadians watch American TV channels much more than Cnd & US rules are different then ours
3. Prohibited from providing gifts, donations, ect. 
Direct-to-Consumer (DTC) Advertising

· Prohibition of prescription drug advertising prior to 1978

· 1978 addition allowed for the name, price and quantity

· Advertising bureau looks at context, style, music and actors in ads – 

Why prohibit DTC advertising

1. Dangers of prescription drugs 

2. Advertising is not impartial – made to sell you the drug, doesn't have your best interest @ heart

3. New drugs are not usually better than the ones they appear to be replacing – recoup development costs 

4. Medicalization: a process of taking a social problem & doing medical interventions for it (# of drugs available for mental diseases out numbers any other type of drug) – a lot of this stuff is not fake stuff, but its how we deal w/ it that matters

5. Physicians who rely on drug promotion information prescribe less appropriately – in some instances, Drs are more likely to use the 1st thing in their mind which is most likely the drug the pharm rep has advertised to them most recently

6. Drug advertising drives up health care costs – people are visiting the Dr more & more b/c of what they see on TV commercials; we can’t blame the pharma industry completely, its also b/c of the information given w/ the drug – phara create drugs to match diseases

DTC Information
· Describes “non-promotional” activities
· Differentiate b/w advertising and “scientific exchange” or education – element of persuasion is in advertisement 

· “help seeking” announcements – EX: “depression hurts” ads on TV

· Toll-free information lines – send “free” sample of product but then ask something of the consumer

· Brochures (abbreviated version of the add on TV or radio)

· Clinical trial recruitment ads – for exercise, anxiety disorders, shyness; we also see them b/c ppl sign up for them for the $$
DTC Advertising increases costs

1. Ads

2. Ads raise “demands” for brand name drugs

3. Increasing the number of visits to physicians

4. Reduce the likelihood that people will address the actual causes of their illnesses – “halfway technologies”
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Occupational Health

ILO and WHO

· “The promotion and maintenance of the highest degree of physical, mental and social well-being of workers in all occupations total health of all at work”
Types of Occupational Health Hazards

· Late 19th c – men & women & children are working in industrial work ( has lots of industrial hazards (more likely to die on the job b/c its hazardous); pay is directly related to how much you produce & employer doesn’t care b/c there’s always a huge workforce to draw from; introducation of large machines that ppl don’t know how to work them so more accidents happen
· rules are put in place to protect employees & children – through legislation & social change; primary occupation in 40s & 50s = moving into a white collar occupational structure (desk jobs)
Physical

· Temperature -  in a workplace that's too hot or too cold, makes employees not work properly – can damage human body over time

· Illumination – (lighting) low lighting can cause long term damage to eyes; including staring @ computer for long hours per day

· Noise – for maintenance ppl, they wear earplugs; @ a desk, you are working in a small environment and can contribute to stress 

· Vibration – physical stuff 

· Radiation – working in a lab or desk, carbon fibers, ect – physical environment can make you sick (aka: sick-building syndrome)

· Atmospheric pressure 
Chemical

· routes of entry )inhalation, ingestion, skin, absorption…)
· metals through to hydrocarbons to gases
· dusts (inorganic vs organic) – most common allergy is dust
Biological

· Bacteria – working in hospitals, clinics, ect makes exposure to bacteria exacerbated 

· Virus – social distancing around when/how you get sick

· Parasites – from working with animals, or surfaces/food/water that are contaminated 

· Fungi 

Mechanical

· Injuries 
· ergonomics – big deal in 80s, increase in # of white collar positions & technology – people typing on typewriter for example – carpal tunnel (to relieve single motion thing) ; workplaces that are set higher so people don’t sit for 8hrs a day, stability balls
· change grips on things to make them more effective and to make people more effective
Psychosocial

· job satisfaction – we rate it on # of levels (like of coworkers, challenge in job, pay well?, benefits, recognition for work) = bolsters your well being
· job security – you restructure the way you live to fit that, but when you are under pressure of maybe losing job, you are going to be in increased stress ( policy changes need to make it less stressful for workers (less contract work, more permanent positions/employees)
· poor interpersonal relations (group work to figure out a way to work with the idiots; it is a source of stress, so sooner you cure it, the better your health)
· work pressure (mass firings = someone will need to do more work – do you have the tools to do your job?)
· Ambiguity – job has job descriptions, but when they are not formalized, this causes increased stress

· behaviors – someone who takes too much time for lunch; different types of work so avoid monotony & errors; the ability to work w/ employer to create better work/life balance
· disorders – anxiety (affects life/work satisfaction, alienates you from people = vicious circle); some workplaces do personality tests on employees w/ colour coded workstation according to your personality = makes people assume stuff about you

Gender and Work: Men

· deaths and accidents – men more likely to have dangerous jobs (mining is top dangerous job b/c of explosions & miners lung); policing is less dangerous b/c police have protection (vs miner who has a hard hat to protect against tones of rock falling)
· heavy lifting – more likely to find men in physical labor jobs then women

· noise/hearing loss – men more likely to experience hearing loss

· occupational cancer – 

· reproductive hazards – chemicals can make them sterile; radiation; overheating; physical injury 

· inappropriate work hours – affects personal life & job satisfaction; nightshift work & depression & stress; decreased alertness = more accidents 

Gender and Work: Women

· upper limb disorders – admin work from being @ desk 8hrs/day
· stress – women have double days (working & home life) & triple days (work, home & parents); lack of nutrition & exercise for healthy living; money made, type of job; glass ceiling effect

· external violence – women more likely to die from violence on the job – harassment, misogyny (hatred of women) ( rampant in job occupations that are male dominated 

· asthma & allergies – perfume in workplaces, ect

· infectious diseases – women more likely to work in diseased environments (schools, hospitals, daycares, ect)
· inappropriate tools – some tools are ergonomically made to be used by males, so for females is not comfy to use; BIC pens that fit smaller hands 

· reproductive hazards – 

· inappropriate work hours – taking kids to Dr when they’re sick

Gendered approach 

· Male workers risks are more visible
· less visibility for women workers – bc we figure same rules apply for men as for women; we don’t consider the home stuff that women do as work (+ using chemicals @ home to cook & clean)

· women face less risk on the job (in terms of employment health) – women are more likely to seek Drs help when sick; women are working @ desk jobs so physical risk is relatively low

· imbalance in research & prevention

· research is incomplete, inconsistent

· policy enforcement is not consistently applied

Images: 
· point of course is to connect biological & social aspects
· knowledge: how do we know about the human body (dissection)

· combination of art & science – in visual way , paintings are what it looked like
· testing on live subjects – rules/regulations on how we find things out

· healthy body = healthy work life, family & nutrition = health is cicular & imbedded in how you live & what you do

· assumption that babies come from eggs (like chicken) – assumption on women’s hormones & their position in society

· position in society – Anatomy classes & chem classes

· health as cultural 

· cooties are that big

· we know a Dr is a Dr by what they’re doing, what they wear, their diploma

· health & religion/superstition

· medical ethics are a problem

· progress of knowledge, innovation

SOC 2101

· sociologically oriented health, illness and medicine

· theoretically and methodologically 

· defined health, illness ect as being social as well as biological 

Knowledge

· epistemology

· science based

· technological imperative

· the nature of discovery

· privileging knowledge 

· knowledge transfer

Many players: 

· knowledge (experience vs science)

· who are the patients?

· how to they define health)race, class, gender)

· how do they determine when they are ill?

· cosicl neworks influencing treatment

· …

Medical profession

· physicians, nurses, alternative healing

· power dynamics…

· social determinants of health

· differences among regions, race, class, …

· medicalization of health issues

· medical needs as increasingly lifestyle based 

Specific groups:

· men, women, disabled, chronic illness, minority groups

· how do they access care?

· similarities & differences

· social construction …

Health promotion

· morally governed 

· promotes specific health ideals

· how? 

· media shapes the message

Pharmaceutical industry

· creating illness…
Ethics

· evolution
· protecting patients

· chancing research process

· human testing

WHO definition of health: is it still possible to think of health in these terms? health is so diverse so a broad definition of it is appropriate 
