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DYING ALONE: THE SOCIAL
URBAN ISOLATION

Eric Klinenberg

There is a file marked “Heat Deaths” in the re-
cesses of the Cook County morgue. The folder
holds hundreds of hastily scribbled death reports
authored by city police officers in July 1995 as
they investigated cases of mortality during the
most proportionately deadly heat wave in re-
corded American history.! Over 700 Chicago
residents in excess of the norm died during the
week of 13th to 20th of July (Whitman et al.,
1997),? and the following samples of the official
reports hint at the conditions in which the police
discovered the decedents.

PRODUCTION OF

R/Os [responding officers] discovered the door to
apt locked from the inside by means of door chain.
No response to any knocks or calls. R/Os . . . gained
entry by cutting chain. R/Os discovered victim lying
on his back in rear bedroom on the floor. [Neigh-
bor] last spoke with victim on 13 July 95. Residents
had not seen victim recently. Victim was in full rigor
mortis. R/Os unable to locate the whereabouts of
victim’s relatives . . .

Female, age 73, white, July 17, 1995:

A recluse for 10 yrs, never left apartment, found
today by son, apparently DOA. Conditions in apart

Male, age 63, black, July 16, 1995: ment when R/Os arrived thermostat was registering

Reprinted with permission from Ethnography, Sage Publications, Dec 1, 2001. Copyright © 2001, SAGE Publications.




- describe the deceased—“recluse,

over 90 degrees f. with no air circulation except
for windows opened by son [after death]. Possible
heat-related death. Had a known heart problem 10
yrs ago but never completed medication or treat-
ment . . .

Male, age 54, white, July 16, 1995:

R/O learned . . . that victim had been dead for quite
awhile. . . . Unable to contact any next of kin. Vic-
tim’s room was uncomfortably warm. Victim was
diabetic, doctor unk. Victim has daughter . .. last
name unk. Victim hadn’t seen her in years. . . . Body
removed to C.C.M. [Cook County Morgue].

Male, age 79, black, July 19, 1995:

Victim did not respond to phone calls or knocks on
victim’s door since Sunday, 16 July 95. Victim was
known as quiet, to himself and, at times, not to an-
swer the door. X is landlord to victim and does not
have any information to any relatives to victim. . . .
Chain was on door. R/O was able to see victim on
sofa with flies on victim and a very strong odor
decay (decompose). R/O cut chain, per permission
of [landlord], called M.E. [medical examiner] who
authorized removal. . . . No known relatives at this
time.

These accounts rarely say enough about a vic-
tim’s death to fill a page, yet the words used to
” “to himself,”

- “no known relatives”—and the conditions in

which they were found—*chain was on door,”
“no air circulation,” “flies on victim,” “decom-
pose”—are brutally succinct testaments to forms

- of abandonment, withdrawal, fear, and isola-

tion that proved more extensive than amyone

0 Chicago had realized, and more dangerous
than anyone had imagined. “During the sum-
mer heat wave of 1995 in Chicago,” the authors
of the most thorough epidemiological study of

 the disaster explained, “anything that facilitated.
social contact, even membership in a social clu

or owning a pet was associated with a decreased
risk of death” (Semenza et al., 1996: 90). Chi-
cago residents who lacked social ties and did not
leave their homes regularly died disproportion-
ately during the catastrophe.

Three questions motivate this articl why
did so many Chicagoans die alone during the heat
wave?o expand this question, why do
so many Chicagoans, particularly older residents,

N
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live alone with limited social contacts and weak
support during normal times? What accounts for
the social production of isolation? what
social and psychological processes organize and
animate the experiential make-up of aging alone?
How can we understand the lives and deaths of
the literally isolated?

DYING ALONE

If “bowling alone,” the social trend reported by
Robert Putnam and mined for significance by so-
cial critics and politicians of all persuasions (Put-
nam, 1995), is a sign of a weakening American
civil society, dying alone—a fate few Americans
can confidently elude—carries even more pow-
erful social and symbolic meaning. For while in
advanced societies the normative “good death”
takes place at home, it is even more crucial that
the process of dying is collective, shared by the
dying person and his or her community of fam-
ily and friends.> When someone dies alone and
at home the death is a powerful symbol of so-
cial abandonment and failure. The community to
which the deceased belonged, whether familial,
friendship-based, or political, is likely to suffer
from stigma or shame as a consequence, one
which it must overcome with redemptive narra-
tives and rituals that reaffirm the bonds among
the living (Seale, 1995).

The issues of aging and dying alone are hardly
limited to Chicago. In Milwaukee, where a simi-
lar proportion of city residents died during the
1995 heat wave (US Centers for Disease Control
and Prevention, 1996), 27 percent of the dece-
dents, roughly 75 percent of whom were over
60, were found alone more than one day after
the estimated time of death (Nashold et al., n.d.).
Most older people in Western societies, and par-

ticularly in the United States, place great value on_ /;7

their independence, a charactéristic of sutticient
cultural and psychological importance that peo-
ple for whom independence is objectively dan-
gerous are often willing to risk its consequences
in order to remain self-sufficient. The number of
older people Tiving alone 1s rising almost every-
where in the world, making it one of the major
demographic trends of the contemporary period.
According to the US Census Bureau, the total
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number of people living alone in the United States
rose from 10.9 million in 1970 to 23.6 million in
1994 (Wuthnow, 1998); and, as Tables 9-1 and

WOt A 9.2 show, the proportions of American house-
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QOQ\L‘\“.\“S holds inhabited by only one person and of elderly

people living alone have soared since the 1950s.
Dramatic as these figures are, they are certain to
rise even higher in the coming decades as societies
everywhere age.

Ethnographers have done little to document
the daily routines and practices of people living
alone,* but a recent study in the New England
Journal of Medicine (Gurley et al., 1996) sug-
gests that their solitary condition leaves them
vulnerable in émergency situations and times of

1lIness. Researchers in San Francisco, a city about
one-quarter the size of Chicago, reported that in
a 12 week period emergency medical workers
found 367 people who lived alone and were dis-
covered in their apartments either incapacitated
or, in a quarter of the cases, dead. The victims,
as in the Chicago heat wave, were dispropor-
tionately old, white and African American, with
older black men most over-represented. Many of
them, the researchers reported, suffered tremen-
dously while they waited to be discovered in their
homes, suffering that could have been reduced by
earlier intervention but was exacerbated by the
victims’ isolation (Gurley et al., 1996).

In this article I examine the lived experiences
of isolated Chicago residents, placing them in the
context of the changing demography and ecol-
ogy of the city and paying special attention to the
ways in which migration patterns, increasing life-
spans and changes 1n urban social morphology
E%r-é altered the structural conditioms of social
and support networks. I also consider the impact

of the spreading culfure of fear that has trans-
formed the nature of social life and community
organization as well as the physical and political
structure of cities. To illustrate how city residents
experience these conditions and depict how they
impact on the social life of the city, I return to
the streets and neighborhoods of Chicago, draw-
ing upon ethnographic research to flesh out the
haunting spectre of dying alone in the great me-
tropolis. Although we cannot speak with those
who perished during the heat wave, we can look
closely at the conditions in which they died and
then follow up by examining the experiences of

people in similar conditions today. Thus my fo
moves outward from the heat wave to the yeaus
immediately following when I conducted ﬁel(ris
work alongside seniors living alone in Chicago ]
It is important to make distinctions betys,
living alone, being isolated, being reclusive, ang
being lonely. 1 define alone as res‘xdiﬁﬁv'm1~

out other people in_a_household; bein isolate
as having Iimited social ties; beirmg[m B
Tﬁ;g?lﬁ%ﬁ'ﬁm——mﬁ'éﬁ‘m ?Ee'Rng{;\and
being lonely as the subjective state Gt“feaﬁg
alone.” Most people who live alone, seniors 3,
cluded, are neither lonely nor deprived of so
contacts.® This 1s significant beca OTs Wiy
are embédded in active social networks tend t,
ave better

calth and_greater_longevity the
those who are relatively isomed
mmuential than si.
ply living alone-_&mﬂdﬂmmrge
are ore likely than seniors who live with other

to be depressed, isolated, impoverished, Tearfy|
of crime and removed from proximate sources of

meﬂ%am
especially vulnerable to traumatic outcomes dur
ing episodes of acute crisis because there is no one
to help recognize emerging problems, provide im-
mediate care or activate support Tks.

It is difficult to measure the number of people
who are relatively isolated and reclusive because
they have few ties to informal or formal support
networks or have little exposure to researchers.
In surveys and censuses, isolates and recluses
are among the social types most likely to be un-
counted or undercounted because those with per-
manent housing often refuse to open their doors
to strangers and are unlikely to participate in city
or community programs through which they can
be tracked. In academic research it is common to
underestimate the extent of isolation or reclusion
among seniors because most scholars gain ac-
cess to samples of elderly people who are already
relatively connected. One recent book about
loneliness in later life, for example, makes ger
eralizations about the prevalence of isolation
loneliness on the basis of a survey of seniors
participate in a university for the aged (Gibson,
2000) and even medical studies of isolation 3
health are likely to exclude people whom
doctors and research teams never see or cannot
locate. . . .
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Table 9-1. Proportion of American households with one inhabitant.
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Table 9-2. Proportion of American elderly (65+) living alone.

35%

30%

- /.// /0——""“'/
Z

10% ‘!/

5%

Oo/o T I | T I

1950 1960 1970 1980 1990 1995

® USA M Chicago

Source: The Statistical Abstract of the United States (1980, 1989, 1999), US Census Bureau.



106 The Social Production of Disease and Meanings of Illness 5
Wipk 6o o) condirione Q&oc\\)cg ao\uhay <

What social conditions produce isolation?
And how canwe unders ived experi-
ence of isolation itself? The heat wave mortal-
ity patterns pointed to places in the city where
isolation proved to be especially dangerous and
suggested sites where similarly situated isolates
who survived the disaster but remained alone and
vulnerable to the problems stemming from reclu-
siveness were concentrated. In addition, the di-
saster illuminated a set of demographic, cultural
and political conditions that are associated with
isolation, forming the broader social context in
which social isolation emerges.

There are_four key social conditions that con-

L\w‘\&\\\d\" tribute to the production of literal and extreme

o O
e

o

social igaati‘o_q the aging of the urban pop-
lation, particularly the mcreases in the popula-
tion of African American, Latino and Asian se-
niorsysecomd; the fear of crime stemming from
the violence and perceived violence of everyday
[ife—in extreme forms this fear can result in the
retreat from public life altogether and the creation
of urban burrows, “safe houses” where the alone
and the afraid protect themselves from a social
world in which they no longer feel secure

the degradation and fortification of public spaces
in poor urban areas and specific residential facili-
Ligs_ ( su_cl' as senior public housing units and some
single-room-occupancy hotels){tourthy the trans-
formation in the nature of state social services
and support systems such as health care, public
or subsidized housing and home energy subsidies.
“The interaction of these conditions with poverty
and the daily deprivations it entails renders poor
seniors who live alone vulnerable to a variety of
dangers whose consequences can be severe.

Our focus on social isolation should not ob-
scure the fact that literal isolation is an uncom-
mon condition. As Claude Fischer has shown,
the overwhelming majority of city dwellers are
integrated into personal networks that provide
them with support during normal times as well as
times of crisis (Fischer, 1982, 1984[1976]). There
is, by now, compelling evidence that Wirth’s gen-
eral theory of urbanism—the thesis that city liv-
ing will break down most forms of solidarity,
destroying social groups and creating an anomic
society and alienated, isolated individuals—is
simply not true; nor is there evidence that city
residents on the whole are any less socially in-

tegrated than residents of rural areas. Whey,
urbanites remain with their traditional ethni
groups or form new subcultural groups on y,
basis of shared interests and experiences (Fischc,,
1975), decades of research have shown that, g,
spite the common experience of feeling alone j,
crowded urban areas, in private life most city
dwellers have rich and rewarding relationship
and social networks (Fischer, 1982). What I wap,
to show here, however, is that literal social isol;.
tion arises in certain situations which, althoug
historically unusual, are becoming more commoy
in American cities today.

“THE CLOSEST I'VE COME
TO DEATH”

The(TirsD of the conditions producing extreme
urban 1solation and its experiential correlates is
the general aging of American society and the
willingness of seniors to live alone. For cities there
are three specitic pre-disposing factors: first, the
rise in the number o.f__,s_mi%g: living alone, often
after outliving their social contacts and seeing
theirm or other re-
gions of the country altering their neighborhood
populations so that they feel culturally or linguis-
tically differentiated; second, the rapid increase
in the population of “very_old” Seniors, 85 and
above, who are more likely to be both alone and
frail, sick, and unable or unwilling to enter intoa
public world in which they often feel vulnerank
and who are, in fact, an historically iew group,
older than all previous cohorts and subjected t02
distinct set of physical constraints; and third, the
increase in the population of black and Latino s¢
niors, who are more likely than their white cour”
terparts to live in poverty and be at risk of
related forms of vulnerability, including illnes
and inadequate access to health care (Ford, et
1992; Lawlor et al., 1993). There is a fourth i
plication for metropolitan areas (as distinct from

central cities) which is the growth of the cldel‘a
er

opulation in the suburban ring which in get .
{QC__ES the appropriate Fogsmg%?gc_k/ap__/ﬂg d suppo”
W&m- Iz

By 1990, one-third of Chicago’s elderly poP* an
tion, roughly 110,000 seniors, lived alone. Wher
a group of researchers from the Heartlan Cent®




wmhh"md Long Term Care at Indi-
) Uiversity surveyed Chicago seniors in 1989

; 1990, they found that 48 percent of Chicago-
- wer &3, and 33 percent of suburbanites over
= :q\,md having no family members available
ﬂ;«sxthdn (Fleming-Moran et al., 1991).
r*j.mkowin"soncofthereduseslgot
© know during my fieldwork in Chicago.® Her
<oy belps to illustrate some of the fundamental
gacares of life alone and afraid in the city. I first
et Pauiine on her 85th birthday, when I was
wdmbcﬁicndberfora day by the local
oz of an international organization that sup-
Fsmshrmgalone by linking them up with
wisseeers who are willing to become “friends™
od mvitng them to the organization’s center
fr 2 burthday party, Chnistmas and a Thanks-
gung dmner every year. A stranger before the
drv began, 1 became her closest companion for
#e milestone occasion when I picked her up at
#x speown apartment where she had lived for
Nvears.

Pasine and | had spoken on the phone the pre-
wes day and she was expecting me when I ar-
med Late in the moming. She lived on a quiet res-
wanal street dominated by the small, three and
ierflat apartment buildings common in Chi-
ago. The neighborhood, a key site of departure
ad arrival for suburbanizing and new urban mi-
gams, had changed dramarically in the time she
bad ved there, and her block had shifted from a

pedominately white ethnic area imwhich Pauline |

T to a mixed street with a siz-

m

& Awan and increasing]y ] ulation.
1 remained home to her, but she was less
@mortzble in it because the peighbors, whom
%% was eager to praise for their responsibility
: %Pl(;d‘ character, were no longer familiar to
: Y are good people,” she explained, “but
T;rdth know them.” Her situation is simi-
*that of thousands of Chicago residents and
ous of seniors across the country who have
%I while the environment around them
mzjor sources of her discomfort were her

: ties which grew worse as she
f};a bladder problem that left her incontinent
2 weak leg that required her to walk with

.2nd astistically reduced her mobil-
- hwmrror of crime, which she heard
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about daily on the radio and television shows
that she likes. “Chicago is just a shooting gal-
lery,” she told me, “and I am a moving target be-
cause | walk so slowly.” Acutely aware of her vul-
nerability, Pauline reorganized her life to it her
exposure to the threats outside, bunkering herself
n a third-tloor apartment (in a building with no
€levator) that she had trouble reaching because of
the stairs, but which “is much safer than the first
floor. . . . If I were on the first floor I'd be even
more vulnerable to a break-in.” With a home-
care support worker, meals-on-wheels and a pub-
licly subsidized helper visiting weekly to do her
grocery shopping and help with errands, Pauline
has few reasons to leave home. “I go out of my
apartment about six times a year,” she told me,
and three of them are for celebrations sponsored
by the support organization.

It is, I would learn, a challenge for service pro-
viders and volunteers to help even the seniors
with whom they have contact. Pauline and I made
it to the birthday celebration after a difficult and
painful trip down her stairway, during which we
had to turn around and return to the apartment
so that she could address “a problem” that she
experienced on the stairs. Pauline’s grimaces and
sighs betrayed the depth of the pain the walk had
inflicted, but she was so excited to be going out,
and going to her party, that she urged me to get
us to the center quickly.

During one visit, Pauline, who knew that I was
studying the 1995 heat wave, told me that she
wanted to tell me her story. “It was,” she said
softly, “the closest I've come to death.” She has
one air conditioner in her apartment which gets
especially hot during the summer because it is
on the third floor. But the machine “is old and
it doesn’t work too well,” which left her place
uncomfortably, if not dangerously warm during
the disaster. A friend had told her that it was im-
portant for her to go outside if she was too hot
indoors, so she woke up very early (“it’s safer
then”) on what would become the hottest day of
the heat wave and walked towards the local store
to buy cherries (“my favorite fruit, but I rarely
get fresh food so they’re a real treat for me”) and
cool down in the air conditioned space. “I was so
exhausted by the time I got down the stairs that

I wanted to go straight back up again,” she re-
counted, “but instead I walked to the corner and
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took the bus a few blocks to the store. When I got
there I could barely move. I had to lean on the
shopping cart to keep myself up.” But the cool
air revived her and she got a bag of cherries and
returned home on the bus.

“Climbing the stairs was almost impossible,”
she remembers. “I was hot and sweaty and so
tired.” Pauline called a friend as soon as she made
it into her place and as they spoke she began to
feel her hands going numb and swelling, a sensa-
tion that quickly extended into other parts of her
body, alarming her that something was wrong.
“I asked my friend to stay on the line but I put
the phone down and lied down.” Several min-
utes later, her friend still on the line but the re-
ceiver on the floor, Pauline got up, soaked her
head in water, directed a fan towards her bed, lay
down, and placed a number of wet towels on her
body and face. Remembering that she had left
her friend waiting, Pauline got up, picked up the
phone to report that she was feeling better and to
thank her buddy for waiting before she hung up.
Finally, she lay down again to cool off and rest in
earnest. Before long she had fully recovered.

“Now,” she ended her story, “I have a special
way to beat the heat. You’re going to laugh, but
I like to go on a Caribbean cruise,” which she
does alone and, as she does nearly everything
else, without leaving her home.

I get several wash cloths and dip them in cold water.
I then place them over my eyes so that I can’t see.
I lie down and set the fan directly on me. The wet
towels and the wind from the fan give a cool breeze,
and I imagine myself on a cruise around the islands.
I do this whenever it’s hot, and you’d be surprised
at how nice it is. My friends know about my cruises
too. So when they call me on hot days they all say,
“Hi Pauline, how was your trip?” We laugh about
it, but it keeps me alive.

Social ecological conditions stemming from

provision for children, but the changing dem.
graphics of the city suggest that it is increasingl
important to consider how these systems woy|
for older neighborhood residents as well. T,
problems are not exclusive to black and Latiy,
communities. Since the 1950s, many white ethpj,
groups have experienced a sweeping suburbap.
ization that has undercut the morphological basj
for cross-generatlona| support, leavin thousands
of white seniors estranged in neighborhoods that
their families and Ifriends had left behind, out of
reach during times of need but also during every-
day life. As the concentration of heat wave deaths
among seniors in the traditionally Polish and Slay
neighborhoods on the southwest side of Chicago
suggests, many of the older Italians, Slavs and
Poles whose communities appeared so resilient in
the work of Kornblum (1974) and Suttles (1968)
have been separated from their children and ex-
tended family ties. These patterns are becoming
more prevalent in Latino and African American
communities as they join the suburban exodus,
leaving behind older and poorer people for whom
The Toss of proximity to family and friends will be
compounded by the relatively high rates of pov-
erty and illness in America’s so-called minority
groups.

In addition to the fraying lines of social support
from families experiencing generational rifts due
to migration, the changing nature of friendship
networks has alsoundermined the morphological
basis of mutual assistance. For decades, commu-
nity scholars have shown that many communities
are no longer place-based, but organized instead
around common interests and values. Advanced
technology, inciuding the telephone and the inter-
net, ease the process of E—saﬁi_sﬁﬁ connections

“with people in disparate places and therefore ip-
crease the probability that new social networks
will develop without much regard for_spatial
proximity. Yet, as much research has established,

migration patterns and the widespread abandon-
ment of urban regions have created new barriers

or the elderly. In When Work Disappears Wil-
liam Julius Wilson noted the significance of de-
population in poor black neighborhoods for both
formal and informal social controls (Wilson,
1996: 44-5). Most scholars who have analyzed
urban social support systems have focused on

certain forms of social assistance, particularly
emergency care and frequent visitation, are more
likely when members of a network are physically
close to one another. Indeed, after the heat wave,
epidemiologists found that older Chicagoans
who had died during the disaster were less likely
than those who survived to have had friends in
the city (Semenza et al., 1996: 86). tial dis-

tance, in other words, imposes real barriers t
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social suQFort for friends as well as family. Prox-

~ty 1s a life and death matter for some people,
particularly for the elderly who suffer from lim-

ited mobility.

s'LL TALK THROUGH THE DOOR”

Although old age, illness and spatial separa-
ton from her family and friends established the
grounding for Pauline Jankowitz’s condition, her
isolation became particularly extreme because

of her abiding fear of being victimized by crime.

Pauline’s perception of her own extreme vulner-
ability heightens her fear, but her concerns are
in fact typical of city dwellers throughout the
United States at a time when a veritable_culture
of fear and a powerful cultural industry based

“on crime have come to influence much of the or-
ganizational, institutional and political activity
within the country as well as the thought and ac-
tion of Americans in their everyday lives. By the
late 1990s, fear of crime has taken on a paradoxi-
cal role in American urban life, on the one hand
pushing people to dissociate from their neighbors
and extend their social distance from strangers,
andon the other hand becoming one of the orga-
nizing principles of new collective projects, such
as neighborhood watch groups and community
policing programs. Regardless of the form it
takes, “coping with crime,” as Wesley Skogan
and Michael Maxfield put it in the title of their
book (Skogan and Maxfield, 1981), has become
away of life for Americans in general and for res-
idents of notably violent cities such as Chicago.
Throughout Chicago and especially in the most
violent areas, city residents have reorganized their
daily routines and Behaviors in order to THIMIATIZE
teir exposure to crime in an increasingly Hobbes-
'an universe, scheming around the clock to avoid
d”y’lng, parking or walking on the wrong streets
orin the wrong neighborhoods, seeing the wrong
People and visiting the wrong establishments and
PUth_ places. In Chicago, as in most other Ameri-
n cities, “wrong” in this context is associated
W\‘M—M‘_‘&ﬁ%ang_w
b especially now that the massive dragnet cast
V'the drug warrior state has captured so many
fﬂoung blacks and labeled them as permanent pub-
“enemies (Wacquant, 2001). Yet doing fieldwork

&
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in even the most objectively dangerous streets of
Chicago makes it clear that the common depiction
of city residents, and particularly those who live in
poor and violent aras, as constantly paranoid and
so acutely concerned about proximate threats that
they can hardly move, is a gross misrepresentation
of how fear is managed and experienced. “It’s cau-
tion, not fear, that guides me,” Eugene Richards, a
senior citizen living in North Lawndale explained
to me during a discussion of managing danger in
the area. Eugene will walk a few blocks during the
day, but he refuses to go more than four blocks
without a car. Alice Nelson, a woman in her 70s
who lives in the Little Village, walks during the
day and carries small bags of groceries with her.
“But I won’t go out at night,” she told me. “And if
someone comes to the door I won’t open it. I’ll talk
through the door because you never know . . .”?
Preying on the elderly, who are presumed to be
more vulnerable and easier to dupe, is a standard
and recurrent practice of neighborhood deviants
and legitimate corporations, mail-order busi-
nesses and salespersons alike. Several of my in-
formants said that turning strangers away at the
door was part of their regular routine, and com-
plained that they felt besieged by the combination
of local hoodlums who paid them special atten-
tion around the beginning of the month when
social security checks were delivered as well as
outsiders who tried to visit or call and convince
them to spend their scarce dollars. In the United
States, where guns are easy to obtain and levels
of gun-related violence are among the highest in
the world, roughly one-quarter of households are
touched by crime each year, and about one-half
of the population will be victimized by a violent
crime in their life-time (Miethe, 1995). The nature
of the association between fear and vulnerability
is enigmatic because it is impossible to establish
that the lower levels of victimization are not at
least partially attributable to fear which causes
people to avoid potentially dangerous situations
and, in the most extreme cases, pushes people to
become recluses, “prisoners of their own fear,” as
one social worker I shadowed calls them. None-
theless, many scholars of crime have argued that
fear of crime is irrational because of the often-
cited finding that the elderly and women, who are
the least likely to be victimized; are the most fear-

ful of crime. Yet ethnographic observation and
il e
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more fine-grained surveys of fear can show what
grounds these concerns.

First, community area or neighborhood charac-
teristics influence levels of fear. Just as city resi-
dents tend to be more concerned about crime than
residents of suburban and rural areas, African
Americans and other ethnic groups who live in
areas with higher levels of crime are more likely
than whites to report fear of crime in surveys (Jo-
seph, 1997; Miethe, 1995). Signs of neighborhood
“disorder,” such as abandoned buildings, vandal-
ism, litter and graffiti, instill fear in local residents,
whereas, as Richard Taub and his colleagues found
in Chicago, neighborhood resources, such as
stores, safe public spaces, and active collective life
provide incentives for city dwellers to overcome
their fears and participate in public activities (Jo-
seph, 1997; Miethe, 1995; Skogan, 1990; Taub et
al., 1984). Second, as Sally Engle Merry concluded
from her study of a high-crime, multi-ethnic urban
housing project, once residents of a particular area
grow fearful of crime a vicious cycle begins: fear
causes people to increase the amount of time they
spend at home and reduces their willingness to so-
cialize with their neighbors; reclusiveness increases
the social distance between residents and their

neighbors creating a community of strangers who
et even more TearfT GTEaconer e ghiened
fe_ai_lg%ﬁg@ned reclusiveness, and so on
(Merry, 198TJ. e

In interviews and casual conversations con-
ducted during my fieldwork, Chicago seniors pro-
vided their own explanations for the fear that so
many criminologists and city officials seem unable
to understand. Many of the seniors I got to know
said that although they knew that they were un-
likely to be robbed or attacked, their heightened
concern about victimization stemmed from their
knowledge that if they were victimized, the con-
sequences, particularly of violent crime, would be
devastating in ways that they would not be for
younger people. At the economic level, seniors
living on fixed and limited incomes feared that
a robbery or burglary could leave them without
sufficient resources to pay for such basic needs
as food, medication, rent or energy. In Chicago,
where hunger, under-medication, homelessness,
displacement and energy deprivation are not un-
common among seniors, these are not unfounded
concerns. At the physical level, seniors, for whom

awareness of bodily fraility is one of the definy
conditions of life, are afraid that a violent attack
could result in permanent disabilities, cripplip
and even death. The elderly make it clear that
their fears of crime are airecrh} "ék‘edt\o(their
cgncerns about the difficulty of recovering Frop,

ime and that their sensitivities to danger wer
rational from their points of view.

DEAD SPACE

{‘ngnd-mn@lence of this culture of fear s
lic spacesimwhich city dwellers circulate. The
loss of viable public space is the third condition
that gives rise to literal social isolation undermin-
ing the social morphological foundations of col-
lective social life and so giving rise to sweeping
insecurity in everyday urban life. The real and
perceived violence of the city has pushed Chicago
residents to remake the sociospatial environment
in which they live.1° In Chicago the degradation
of public space has been most rampant in the
city’s hyperghettos, where the flight of business,
the retrenchment of state supports, the out-mi-
gration of middle-class residents, the rise of pub-
lic drug markets, and the concentration of violent
crime and victimization have radically reduced
the viability of public spaces (Wacquant, 19%4).
Despite the real decreases in crime that Chicago
experienced in the mid-1990s, the overall crime
rate in Chicago is falling at a slower pace thanin
all of the other major American cities. According
to the Chicago Community Policing Evaluation
Consortium, a major research project directed by
Wesley Skogan at Northwestern University, “the
largest declines [in crime] have occurred in the
highest-crime parts of the city,” and “the greatest
decline in gun-related crime has occurred in Af
rican-American neighborhoods” (Chicago Com-
munity Policing Evaluation Consortium, 1997:
6-8). Nonetheless the levels of violent crime
concentrated in poor black areas of the city re-
main comparatively high, making it difficult for
residents to feel safe in the streets. A study by the
Epidemiology Program at the Chicago Depart
ment of Public Health showed that in 1994 and
1995 the overall violent crime rate as reported t0
the Chicago Police Department, a likely underes®
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of the true victimization levels, was 19
mes for every 100 residents of Fuller
the community area that had the highest
park, L€ during the heat wave. Other

lity levels during | .
o pity areas with high heat wave mortali-
melll“‘é similar crime levels: Woodlawn, with the
g nij highest heat mortality rate, reported 13
5?‘?“( crimes per 100 residents; Greater Grand
b ;mg reported 11 per 100; Washington Park,
Grand Boulevard, and the near south side, all
;mong the most deadly spots during the disaster,
jsted rates above 13 crimes per 100 residents as
well suggesting, as did the Illinois Department of
public Health, an association between the every-
day precariousness of life in these neighborhoods.

ulnerability during the heat wave (City of
ﬁ%ﬁhmrk, the
prosperous community on the near north side,
eported two violent crimes for every 100 resi-
dents, and a heat wave mortality rate among the
lowest in the city (City of Chicago, 1996).

But the conditions of insecurity are hardly con-
fined to the Chicago ghettos, and constant expo-
sure to images and information about violence in
the city has instilled genuine fear in communities
throughout the city. Moreover, the depacification
of daily life that is concentrated in the city’s ghet-
05 has emerged on a smaller scale in other parts
of Chicago, affecting a broad set of buildings,
blocks, and collective housing facilities as well as
neighborhood clusters. Several studies have docu-
mented the erosion of the sociospatial infrastruc-
wre for public life in low-income barrios and
ghettos, therefore I will focus here on showing
the ways in which spatial degradation and public
wime have fostered reclusiveness in settings, such
assenior public housing units, where many of the
heat wave deaths occurred.

In the four years leading up to the heat wave
‘f’_“dl!iﬂm_i.l&hﬁﬂs senior public housing fa-
dliies bucked all of Chicago’s crime trends. Resi-
.dems'o thesg special units experienced a soar-
g violent crime rate even as the overall crime
leVﬂs in the Chicago Housing Authority (CHA)
gam{ly projects and the rest of theﬂgg%!_iyd,
dng many residents to give up not only the
Mblic parks and streets that once supported their
Kghborhioods, but the public areas within their
h dpartment buildings as well. In the 1990s
opened its 58 senior buildings, which

)y 9
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house about 100,000 residents and are dispersed
throughout the city although generally located in
safer areas than the family public housing com-
plexes, to people with disabilities as well as to
the elderly. The 1990 Americans with Disabili-
ties Act made people with substance abuse prob-
lems eligible for social security insurance and the
memmmm
as well Unfortunately this act of accommodation
hasproverrdisastrous for senior residents and the
communities they had once established within

their buildings: the mix of low-income substance

aBusers,ﬁnanyijr whom continue to engage in

S ——— ("t )

Crime to finance thei ; =Imcome se-
nrors; many o €p everything they own,
S S included; 1 [T tifly apartments, creates

a perfect formula for disaster in the social life of
the housing comptex: =

n March o 5, just a few months before
the heat wave, the Chicago Housing Author-
ity reported that from 1991 to 1994 the num-
ber of Part I crimes (in which the US Justice
Department includes homicide, criminal sex-
ual assault, serious assault, robbery, burglary,
theft and violent theft) committed and reported
within CHA housing increased by over 50 per-
cent. “The e i i using,” a group
of CHA ‘tenants and advisers called the Build-
ing Organization and Leadership Development
(BOLD) group reported, “are_more vulnerable

than seniors in assisted or private housing in
tmmmw
by their neighbors. Moreover, BOLD showed
m entry, armed robbery, “and
other crimes of violence are substantially higher
in those developments housing a large percent-
age of non-elderly disabled. . . . The reality ap-
pears to be that disabled youth are victimizing
seniors” (BOLD, 1995).

Elderly residents of senior buildings through-
out the city now voice the same complaint: they
feel trapped in their rooms, afraid that if they
leave they might be attacked or have their apart-
ment robbed, and the most afraid refuse to use
the ground floor common rooms unless security
workers are there. The fortification of public
space that contributes to isolation all over the city
is exacerbated here. Most resideiits, to be sure, do
manage to get out of their units, but they have to
limit themselves to secure public areas, elevators

—

Y e




112 The Social Production of Disease and Meanings of Illness

and halls, Unable to reduce the structural condi-
tions of insecurity in the buildings, workers at
the Chicago Department on Aging recently initi-
ated a program to help residents develop building
watch groups in the senior complexes. True to its
mission to enable as well as provide, the city has
increased the security services in the buildings but
has also encouraged the elderly and poor CHA
residents to arm themselves with flashlights, cel-
lular phones and badges to patrol their home
turf. Yet while one branch of the city government
prepares the seniors for a feeble battle against the
conditions that another branch of the city has
created, the most worried and disaffected resi-
dents of the senior buildings respond by sealing
off their homes with home-made security systems
designed to ward off invaders.

Concern about the proximity of younger
residents and their associates who are using or
peddling drugs is ubiquitous in Chicago’s senior
housing complexes. During an interview in her
home, one woman, a resident of a CHA build-
ing on the near west side, expressed remorse
that a formerly pleasant and popular patio on
the top floor had been vandalized and looted
by younger residents and their friends. The
group had first taken the space over and made
it their hangout spot, then decided to take some
of the furniture and even the fire extinguish-
ers for themselves. Some older residents, she
explained to me, did not want to make a big
deal out of the problem because they worried
that their young neighbors would learn who
had informed security and then retaliate. The
fear of young people and the demonization of
drug users common in contemporary Ameri-
can society rendered the situation more diffi-
cult, as many building residents presumed that
the younger residents would cause trouble and
were scared to approach them. Ultimately, the
seniors have been unable to fix up the area or
win it back. “Now,” she sighed, “no one uses
that space. It’s just empty, dead.”

“I NEVER HAVE ENOUGH TIME TO
SEE THEM”

The current array of programs and services is in-

~sufficient to provide primary goods such as ad-
—

equate housing, transportation, energy assistangy
feliable health care and medication for mﬂﬂy’
poor, leaving private agencies and numerous chy,.
ities to address gaps that they have N0 MeansTg
LIl Tocal welfare state agencies in American cig
historically have lacked the resources necessary
meet the needs of impoverished and insecure re;
dents, but in the 1990s the rise of entrepreneury|
state programs that required more active shop-
ping services from consumerist citizens createq
additional difficulties for the most isolated apg
vulnerable city residents. Studies of Chicago’s pro.
grams for the poor elderly had warned officials
about the dangers of residents falling through
gaps in the withering safety net. After conduct-
ing a major study of Chicago’s support programs
and emergency services, social service scholar
Sharon Keigher concluded that “city agencies are
not equipped to intervene substa'thTEHlﬁvTri_ﬂrolﬁFr
persons who do not ask for help, who haveto
memmd
congregate at meal sites. Yet, increasinMe
persons—who tend to be very old, poor and living
alone—are in need of multiple services” (Keigher,
1991: 12). Published as both an official city report
(in 1987) and a scholarly book (in 1991), Keigh-
er’s findings were known to city agencies respon-
sible for serving vulnerable seniors long before the
heat wave. But the city government lacked both
the resources and the political priorities necessary
to respond to them sufficiently, and its agencies
were poorly prepared for assisting needy seniors
in either the heat disaster of 1995 or the struggles
they take on regularly.

Government policies and procedures that lim-
ited the capacity of residents to enter programs

and obtain resources they need Is the fourn
condition that produces litégéi isolagion. THese
changes have been disproportionately destructive

for the city’s most impoverished residents, who
have had to struggle to secure the basic resource
and services necessary for survival that a mor
generous welfare state would provide. In a po° |
mmmaons pro”
vide most of the human services to elderly citY
residents, research must shift from state agenci®s
and agents to include the private offices and e
ployees through which local governments rea

their constituents. Spending time alongside soc*
workers and home care providers for Chicag®




jors, it became clear that the city’s incapac-
s to reach isolated, sick or otherwise vulnerable
" ors during the heat wave was by no means
S anomaly created by the unusual environmen-
l conditions. Under-service for Chicago’s poor
dderly is 3 structural certainty and everyday
in an era where political pressures for state
areprencurialism have grown hand-in-hand
ith social pressures for isolation. Embedded in
, competitive market for gaining city contracts
+hich provides perverse inicentives for agencies to

gderestimate the costs of services and overesti-
% their capacity to provide them, the agencies

Bt organizations 1 observed had bar-
gained themselves into responsibilities that th
woild not possibly meet. - Most entrepreneurial
W—mompetition between ser-
yice providers,” David Osborne and Ted Gaebler
wrote in Reinventing Government (Osborne and
Gaebler, 1992: 19), but competition undermines
the working conditions of human service provid-
ers if it fosters efficiency but compromises the
ime and human resources necessary to provide
quality care. “My seniors love to see me,” Mandy
Fvers, an African-American woman in her late
0swho was on her fourth year working as a case
manager, told me. “The problem is I never have
enough time to get to them.”

Stacy Geer, a seasoned advocate of Chicago se-
nors who spent much of the 1990s helping the
dlderly secure basic goods such as housing and
tnergy, insists that the political mismatch be-
tween more entrepreneurial service systems and
wolated seniors contributed to the vulnerability
of Chicago seniors during the heat wave. “The

capacity of I rograms is real-

Mﬂly only by the seniors who are most ac-
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you run into the same people, and the same are
active in a number of organizations.”!! Seniors
who are marginalized at the first, structurattevel
of sotiat mertworks and government programs are
then doubly excluded at the second, conjunctural
level of service delivery because they do not al-
Wways know of—Ilet alone kKnow how to activate—
networks of support. Those who are out of the™

Qe n seeking them out, who are connected to
ther family, church, neighbors, or someone who
tIps them get the things they need.  In some cir-
NCes, the aging process can hinder seniors
shohave been healthy and TraTreratty secure for
Most of their lives. Geer continues, “As seniors
ome more frail their networks break down.
. thei needs increase, they have less ability to
¢t them. The people who are hooked into the
atef;erm;]em on Aging, the AARP, the senior clubs
ﬂl0uthc urches, they are part of that word of
e network and they hear. I know, just from
§ Organizing in the senior community, that

~1o0p 1n their daily life are more likely to remain
so when there is a crisis. This certainly happened
during the heat wave, when relatively active and
informed seniors used official cooling centers set
up by the city while the more inactive and iso-
lated elderly stayed home.

During the 1990s, however, not even the best-
connected city residents knew where to appeal
if they needed assistance securing the most basic
of primary goods: home, energy and water. In
Chicago, the combination of cuts to the budget
for the federally-sponsored Low Income Home
Energy Assistance Program (LIHEAP) and a
market-model managerial strategy for punishing
consumers who are delinquent on their bills has
placed the poor elderly in a permanent energy
crisis. Facing escalating energy costs (even before
prices soared in 2000), declining government
subsidies and fixed incomes, seniors throughout
the city express great concern about the cost of
their utilities bills and take pains to keep their
fees down.!?

Poor seniors I got to know understood that
they would face_unaffordable utilities costs in the
sum i 1 itioners. Epidemiol-
ogists estimate that “more than 50 percent of the
deaths related to the heat wave could have been
prevented if each home had had a working air
conditioner,” arguing that surely this would be
an effective public health strategy (Semenza et al.,
1996: 87). Yet the elderly who regularly struggle
to make ends meet explain that they could not
use air conditioners even if they owned them
because activating the units would push their
energy bills to unmanageable levels. But their
energy crisis was pressing even during moderate
temperatures. The most impoverished seniors I
visited kept their lights off during the day, let-
ting the television, their most consistent source of
companionship, illuminate their rooms. Fear of
losing their energy altogether if they failed to pay
the bills has relegated these seniors to regular and
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fundamental forms of insecurity and duress. Yet
their daily crisis goes largely unnoticed.

THE FORMULA FOR DISASTER

The four conditions highlighted here impose seri-
ous difficulties for all seniors. But they are particu-
larly devastating for the elderly poor who cannot
buy their way out of them by purchasing more
secure housing in safer areas, visiting or paying
for distant family members to visit, by obtaining
private health insurance supplements or by using
more expensive and safe transportation such as
taxis to get out of the house or the neighborhood.
Each one of the key conditions described in this
article contributes to the production of the forms
of isolation that proved so deadly during the heat
wave and that continue to undermine the health
and safety of countless older Chicagoans. But in
many cases Chicago residents are subjected to all
of the conditions together, and the combination
creates a formula for disaster that makes extreme
social, physical and psychological suffering a fea-
ture of everyday life. If aging alone, the culture
of fear, the degradation and fortification of pub-
lic space and the reduction of redistributive and
supportive state programs continue at their cur-
rent pace, more seniors will retreat to their “safe
houses,” abandoning a society that has all but
abandoned them. Collectively producing the con-
ditions for literal isolation, we have made dying
alone a fittingly tragic end.
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NOTES

1. For a synthetic sociological account of the con-
ditions that helped produce the historic mortality

rates, see Klinenberg (1999); for an epidemiol(;g.
ical account, see Semenza et al. (1996).

. Roughly 70 Chicagoans died on a typical July dg,

during the 1990s. “Excess deaths” measures th
variance from the expected death rate. In assessing
heat wave mortality, forensic scientists prefer the
excess death measure to the heat-related deat
measure, which is based on the number of deaths
examined and recorded by investigators, becauge
many deaths during heat waves go unexamined or
are not properly attributed to the heat (Sheneta],

1998).

. Sherwin Nuland is among the more recent writers

to discuss the modern version of the ars moriend;,
Describing a man dying of AIDS, Nuland writes,
“During his terminal weeks in the hospital, Kent
was never alone. Whatever help they could or
could not provide him at the final hours, there
is no question that the constant presence of his
friends eased him beyond what might have been
achieved by the nursing staff, no matter the atten-
tiveness of their care” (Nuland, 1993: 196).

. There s, of course, a brighter side to the extension

of the life span, which is itself a sign of significant
social and scientific progress. Aging alone, as
Robert Coles and Arlie Hochschild have argued,
can be a rich personal and social experience,
albeit one filled with challenges. In The Unex-
pected Community, Hochschild documents the
active social lives of a group of Bay Area seniors
who, as she emphatically stated, “were not iso-
lated and not lonely” but instead “were part of a
community I did not expect to find” (Hochschild,
1973: xiv), one that worked together to solve the
problem of loneliness that proves so troublesome
for the elderly. There are vital communities of
older people and Hochschild’s research shows
how these groups come into being, portraying
them once they are made. But too often readers
of Hochschild are so eager to celebrate the com-
munity she describes that they forget that she
chose to study Merrill Court precisely because
the residents there were an exceptional case. The
opening lines of her epilogue explain the goal
of her project much better than do many of her
interpreters. She wrote, “The most important
point [ am trying to make in this book concerns
the people it does not discuss—the isolated:
Merrill Court was an unexpected community,
an exception. Living in ordinary apartments and
houses, in shabby downtown hotels, sitting it
parks apd eating in cheap restaurants, are ol

people in various degrees and sorts of isolation”
(Hochschild, 1973: 137). Hochschild leaves it ©
others to render the social worlds of the isolate

~
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1 explicit as she makes the world in Merrill
Court.

5. This conception of social isolation breaks from

hoth sociological definitions of the term, which
nerally refer to relations between groups rather
than people, and from conventional gerontological
definitions of isolation, which define isolation as
being single or living alone. There are, however, an
increasing number of social network studies and
ntological reports that classify social integra-
rion or isolation by relative levels of social contact.
Fischer and Phillips, for example, define social
isolation as “knowing relatively few people who
are probable sources of rewarding exchanges”
(Fischer and Phillips, 1982: 22); Rubinstein clas-
sifies social integration and activity on a scale
ranging from “very low range” to “high range”
(Rubinstein, 1986: 172-9); and Gibson lists four
types of loneliness: “physical aloneness,” “loneli-
ness as a state of mind,” “the feeling of isolation

due to a personal characteristic,” and “solitude”
(Gibson, 2004: 4-6).

6. See Gibson (2000) for a review of studies showing

that most seniors who live alone are not lonely.

7. Thompson and Krause find that not only do

people who live alone report more fear of crime
than those who live with others, but also that
“the greater sense of security among those who
live with others appears to permeate beyond the
home because they report less fear of crime than
their counterparts” (Thompson and Krause,
1998: 356).

8. All personal names of Chicago residents have been

changed.

9. Yet, as Alex Kotlowitz and teenage journalists

10, 1

4

LeAlan Jones and Lloyd Newman have shown in
their accounts of growing up in Chicago’s West
and South Side housing projects, even young
residents of the most violent urban areas are sub-
jected to so much brutality, death and suffering
that they have learned from their infancy how to
organize their daily routines around the temporal
and seasonal variations of the criminal economy
(Jones et al., 1997; Kotlowitz, 1991). For Jones
and Newman, managing fear and avoiding vio-
lence is such a fundamental part of their everyday
lives that they decided to introduce and organize
their book around it. “They used to shoot a lot in
the_summertime,” Jones begins. Lloyd continues
gmlnously, especially in light of the heat wave,
.That’s why I stayed in my house most of the
tme” (Jones et al., 1997: 31).

+11995 Chicago ranked 6th in robbery and Sth
' aggravated assaults among all United States
‘ities with a population of over 350,000; in 1998
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the city was the national leader in homicide,
with the annual figure of 698 exceeding New
York City’s by about 100 even though Chicago is
roughly one-third as populous; and throughout
the 1990s its violent crime rate decreased much
more slowly than any of the eight largest Amer-
ican cities (New York City, Los Angeles, Chicago,
Houston, Philadelphia, Phoenix, San Diego,
Dallas).

11. Internal pressures within state agencies and
advocacy organizations push social workers and
organizers to reward the most entrepreneurial
clients with special attention. Overwhelmed with
problem cases and operating in an environment
where agencies must show successful outcome
measures to garner resources from external
funders who expect tangible results, the social
workers I observed engaged in what Lipsky called
“creaming,” the practice of favoring and working
intensively on the cases of people “who seem likely
to succeed in terms of bureaucratic success cri-
teria” (Lipsky, 1980: 107).

12. While the average Illinois family spends roughly
6 percent of its income on heat-related utilities
during winter months, for low-income families
the costs constitute nearly 35 percent (Pearson,
1995).
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GREATER EQUALITY: THE HIDDEN KEY TO BETTER HEALTH

AND HIGHER SCORES

Richard Wilkinson and Kate Pickett

Let’s consider the health of two babies born into
two different societies._Baby A is born in one
of the richest countries in the world, the United
States, home to more than half of the worlds bil-
[fonaires. It is a country that spends somewhere
between 40 and 50 percent of the world’s total
spending on health care, although'it contains less
than 3 percent of the world’s population. Spend-
ing on drug treatments and high-tech scanning
equipment is particularly high. Doctors in this
country earn almost twice as niuch as doctors
elsewhere and medical care is often described as
the best n the world.

Baby B is born in one of the poorer of the west-
ern democracies, Greece, where average income
is not much more than half that of the United
States. Whereas America spends about $6,000

Surely Baby B’s chances of a long and healthy
life are worse than Baby A’s?

In fact, Baby A, born in the United States, has

a life expectancy of 1.2 years less than Baby B,

reece. And Baby A has a 40 percent

higher risk of dying in the fitst year after birth
@%Wen born in Japan,
the contrast would be even bigger: babies born in
the United States are twice as likely to die in their
first year as babies born in Japan. As in Greece,
in Japan average income and average spending

on health care are much lower than in the United
States.

If average levels of income don’t matter (at (QSQO{‘QA
least T relatively rich, developed countries), and (\UQS\‘\QV('

spending on high-tech health care doesn’t make
so much difference, what does? We can’t say with

per person per year on health care, Greece spends
less than $3,000. This is in real terms, after tak-
ing into account the different costs of medical
care. And Greece has six times fewer high-tech
scanners per person than the United States.

certainty, but inequality appears to be a driving
e e e -— 1.1

force. Greece 1s not as wealthy as the United

States, but 1n terms of income, it is much more

ual—so is Japan. There are now many stud-

ies of income inequality and health that compare

Tneqoo \‘\‘ns appears Vo loe At 1y

wn he a\th

Repriqted with permission from The Spirit Level: Why Greater Equality Makes Societies Stronger by Richard Wilkinson and Kate Pickett.
Copyright © 2010 by Richard Wilkinson and Kate Pickett. Bloomsbury Press.
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countries, America
and the majority © e
egalitarian societies ten

7ast literature Was glxif:n 1;11[()1

) - '

ne of us, on Inequaity £ i«

Eshed in the British Medical ]ouqncéf) e

In 1996, the editor of that .]ouma ,l‘ e
on further studies confirming the lin

income inequality and health, wrote:

n states, OF ¢ on,
f these studies show t_hat !

The big idea is that what matters in determmmﬁ
h in a society is less the overa

mortality and hea!t .
wealth of that soci€ and more hoW e wejted
7s discributed. The more equally istr1

me\f}c)alth {)f that i):i&ﬁ

VW ourcom .

Ingg:a ry(ﬁ\s assgciated with lowerhhfe expec-
Tancy. higher _rates Of {mfant TMOTTalTy, shorter
Theight, poor self-reported health, low Erth
weight, AIDS, and depression. Knowing this, we
wondered what elSe 1l ity might affect.

To see whether a host of other problems were
more common in more unequal countries, we
collected internationally comparable data from
dozens of rich countries on health and as many
social problems as we could find reliable figures
for.* The list we ended up with included:

* level of trust

* mental illness (including drug and alcohol
addiction)

* life expectancy and infant mortality

* obesity

* children’s educational performance

* teenage births

* homicides

* imprisonment rates

* social mobility

Occasionally, what a

may arise spurioys|
be confident that o

ppear to be relationships
y or by chance. In order lt)o

ur findings w
i_ls‘l) collected data for the sagme Erelsﬁund, o
1al problems—or 5 ealth and so-

iy ot fs near as we could get to the
of the 50 states of the United

*All the datq co.

the World Bank,r?}fe
Nations, and the 0
and Development, a

fro
W(Trl:ihf-{ ;isﬁ g}putable sources—from
reanisation o Ergamzatlon, the United

Conomj .
mong others, mic Co-operation

owed us to check whether o ot

were consistently related to inequy|;
! r(iltileesr:iwo independent settings. In short, thg
w e— and strongly so-
the overall plCtL;I'C, Vﬁ? have com.
' d social-problem dat
d all the health an a for
E:éfl country, and separately for each U.S, State,
form an Index of Health and Social Problep
to nd U.S. state. Each item ¢y,

for each country 2
ries the same weight—s0, for example, the scor

for mental health has as much influence on a 5.
ciety'’s overall score as the homicide rate or the
teenage birth rate. The result is an 1ndex.sh0w1ng
how common all these health and social prob.
lems are in each country and each U.S. state. The
higher the score on the Index of Health and So-
cial Problems, the worse things are. (Some items,
such as life expectancy, were reverse scored, so
that on every measure, higher scores reflect worse
outcomes.)

We start by showing, in Figure 10-1, that
there is a very strong tendency for ill health and
social problems to occur less frequently in the
more equal countries. With increasing inequal-
ity (to the right on the horizontal axis), the
score on our Index of Health and Social Prob-
lems also increases. Health and social problems
are i.ndeed more common in countries with big-
ger income inequalities. The two are extraordi-
narily closely related—chance alone would al-
MOSt never produce a scatter in which countries
lined up like this.

To emphasize that the prevalence of poor
healt.h and social problems in rich countries -
ally is l.related to inequality rather than to aver
?I%: sl;g;ghféindaﬁ’ we show in Figure 10-2
but this fime °X 01 lealth and Soc1_al Problems,
tional incom in relation to average incomes (12

e per person). It shows that ther¢ s

no X
clear t toward better outcomes in richef

countries.

th;:r}}fltz\;lr:ia?‘lce frOm the United States confirm®
and social 1ong} picture. Across states, healt
equality, bufm ems are related to income
It is r,emarlrgoglto average income levels. b
and social roabl e that these measures of healt
tell so mucg the €ms in the two different sc;ttll}gs
countries are nOtS ame story. The problems 1n '
rich enough (or caused by the society not being
even being too rich), but by the

fidher counkei ¢ don ¢
oekec healin w»‘é’.f?‘ifes.

States. This all
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Figure 10-1.
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society being too big. What matters is where we

eople Wnk cquality ofl) he|
S olom ook it alp od.f.‘

st
truth is that the vast majority of the population \
is harmed by greater inequality. N

stand in relation to others 10 et
Wme-
sion, and solidarity to human well-being has
been demonstrated repeatedly in research show-
ing how beneficial friendship and involvement in
community life are to health. Equality comes into
the picture as a precondition for getting the other

two right. Not only do large inegualities produce
problems associated with sociai g%ﬁerencgs and

the divisive ciass prejudices that go with them,
Eut the% also weaken comfﬁﬁm ife. EL_LQ-C
trust, and increase violence.

It may seem obvious that problems associated
with relative deprivation should be more com-
mon in more unequal societies. However, if you
ask people why greater equality reduces these
problems, the most common_assumption is that
greater equality helps those at the bottom. The

' Large nequalhieg prodyce divisile Llass
Pma IO Ces b w&a,gtvl wmmmd—3 \itz
Codce Hovet v incwst yioltnee .

Across whole populations, rates of mental ill-mv!l“l laess
ness are three times as high in the most unequal P“’”}“
societies compared with the least unequal societ- Ologit
ies. Similarly, in more unequal societies, people murdler ke
are almost ten times as likely to be imprisone
and two or three times as likely to be clinically
obese, and murder rates may be many times
higher. The reason why these differences are so. :
big is, quite simply, because the effects of inequal- ‘““IW" ‘2}
ity are not confined just to the [east well-offrr- atteds
stead; e vast majority of the poph-h{“m‘&
lation. For example, as epidemiotogi ichae Wm\{l kL
Marmot frequently points out, if you took away ad
all the health problems of the poor, most of the
problem of health inequalities would still be un-
touched. For a more detailed example, let’s take
a look at the relation ship between equality and

literacy.
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Figure 10-2. Health and social problems are only weakly related to the national average incomes of

rich countries.
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It is often assumed that the desire to raise na-
tional standards of performance in fields such
as education is quite separate from the desire to
reduce educational inequalities within a society.
But the truth may be almost the opposite of this.
It looks as if the achievement of higher national
standards of educational performance may actu-
ally depend on reducing the social gradient in ed-
ucational achievement in each country. Douglas
Willms, professor of education at the University
of New Brunswick in Canada, has provided strik-
ing illustrations of this.* In Figure 10-3, we show
the relation between adult literacy scores from
the International Adult Literacy Survey and their
parents’ level of education—in Finland, Belgium,
the United Kingdom, and the United States.

This figure suggests that even if your parents
are well educated—and so, presumably, of high
social status—the country you live in makes some

difference to your educational success. But for
those lower down the social scale with less well-
educated parents, it makes a much larger dif
ference. An important point to note, looking at
these four countries, is the steepness of the social
gradient—steepest in the United States and the
United Kingdom, where inequality is high; flatter
in Finland and Belgium, which are more equal
It is also clear that an important influence on the
average literacy scores in each of these countries
is the steepness of the social gradient. The United
States and the United Kingdom have low average
scores, pulled down across the social gradient. In
contrast, Finland and Belgium have high averag
scores, pulled up across the social gradient.
Willms has demonstrated that the patter?
shown in Figure 10-3 holds more widely—inter-
nationally among 12 developed countries, as Weli
as among Canadian provinces and U.S. states-
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Figure 10-3.  Adult literacy scores in relation to parents’ education in four countries.

340 —
320 +
w 300
1
0
Q
0]
> 280 |-
2 2 Finland
i
E Belgium
- 260}
UK
240 -
USA
290 ! ] ] 1 |
Less than Less than High school Less than College and
Middle school High school College higher

PARENTS’ EDUCATION
dtorles Seevt as invehaded Yo others -

edang e\ € own soWtion.

The tendency toward divergence also holds;
Willms consistently finds larger differences at the
bottom of the social gradient than at the top.

What is most exciting about our research is that
it shows that reducing inequality would increase
the well-being and quality of life for all of us.
Far from being inevitable and unstoppable, the
deterioration in social well-being and the quality
of social relations in society is reversible. Under-
standing the effects of inequality means that we
suddenly have a policy handle on the well-being
of whole societies.

Politics was once seen as a way of improv-
ing people’s social and emotional well-being' by
changing their economic circumstances. But over
the last few decades, the bigger picture seems to
have been lost, at least in the United States, the
United Kingdom, and several other rich countries
in which inequality has increased dramatically.
People are now more likely to see psychosocial
well- -being as dependent on V\/h}tcﬂmﬁt

idual levell using cognltlve behavioral

We Wik g5yc0- som\xw bwa 5
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therapy—one person at a time—or on providing
support in early childhood, or on the reassertion
of religious or family values Every problem js
seen as needing its own solution—unrelated tg

‘others. People are encouraged to exercise, not to
have unprotected sex, to say no to drugs, to try to
relax, to sort out their work-life balance, and to
give their children “quality” time. The only thing
that many of these policies do have in common is

the poor need to be taught to be more sensible.

The glaringly obvious fact that these problems
have common roots in inequality and relative
deprivation disappears from view. However, it is
now clear that income distribution provides poli-
cymakers with a way of improving the psychoso-
cial well-being of whole populations. Politicians
have an opportunity to do genuine good.

Rather than suggesting a particular route or
set of policies to narrow income differences, it is
probably better to point out that there are many
different ways of reaching the same destination.
Although the more equal countries often get their

C
that they often seem to be based on the belief thatj“dn pe

Sensib ke

P roblems \ngue Yods in "ww] uol,{\a .
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greater equality through redistributive taxes and
benefits and through a large welfare state, coun-
tries like Japan manage to achieve low levels of
inequality before taxes and benefits. Japanese dif-
ferences in gross earnings (before taxes and ben-
efits) are smaller, so there is less need for large-
scale redistribution.

What matters is the level of inequality you fin-
ish up with, not how you get it. However, in the
data there is also a clear warning for those who
want low public expenditure and taxation: if you
fail to avoid high inequality, you will need more
prisons and more police. You will have to deal
with higher rates of mental illness, drug abuse,
and every other kind of problem. If keeping taxes
and benefits down leads to wider income differ-
ences, the ensuing social ills may force you to
raise public expenditure to cope.

There may be a choice between using public
expenditure to keep inequality low, or to cope
with social harm where inequality is high. An ex-
ample of this balance shifting in the wrong direc-
tion can be seen in the United States during the
period since 1980, when income inequality in-
creased particularly rapidly. During that period,
public expenditure on prisons increased six times
as fast as public expenditure on higher education,
and a number of states have now reached a point
where they are spending as much public money
on prisons as on higher education.®

Not only would it be preferable to live in societ-

ieSwhere m6ney can be spent on cducation rather
thrm Uu E! 1S01S, but pOIlClCS to support famlhes—

stich as providing high-quality, publicly funded
pfeschool—would have mearttharmamny of Those

in_prison would have been working and payin
P—— - =

taxes instead of bein: rden on public funds.

M

Lond sMao\s vk POSaNS |

Modern societies will depend increasing},
on being creative, adaptable, inventive, w
informed, and flexible, able to respond generougly
to each other and to needs wherever they arig
Those are characteristics not of societies in hog
to the rich, in which people are driven by stap
insecurities, but of populations used to working
together and respecting each other as equals,
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MORALITY AND HEALTH: NEWS MEDIA CONSTRUCTIONS OF
OVERWEIGHT AND EATING DISORDERS

Abigail C. Saguy and Kjerstin Gruys

In 2003, in the wealthy suburbs of Richmond,
Virginia, Emily and Mark Krudys’ ten-year-old
daughter, Katherine, was diagnosed with an-
orexia, and her parents were desperate for a
cure. “Emily and Mark tried everything. They
were firm. Then they begged their daughter to
eat. Then they bribed her. We’ll buy you a pony,
they told her. But nothing worked” (Tyre 2005).
Finally, Katherine was admitted for inpatient
treatment at a children’s hospital in another
town. During the two months of her daugh-
ter’s treatment, Emily stayed nearby so that
she could attend family-therapy sessions. After
Katherine was released, Emily homeschooled
her while Katherine regained strength. Consid-
ered a success story, Newsweek reported that
Katherine entered sixth grade in fall of 2005:
“She’s got the pony, and she’s become an avid
horsewoman, sometimes riding five or six times
a week . . . But the anxiety still lingers. When
Katherine says she’s hungry, Emily has been
known to drop everything and whip up a three-
course meal” (Tyre 2005).

Only a short drive away, in Washington, DC,
Leslie Abbott, a black single mother, was deal-
ing with a very different food battle. She had lost

custody of her son Terrell after months of fight-
ing neglect charges related to his body weight.
Known to his friends as “Heavy T,” Terrell had
recently been released from an inpatient weight-
loss program, but—once at home— had gained
weight. Leslie explained to a reporter why it
was unfair for public authorities to blame her
for Terrell’s backslide: “This boy is 15, going to
be 16 years old. I can’t watch him 24 hours a
day. They want me to hold his hand, take him
to the Y, make him eat salad” (Eaton 2007).
Leslie said she would have had to quit her min-
imum-wage job in order to follow the health
regimen suggested by Terrell’s doctors. But, as
noted by the journalist, “How could she afford
that? To her thinking, the healthy food Terrell
needed meant she needed more money, not less”
(Eaton 2007).

These two news articles discuss topics—an-
orexia and obesity—in which body size (too thin
or too heavy) and eating (too little or too much)
are treated as medical risks and/or diseases. The
American Psychiatric Association (APA) defines
anorexia as the refusal to maintain body weight
at or above a minimally “normal weight” for age
and height, fear of gaining weight or becoming
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“fat,” and denial of the gravity of one’s low body
weight. The Centers for Disease Control and Pre-
vention (CDC) defines “obesity” among adults
as having a body mass index (BMI) (weight in
kilograms divided by height in meters squared)
equal to or greater than 30, and “overweight” as
having a BMI equal or greater than 25 but less
than 30.! Different measures are used for chil-
dren and teenagers under 18-years old, which
adjust for age.

While anorexia and overweight/obesity are
both medical categories related to body weight
and eating, they have strikingly different social
and moral connotations. In the contemporary
United States, being heavy is seen as the embodi-
ment of gluttony, sloth; and/or_stupidity (Cran-
dall and Eshleman 2003; Latner and Stunkard
2003), while slenderness is taken as the embodi-
ment of ¥irtue (Bordo . A~deep-seated cul-
tural belief in self-reliance makes body size—Tike
mm being
under pem

ral hiber (Stearns 1997).

To what extent does the contemporary Amer-
ican social and moral valence of bodySize shape
Row theTrews—fiedia report on overweight/
obesity and eating disorders as medical 1ssues?

omparing O S media articles
above suggests that the news media treats an-
orexics as victims of a_terrible illness beyond
their and their parents’ control, while obesity
is caused by bad individual behavior, including;
in the case of children, parental neglect. Sec-
ond, the difference in class and racial profile
of these two families is striking. A young white
girl from a_well-to-do familLEr'(ﬁd_egs—"t"ﬁ'e
face” of anorexia, while a young boy and his
low-earning, black single mother are discussed”
patterns In reporting, then news reports on eat-
ing disorders and obesity may reinforce moral
hierarchies based on body size, race, and class.
That is, they may reproduce stereotypes af
young white female vﬁmﬁﬁ'ﬁcﬁﬁ;
out-of-control tower class minorities. More-
over, articles may represent the i1ssues of eating
disorders and overweight differently depending

on which demographic groups are the focus of
the discussion.

To investigate this issue more systematically,
we draw on content analyses of 332 articleg
published between 1995 and 2005 in The Ney,
York Times and Newsweek on the topic of eat.
ing disorders or overweight/obesity. We also
draw on qualitative analyses of five additiona|
articles published in these publications in 2004
and 2007 that specifically discuss binge eating
disorder and were not included in our larger
sample. We examine how news reports on these
issues assign blame and responsibility as well as
how they discuss gender, race, and class. In so
doing, we contribute to sociological understand-
ings of how cultural values shape the construc-
tion of social problems and, in turn, reproduce
social inequalities.

THEORETICAL PERSPECTIVE

Body weight has long been a marker of social
status. However, at most times and in most
places, where food is scarce, corpulence sig-
nals high rather than low status. In these cul-
tures, plumpness in women is especially prized.
Among elite Nigerian Arabs, for instance, girls
are fattened up in early childhood (Popenoe
2005). A young girl’s girth is physical evidence
of her father’s—and later her husband’s—
wealth. Being so fat that she is immobile sig-
nifies that her labor is not needed, making fat
women the ultimate “trophy wives.” Similarly,
up until the early twentieth century, women in
the United States and Europe strived to be fat,
not thin. There too, food was scarce and plump-
ness signaled wealth, while thinness suggested
illness (Klein 1996; Stearns 1997). Yet, while
thinness was regarded as ungainly in these con-
texts, especially in women, it did not reflect on
one’s moral character (Stearns 1997), nor have
individual women been personally blamed for
being too thin (Popenoe 2005).

As the agricultural and industrial revolutions
reduced food shortages, fatness was no longer 2
reliable sign of wealth and, as the poor got fat-
ter, the symbolic meaning of body size flipped.
As corpulence increasingly became a marker for
lower prestige and status, those with greater re-
sources had more ability and motivation to avoid
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the stigma of fatness (Aronowitz 2008). More-
over, as moral condemnation_of consumerism
lessened, maintaining a_slender body became
‘the new way for Amerl1 0 strate their
moral virtue, As Historian Peter Stearns (1997)
argues, Eeginning in the late nineteenth and early
twentieth century:

People could indulge their taste for fashion and.
other products with a realization that, if they dis;
ciplined their bodies through an attack on fat they

could preserve or even

establish their moral credentials . . . An approprl-
ately slender figure could dendte the kind of firm
character, capable of self-control, that one would
seek in a good worker in an age of growing indul-
gence; ready employability and weight management
could be conflated (p. 59-60).

This mgrgl_as_sdc%i@gblmduw@_ﬁi;m
character” and heaviness as the embodiment of
lutton d stupidity is still da
(Bordo 1993; Crandall and Eshleman 2003; Lat-
ner and Stunkard 2003). In the United States,
where there is a deep-seated cultural belief in
self-reliance, body size is especially likely to be
regarded as under personal control and reflecting
moral fiber (Stearns 1997), despite research sug-
gesting that much of the variation in body size is
biologically determined (Kolata 2007). Thinness
is a cultural value in the contemporary United
States—it is a quality that is widely prized by

members of this society.

In the contemporary United States, body size
intersects with other dimensions of inequal-
ity. Stereotypes of fat people as gluttonous and and
undnsc1plﬁed echo similar stereotypes of the

1n es_as “the archaypai “uncom-
trolled’ body in public health TSE, as
lazy, dirty, immoral, incapable omrn’g their
urges” (Lupton 1995:7 ompared to m
wwmwmm&fm
and suffer greater penalties if they fall short
in terms of marriage prospects as w‘ITas em-
ployment [Confey an auber uhl,
Andreyeva, and Brownell 2008). On average,
wealthier white people—especially women—
tend to be thinner than poorer people of color
(Flegal et al. 1998; Flegal et al. ZOOW
Stunkard 1989). Thls is, in part, because having

a thin and toned body is expensive in contem-

porary Western contexts, where fresh fruits and
veget etables are more expenswe than higher calo-

rie processed foods and where physical activity

fequires te ifme (DrewnowsKki and Barratt-
orn eavier women are also poorer,
however, because of weig stigma. For

women, higher body mass pre?ﬁcts lower per-
sonal and spousal earnings (Puhl et al. 2008).
“Negative stereotypes of fatness and ethnic
minority status often reinforce each other, such
that a fat black woman is stigmatized for both
her body size and race. However, these stigmas
can also be disassociated with various conse-
quences. Thus, a white middle class woman

will lose some of her cl 1a] privilege
if she is heavy, while a woman of color can gain

status by being thim, Realizing this, some black
and Latino families pressure their daughters to
be thin as part of a strategy of upward mobility
(Thompson 1994).

Yet, white_middle class women and girls are

more likely than poorer women and girls, women
and girls of color, and boys or men to be diag-
oned with anoresis o Bilinia, alsp FsFerred o
aeﬁ‘;{t_h_lsrLIES_S_gmLmd_eaﬂ.ng_duaLd.e.F’ Bruch
1 ; Striegel-Moore et al. 2003).2 In contrast,

rates of binge eating disorder, which are often
associated with higher body weight, are similar
among black women, white women, and white
men (Smith et al. 1998). Indeed, some scholars
have found recurrent binge eating to be more
c@ﬂlggﬂﬂ&&mﬁa@e
woinen (Striegel-Moore et al. 2000). This makes

—— . . . . . .
news media discussions of binge eating disorder
important for understanding how discussions
of eating and body weight are racialized and
gendered.

Anorexia is listed in the Diagnostic and Sta-
tistical Manual of Mental Disorders (DSM-IV)
as an eating disorder, along with bulimia, which
is defined as recurrent episodes of binge eating
(eating extremely large amounts of food in one
sitting) followed by “inappropriate compensa-
tory” purging (i.e., by vomiting and / or talk-
ing laxatives) and an undue influence of body
shape in self-evaluation. Binge eating disorder is
categorized in the DSM-IV as an “Eating Dis-
order—Not Otherwise Specified,” an umbrella
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category for various eating disorders that do
not meet the precise criteria for either anorexia
or bulimia. The APA provides a “provisional
diagnosis™ of binge eating disorder as bingeing
without compensatory purging and/or extreme
dietary constraint (APA1994). This provisional
diagnosis signals that binge eating disorder is
being seriously considered for its own diagnos-
tic category in the DSM-V (expected in 2012),
while also providing clinical researchers with
shared criteria for studying the disorder. Binge
eating is likely to be the object of more pub-
lic discussions as it gains more attention from
clinicians.

The mass media offer important primary
sources for cultural and social research. Televi-
sion, radio, magazines, newspapers, and Internet
content provide a sensitive barometer of social
process and change. Once created, these texts
remain unchanged and available for analysis,
making them ideal for the study of attitudes,
concerns, ideologies, and power relations, and
how they shift over time (Lupton 1994). Aware
of these strengths, early feminist work examined
the fashion media, demonstrating how fashion
magazines and advertisements convey to readers
the importance of slenderness and the shame of
fatness for women (Bordo 1993). Anthropologist
Mimi Nichter (2000) has argued that such im-
ages contribute to negative body image and eat-
ing problems among young girls; however, she
finds thag African American girls are buffered
from fashion pressures to be thin by a vibrant
ethnic culture that values personal style as well
as ~thicker” body types. o

News accounts of health and illness differ
from other media texts in that they have the
weight of “expert” opinion, making them espe-
cially important to study (Lupton 1994; Nelkin
1987). In recent years, a few scholars have begun
examining media reporting on the so-called
“obesity epidemic” (Boero 2007; Lawrence
2004; Saguy and Almeling 2008). Natalie Boero
(2007) finds that news reporting has largely
framed obesity as"a moral problem of gluttony
and sloth. Abigail C. Saguy and Rene Almel®
ing (2008) find that body size is predominantly
blamed on individual'choices rather than social
or biological tactors, while Regina Lawrence

(2004) shows that there is increasing discussigy,
of social-structural factors over time. Saguy ang
Almeling (2008) find that E_%&Vjﬁggwi.
entific findings are more likely than the origin
fesearch on which they report to focus on ing,.
vidual blame and to describe obesity as a publj
health crisis and/or epidemic. They_further fing

that artictes discussing the poor, blacks; or 1.
Tifios arc rore likely than articles noFdWSTng

these groups to bla ize on individua| |
Thoices (Saguy and Almeling 2008). Simifarly,
aETOICES

previous research has shown that news reports
are more likely to portray welfare recipients as
dependent (and thus unworthy) when they are
unmarried or black, compared to when they are
widowed or white (Misra, Moller, and Karides
2003). These studies suggest that news reports
Mm% it and obe-
ity, especially when such individuals-are poor
and/or from minority ethnic_groups, thus re-
flecting and reinforcing negative stereotypes of
fat people, the poor, and ethnic minorities.
While important, extant studies have meth-
odological and conceptual limitations. For in-
stance, Lawrence (2004) does not examine how
views about gender, race, or class inform news
media reports of obesity, while Boero (2007
draws heavily on qualitative analysis of seven
article published in the fall of 2000 as part of a
series on the “Fat Epidemic,” thereby limiting
the generalizability of her findings. Saguy and
Almeling’s (2008) analysis of news reporting on
two special issues on obesity published in the
Journal of the American Medical Association
(JAMA) in 1999 and 2003 allows for a system-
atic examination of how scientific research is
popularized by the news media, but does not
constitute a representative sample of reporting
on the topic of overweight/obesity. Moreoves
because all of these studies lack a compara-
tive case, it is impossible to know the extent
to which these patterns are simply a product 0
generic news media routines that favor sens-
tionalism and morality tales (Schudson 2003,
combined perhaps with health policy tenden.Cl.C‘S
to emphasize individual blame and responsibi
ity (Fitzpatrick 2000; Lupton 1995; Tesh 1988).
Motivated by research on social problem con”
struction (Best 2008; Gusfield 1981; Kitsust

a
2




Morality and Health: News Media Constructions of Overweight and Eating Disorders 131

and Spector 1973) and news media framing re-
search (e.g., Benson and Saguy 2005; Entman
1993; Gamson 1992), this article examines how
news reports frame overweight/obesity and eat-
ing disorders in particular ways by drawing
attention to some aspects of these issues while
obscuring others. It draws on quantitative and
qualitative analyses of a random sample of news
reports on overweight/obesity or eating disor-
ders published between 1995 and 2005 in The
New York Times and Newsweek. The compara-
tive case study allows us to disentangle general
aspects of news reporting from the specific cases
at hand. In that anorexics and bulimics are seen
as pursuiig—a culturally valued ideal (slender-
1EsS ], We expect tharthe fiews media will be less
[ikely to blame them—compared to the over-.
weight or obese—tor their malady. Rather, we
e')ﬁct anorexics and bulimics to be portrayed
as victims of a host of complex factors beyond
their control. To the extent that the news media
focuses on cases of young, white middle class
anorextcs—and bulimics, they risk reproducing
cultural stereotypes of young, white female vic-
ﬁTns In contrast, in that the news media frame
overwelght/obesuy as a public health crisis pro-
duc? by irresponsible individuals, while

mmormes they are likely to reinforce negative

stereotypes based on body size, ethnicity, and
class.

p————

DATA AND METHODS

Our news sample is drawn from The New York
Times and Newsweek. Widely regarded as the
newspaper of record, The New York Times en-
joys among the highest national circulation of
any newspaper and is considered authoritative,
giving it influence over opinion leaders and pol-
icy makers. Reporting in The New York Times
has also been shown to shape reporting in other
news media (Gans 1979). The New York Times
is known for a relatively high quality of report-
ing on health issues, biasing our sample towards
more sophisticated reporting on these issues. The
newsmagazine Newsweek has the advantage of
publishing longer articles than those a newspa-

per can usually accommodate. These two pub-
lications have the methodological advantage of
being available in the Lexis-Nexis database for
the entire 1995-2005 time period. This sample
does not capture some of the range of the news
media, including women’s magazines, the eth-
nic press, or political presses (Rohlinger 2007).
Given that the majority of readers of these pa-
pers are white and from the middle class, it is
possible that these publications are more likely—
compared to ethnic presses or presses catering to
a more working class audience—to uncritically
reproduce negative stereotypes regarding heavier
people, the poor, and ethnic minorities. Nonethe-
less, given their cultural influence, they are criti-
cal to study.

We sampled from news articles and opin-
ion pieces published that had the words “an-
orexia/ anorexic/bulimia/bulimic” or “obese/
obesity/overweight” in the heading or leading
paragraphs. Using these search criteria for the
specified time period generated a chronologi-
cal list of articles by publication and by issue,
totaling 1,496 articles. We winnowed down
this list using three criteria. First, because there
were so many articles published on obesity or
overweight in The New York Times, we elimi-
nated the first two of every three articles in the
chronological New York Times list of articles
on obesity/overweight, reducing this sample by
two thirds. (Cross-publication analyses reveal
that the differences between publications on
the variables we discuss are minor. Thus, the
fact that proportionally more eating disorder
articles are from The New York Times is un-
likely to account for the cross-issue differences
we report.) Second, we eliminated articles that
were less than 300 words, since it is difficult to
develop the themes of interest in such a short
article, which reduced the sample further by
over one half. Finally, from this list, we elimi-
nated the few articles from the full sample that
were completely off topic. This strategy yielded
a final sample of 174 articles on obesity and 64
on eating disorders from the New York Times
and 88 articles on obesity and 6 on eating disor-
ders from Newsweek, or a total of 262 articles
on overweight/obesity and 70 articles on eating
disorders.
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This sampling strategy produced seven ar-
ticles that discussed binge eating disorder—six
of which met the sampling criteria for anorexia/
bulimia and a seventh that met the criteria for
overweight/obesity. An additional search of ar-
ticles that had “binge eating disorder” anywhere
in the full text yielded no new articles. In an effort
to expand the number of articles on binge eating
disorder, a “newer” eating disorder of growing
importance, we further searched for all articles
published between January 2006 and Novem-
ber 13, 2007 (the day the search was conducted)
that had “binge eating disorder” in the full text.
This identified an additional five relevant articles
(three from The New York Times and two from
Newsweek). While these five articles are not in-
cluded in the core 332 articles that were analyzed
quantitatively, they were separately analyzed
qualitatively (along with the seven articles from
our original sampling technique) to inform the
discussion of binge eating disorder below.

We focus on 1995 through 2005, a time frame
that includes a long period characterized by a

moderate level of press attention to eating djq.
orders and a surge of attention to obesity i,
the late 1990s and early twenty-first century, [
does not include the 1980s, a period when cop.
cern over anorexia was arguably at its heigh;
among the medical community (Hof and Nico|.
son 1996) but when news media attention ¢
anorexia/bulimia in The New York Times and
Newsweek was actually lower (see Figure 11-1),

Given that there is considerably more news re.
porting on overweight/obesity beginning in 2002
(see Figure 11-1), following several high-profile
pronouncements from the CDC, the World Health
Organization (WHO), and the Surgeon General
about the “obesity epidemic” at the end of 2001
(Schlesinger 2005), our overweight sample is
weighted towards the latter time period, while
our eating disorder sample is spread more evenly
across the decade. Comparisons of reporting by
time period (1995-2001, 2002-2005) reveal one
important change in framing over time: there is
more discussion of social-structural causes and
policy solutions for overweight in later years

Figure 11-1. News Reporting on Anorexia/Bulimia and Overweight/Obesity, New York Times

or Newsweek.
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(see also Lawrence 2004). Thus, our sample—
by virtue of including disproportionately more
articles published in later years—may overstate
the extent to which, during the entire 1995-2005
time period, the news media emphasized social-
structural causes for the “obesity epidemic” and
policy solutions.

Coding

A subsample of articles was initially read to de-
velop variables for the content analysis. Knowl-
edge of the obesity and eating disorders literature
was also used to develop the variables. Some vari-
ables were added or refined during the analyses,
requiring additional coding. Coding was done at
the article level for over 200 variables for all of
the articles in our sample. In initial “practice”
coding, three researchers coded the same ar-
ticles and discussed differences as a way of ar-
riving at shared agreement. Two coders coded
10 percent of the articles to test for inter-coder
reliability, which was very high. The coefficient
of reliability (the ratio of coding agreements to
the total number of coding decisions) was over
.95 (Holsti 1969), and discrepancies were gener-
ally due to one person having missed a relevant
phrase, rather than to conceptual disagreements
about how the variables should be coded. Unless
explicitly stated below, variables were dichoto-
mous, coded for whether or not the aspect in
question was mentioned at all. Thus all codes are
independent of each other. Coders did not deter-
mine which themes dominated the article, only
if they were present at all. In our discussion, we
discuss differences between the overweight/obe-
sity and anorexia/bulimia samples as differences
only when the chi-square (in cases where cell sizes
were 10 or more) or Fisher exact test (in cases
where cell sizes were less than 10) were statisti-
cally significant at a level of p < .05. We cannot
statistically test whether a specific theme is more
common than another within a given sample,
since these observations are not independent of
each other, a condition of a chi-square or exact
test. Discussions of relative frequency of different
themes within each sample should be read with
this caveat in mind.

Articles were coded for whether they were stan-
dard articles or opinion pieces (i.e., editorials, op-

ed, or letters to the editor). Opinion pieces offer a
revealing window on issue framing since the edi-
torial page’s purpose is to air competing frames
(see also Lawrence 2004:60). While journalists
themselves do not produce most op-ed pieces and
letters to the editor, editors do select who among
many contenders will be published. Moreover,
their publication in mainstream media gives them
cultural authority. We did, nonetheless, replicate
our analyses with a sample that excluded the
opinion pieces and found consistent results.

To evaluate how news reports assign respon-
sibility for eating disorders and overweight, we
coded articles for whether they blamed these
things on individual choices or structural factors,
such as restaurant portions or messages from
the fashion industry. For instance, the following
article blames an individual for his weight gain,
writing “he could look back on decades of binge
eating and failed diets” and quoting him as say-
ing “I was killing myself” (Feder 2005). The fol-
lowing would be taken as evidence of blaming
structural factors: “In many low-income minority
neighborhoods, fried carryout is a cinch to find,
but affordable fresh produce and nutritious food
are not” (New York Times 2002). Considered
a subset of structural factors, we coded specifi-
cally for cultural factors, such as mainstream cul-
tural emphasis on thinness, ethnic culinary prac-
tices, or cultural attitudes towards body size, as
in the following excerpt: “Being curvy or large
was a source of pride within the African Ameri-
can community”(Brodey 2005). We coded for
whether articles blamed biological factors, in-
cluding genetics or prenatal environment, as in
the following: “Doctors now compare anorexia
to alcoholism and depression, potentially fatal
diseases that . . . have their roots in a complex
combination of genes and brain chemistry” (Tyre
2005). We coded for whether the article specifi-
cally described overweight or eating disorders
as a psychological problem or labeled either as
a (physical or mental) disease. Labeling a con-
dition a disease did not necessarily mean that it
was ascribed to biological factors. Rather, disease
could be attributed to bad lifestyle choices or en-
vironmental factors.

By focusing on certain kinds of solutions, the
news media also convey messages about what sort
of problem is being discussed and what should be
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done about it. If they focus on individual-level
solutions, they reinforce the sense that these are
problems caused by individuals that individuals
need to fix. By discussing policy solutions, they
convey that these are collective problems. How-
ever, by discussing policy interventions that aim
to educate or change bad behaviors of certain
groups, they reinforce the sense that the targeted
groups are ignorant. We coded for different types
of solutions to weight problems, including be-
havioral modification (e.g., dieting, increasing
exercise), policy changes, inpatient or “intensive
outpatient” medical supervision, or prescrip-
tion drugs and weight-related surgeries. During
analyses, we computed a composite variable for
any medical intervention, including weight-loss
drugs, psychiatric or appetite regulating medica-
tions, weight-loss surgery, medical devices such
as feeding tubes, or either inpatient or “intensive
outpatient” medical supervision.

Finally, to account for how, and to what ex-
tent, these issues are associated with different
groups, we coded articles for whether they ex-
plicitly mentioned specific demographic groups,
including men or women; the poor, middle class,
or rich; and whites, blacks, Latinos, Asians, and
other race. During analyses, we computed com-
posite variables, including “middle class or rich,”
“nonwhite” and “blacks, Latinos, or the poor.”

In addition to the quantitative analysis, we
used discourse analysis to get at the subtleties of
news reports, including the choice of words and
ideologies evident in news reports (Lupton 1994).
We created theme sheets that included lengthy
quotes that illustrated key themes, such as blame,
responsibility, and moral judgment. The quanti-
tative data allows for us to test for statistical sig-
nificance of differences in reporting across these
issues, while the qualitative data permits us to dig
deeper into the nuances of reporting.

FINDINGS

Our news sample typically attributes anorexia
and bulimia to a host of coniplex and interrelated
factors, thus mitigating individual blame while
representing anorexics and bulimics as victims.
In contrast, it predominantly blames overweight
exclusively on bad individuatchioices and empha-
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sizes individual-level weight loss solutions, New,

fts emphasize medical Intervention wh-e-ﬁ—i-i

comes to anorexia and bulimia bmﬁ
~discussing binge eating disorder, whic

— (S

)
to_deny the status of a real eatifig diSorder a5y
frame instead as ordinary overeating causeHT)

tack of self-control and requiring greater person,|
“discipline. After reviewing the quantitative py.
terns, we examine each case qualitatively.

As shown in Figure 11-2, news reports on bash
eating disorders and overweight invoke persong]
choices, with over 40 percent of articles T both
Categories mentioning personal choices as con-
tributors. However, several factors are described
as equally contributing to eating disorders, while
individual choice is the predominant explamation
offered for overweight. Articles about eating dis-
‘orders discuss structural causes at the same fate
as individual choices (47 percent for both); while
T9 percent of eating disorder article cite bio-
logical causes. In contrast, 41 percent of articles
about overweight mention individual choices,
with socio-structural and biological causes men-
tioned in 29 and 16 percent of articles, respec-
tively. Press reports are more likely to describe
eating disorders, compared to overweight, as a
disease (29 percent versus 4 percent) andforas a
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Figure 11-2. Percentage of articles discussing
specific causes.
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svchological problem (27 percent versus 3 per-
cent) triggerea Ey cultural messages (30 percent
versus 8 percent).

Even more strikingly, as shown in Figure 11-3,
the articles were much less likely to hold indi-
viduals responsible fo ' ting disorders (4
percent of eating disorder sample) than for fixing
overweight (56 percent of overweight sample).
Arocles n the eating disorders sample discuss
medical interventions at least seven times more
frequently than they mention either policy or be-
havioral solutions (54 percent versus 7 percent
and 4 percent, respectively). In contrast, articles
on overweight/obesity are over twice as likely to

discuss behavioral modification than either medi-
cal interventions (24 percent) Qr policy solutions
(21 percent). Forty-six percenﬁm
ing disorders, but no articles on overweight, dis-
cuss only medical solutions.

As is shown in Figure 11-4, 94 percent of eating
disorder articles discuss women or girls, compared

to 47 percent that mention men or boys. By con-
trast, articles on overweight mention women/girls
and men/boys at similar rates, (47 percent com-
paﬁﬁﬂ‘&mm in Figure 11-5, 13
percent of articles on eating disorders discuss peo-

ple from the upper or middle class, compared to
the four percent that discuss poor people, and 17

Figure 11-3. Percentage of articles discussing
specific solutions.
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Figure 11-4. Proportion of articles discussing
women or men.
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Note: Frequencies of specific themes within the same
sample are not independent of each other and are therefore
unsuitable for a chi-square text of statistical significance.

percent mention whites, compared to 13 percent
that discuss minority races, despite the tendency
for “white” to function as an unmarked category.?
In contrast, articles on overweight discuss non-
whites (including blacks, Latino, Asian, and other
race) more often than whites (13 percent versus 8
percent) and discuss the poor as frequently as the
middle class or rich (7 percent versus 5 percent).
Moreover, as shown in Figure 11-6, we find

that news repo ioning blacks, Latinos, or
the poor armﬂw&%-

tural factors ctors, for over-
weight/obesity. Forty-three percent of <articles

mentioning these groups, compared to 26 percent
of articles that do not mention these groups, cite
social structural contributors to obesity, a differ-
ence that is statistically significant. Coded as a
subset of social-structural factors, cultural causes
ikely to be mentioned when blacks, Latinos, or
the poor are cited (17 percent versus 4 percent),
‘often because—as we discuss below—minori

acks, Latinos, or the poor are also more likely
than those that do not mention these groups to
discuss obesity policy solutions (37 percent ver-
sus 18 percent). As we discuss below, many of
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Figure 11-5. Proportion of articles discussing specific
demographic groups.
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these not only address social-structural problems,
such as access to affordable fresh fruits and vege-
tables, but also seek to educate people considered
unable to make good food and exercise choices,
and to change minority ethnic cultural attitudes
about food and eating.™ Fifty-Tour percent of ar-

ticles that mention blacks, Latinos, or the poor,
compared to 38 percent that do not, discuss how
individual choices lead to overweight, but this
difference is just shy of statlstlcaig'gt.'gnificance
at p < .05 (p = .055). Fifteen percent of articles
mentioning blacks, Latinos, or the poor discuss

Figure 11-6. Percentage of overweight articles evoking
specific frames, by whether or not they
discuss Blacks, Latinos, or the poor.
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biological causes of overweight, compared to 20
percent of articles not mentioning these groups, a
difference that is not statistically significant.

Note that the number of articles that explicitly
mentions blacks, Latinos, or the poor are rela-
tively small, so that most articles that frame obe-
sity as an individual, social-structural, cultural,
or biological issue or mention policy solutions
do not explicitly mention these groups. However,
the fact that certain kinds of frames are more
or less prevalent depending on the groups being
discussed suggests that these news publications
may be reproducing common social assumptions
about these groups. Below, we flesh out these
quantitative patterns with details from the quali-
tative analyses. We discuss news reporting on
(thinness-oriented) eating disorders, overweight,
and binge eating disorder, respectively, in three
separate sections.

Anorexia and Bulimia: No-One to Blame

A typical article on anorexia evokes “complex
webs of cultural factors and psychologicat pro-
cesses” (Isherwood 20035), serving to ditfuse re-
sponsibility amongst several factors. Similarly,
a Newsweek editorial proclaims: ™ Good news:
scientists are developing a better sense of how
genetic and social triggers interact” (Whitaker
2005). In such articles, genetic factors and social
constraints are said to work in tandem, jointly
diffusing focus away from individual blame. In
contrast to how parents are frequently blamed
for their children’s (over) weight problems, the
article cited in the introduction to this article
concludes: “Parents do play a role, but most
often it’s a genetic one. In the last 10 years,
studies of anorexics have shown that the dis-
ease often runs in families” (Tyre 2005). In
other words, when it comes to anorexia there
is, as the title of this article proclaims, “no-one
to blame” (Tyre 2005). Contemporary reports
onm anorexia tend to portray ts as part of
the solution, rather than as pa%%fgt\ﬁ—e_p—?%ﬁgg.
For Instance, an article on anorexia describes
how parents of anorexics “are encouraged to
think of the disorder as an outside force that
has taken over their daughter’s life. And they
are exhorted to be unwavering in finding ways

to feed their child” (Goode 2002).

Even when an eating disorder is described as
beginning with a choice (i.e., to start a diet), the
choice is depicted as a “normal” response to cul-
tural pressures, rather than as an irresponsible or
self-indulgent behavior. For instance, an article
entitled “When Weight Loss Goes Awry” de-
scribes a teenager’s anorexia as beginning with
an innocent diet: “last summer, as friends started
dieting, she decided to lose five to 10 pounds.
Within a few months Amelia, now 15, was on
the death-march called anorexia nervosa” (Kalb
2000). Of course, in a society where watching
one’s weight is a moral obligation, it makes sense
that Amelia would not be faulted for beginning a
diet. Rather, anorexia is viewed as a case in which
good intentions go too far. Amelia is described

as “a straight-A student and cheerleader” who
says “in a weak but determined voice from her
bed at the Children’s Hospital in Denver” that
she “would never want this to happen to any-
body else” (Kalb 2000). The article thus describes
anorexia as something that “happens to” people,
even model teenagers, rather than something
people bring upon themselves. The article states,
“there’s no simple explanation for why intelli-
gent, often highly accomplished kids spiral into
such destructive behavior.” It considers a host
of factors from “obsessive-compulsive disor-
der, depression, low self-esteem and anxiety” to
the “‘reduce fat in your diet’ drumbeat, which
can haunt children who already feel pressure—
from gaunt models or each other—to be thin”
(Kalb 2000). Similarly, absolving anorexics from
blame, the article cited at the start of this article
explains that “For some kids, innocent-seeming
behavior carries enormous risks” (Tyre 2005,
emphasis added).

Despite wide acceptance of dieting as normal
and desirable, many news articles point the fin-

er at the narr nd lar
culture. For instance, discussing anorexia and

bulimia, one articles declares that “the apparent
precipitant of these [eating] disorders seems to be
an overwhelming desire to be thin, thin enough
to walk down a Paris fashion runway, to act in
a Hollywood movie, or to dance with a leading
ballet company” (Brody 2000). In these discus-
sions, African American subculture, and specifi-
cally an alleged preference for larger female bod-
ies among black Americans, is cast in a positive
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nd a culture of thinness promoted by
music videos, but most of them don;
heir dinner into the garbage. The en.
yironment “pulls _the trig%er,”d. A . but I,E’S a child
latent vulnerabilities that load the gun.

interplay_between in-
e co.mole_x int een in

Mﬂd
macro- I L CLOLE, this type of
ﬂo_rt_i_gg_gx_it_igitc;s blame of individual anorex-

ics and their parents.

Wplex illness, sufferers of

eating disorders are not expected.toh“pull them-
selves up by thelr bootstraps. —Rather, they
are depicted_as needing_medical INtErvention.
For example, one article describes an anorexic
14-year-old who, despite wanting “to improve,”
had failed to recover when going it alone: “It
took a second hospitalization at Schneider, the
following spring, before Molly could maintain
a healthy weight” (Hochman 1996). The article
cited at the start of this article similarly describes
how young Katherine was only able to recover
after repeated hospitalizations, because she fre-
quently relapsed when not under direct medical
supervision (Tyre 2005). Such failures are not
seen as evidence of weak-will, as failed diet at-
tempts are, nor are they blamed on their parents.
Rather, they are used to underscore the serious-

ness.of a¥101‘exia as a medical ill that requires
medical in -

Stzi‘e,e?h::heré.e?ting disorder articles expligiﬂ_y
almost al individuals can cure themselves, it ¥
Thue wa)('ls under the guidance of a doctor
which s ersa 1l about new therapies for bulimia 1"
elp theIr)nse}jl d t}:amed nurses coach bulimics ©
ditional ps CV}T-S: Many bulimics do not nef:d tra-
tients will {earlr?ttr lcgherapy. Instead,‘ he said, pr
done is chan o help themselves. “What we ¥
mat,’ said Drg; th%trea,fme.nt into a self-help for
- Fairburn” (Liotta 1999). Yet, whe?

) e

e R———— A

e
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“self-help” for eating disorders is enacted under
medical supervision, curing disordered individu-
als is still presented as the responsibility of an

expert physician.

Obesity: No-One to Blame but Yourself
(and Your Parents)

In contrast to reporting on eating disorders, even
when articles mention more than one cause for

overweight, individual blame usually predomi-
nates. For instance, a Newsweek article explains
That “you can’t pick your parents, but you can
pick what you eat and how often you exercise”
(Barrett Ozols 2005). Thus, genetics does not
provide an excuse for body weight. Rather, the
ammrﬁéﬁm (and, seem-
ingly, their obligation) to make choices regarding
diet and exercise. Similarly, another article cites
new research on “race and weight,” explaining
that “on average, black women burn nearly 100
fewer calories a day than white women do when
their bodies are at rest” but cautions that “the
new findings do not mean that controlling and
losing weight is a hopeless task for people with
lower metabolic rates, just that it may require
more attention to diet and exercise” (Brody 1997,
emphasis added). Again, the reader is reminded
that managing her weight is her responsibility. In

that p_uglf}gg_}ﬁllm.has_b&w@ﬂ)ﬁe@_
_tion (Edgley and Brissett 1990 ), thisresponsibil-
ity carries moral conn

Wmmﬁ%:blame on individ-
uals, news reports also dra nd reproduce
swﬂmm%_%%mﬂ
and ignorant, and of parents of fat children as
néglectful and irresponsible. Thus, such reports
reproduce the negative moral valence of fatness.

For instance, one Newsweek article writes:

Bruce and Lisa Smith never skimped much on food.
Chips, fried chicken, canned fruit, sodas—they ate
as much as they wanted, whenever they wanted. Ex-
ercise? Pretty much nonexistent, unless you count
working the TV remote or the computer mouse.
“We were out of control,” says Bruce, 42. And so
was their son, Jarvae, who is 5 feet 4 and weighs 176
pounds (Springen 2007).

The Smiths’ obesity is portrayed as the direct con-
sequence of a lifestyle of sloth and gluttony. Few

readers would consider working a TV remote or
a computer mouse physical exercise. Rather, sar-
casm is employed to convey disdain and contempt
for the Smiths, who are portrayed as lazy and
irresponsible individuals and parents. This same
article is unrepentant in its blaming of parents for
an alleged impending crisis of global proportions.
It continues: “The problem [of childhood obesity]
is so grave that some researchers predict that the
life expectancy of today’s children could shrink
by as much as five years. The key to reversing the
trend? Parents” (Kalb and Springen 2005). Thus,
individuals and parents are not only blamed for
the onset of obesity, they are held responsible for
“reversing the trend.”

The fix is presented as a matter of common
sense: “One simple way to ger The entire fam-
ity it is to turn off the television and shut down
the computer” (Kalb and Springen 2005). By de-
scribing solutions as “simple,” the authors imply
a logic under which those who have fat children
must be stupid, ignorant, or willfully disobedi-
ent. Indeed, in the context of childhood obesity,
parents (and especially mothers, who are men-
tioned over twice as often as fathers)® are some-
times described as legally unfit to care for their
offspring. This was the context in which Heavy
T, discussed in the introduction, was removed
from his mother’s custody. This type of reporting
reproduces negative stereotypes. Likewise, from
another New York Times article:

(It] is the confounding truth that parents—whether

distracted, oblivious or both—are ultimately to
blame for what their children eat. “Parents were
created for that function,” said Dan Jaffe, executive
vice president for government relations at the As-
sociation of National Advertisers, an organization
based in Washington whose members include food
companies. “I don’t know of any little child who
jumps in the car and drives to a supermarket and
buys their own food” (Buss 2004).

Again, this article portrays obesity as the product
of parental neglect, heaping moral blame on the
parents of heavy children. Another article por-
trays a lawsuit against McDonald’s as absurd,
arguing that it was the plaintiffs own fault for
“gorging themselves so wantonly” on fast food,
whether ignorant of, or indifferent to, the likely
consequences:
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The [two black-girl plaintiffs from the Bronx] in the
McDonald’s lawsuit use their ignorance as an argu-
ment, claiming that if they’d only known about the
nutritional shortcomings of fast food, they certainly
would not have gorged themselves so wantonly. (If
that’s really true, they should consider a lawsuit
against their parents for endangering the welfare of
their children rather than a suit against McDonald’s)
(Kuntzman 2002).

The word wanton is often used to indicate lewd
or bawdy behavior and is clearly moralizing.
Similarly, to gorge is to consume greedily, thus
conjuring up gluttony. Thus, these girls are rep-
resented as immorally stuffing themselves with
food. That they did not know any better is men-
tioned as grounds for a lawsuit for neglect against
their parents. Also evoking parental responsibil-
ity, a letter to the editor in Newsweek (2000) asks
“Are adults who permit their children to eat as
they please (meaning anything and everything)
supremely ignorant or genuinely abusive?”

In that heavier bod ight is negatively asso-
) ith socioeconomic s and given that

i) ¢ higher body mass
an whites, any discourse that blames people for

weighing too much risks reinforcing class and ra-
‘Cral stigma. This is even more true when news re-
~portsfocus on cases of overweight among blacks,
Latinos, or the poor. Moreover, many news articles
explicitly blame ethnic communities for contribut-
ing to higher rates of obesity amongst their own.
For instance, an article reporting on a women’s
health study states that “more subtle societal influ-
ences, like differences in acceptable body images
among different ethnic groups, all contributed to
greater obesity among women with lower incomes
and those in certain ethnic groups” (Santora 2005).
eged obesity epidemiic. For mstance, a 2003 New
York Times article discusses how Latino culinary
preferences contribute to overweight among La-
tino children: “[Mr. Batista] says some cultural
habits are simply getting the best of his people. La-
tinos eating vegetables? Come on, he says, raising
his hands in frustration. ‘We don’t eat vegetables.

It’s rice and beans and meat. It’s very natural’”

(Richardson 2003).

Another article, discussing the higher rate of
overweight among minorities in inner cities,
quotes a news source who acknowledges that “it

is easier and less expensive to eat fast food -
very difficult to find, in some of these neighb,.
hoods, appropriate foods, fruits, and vegetable
at a reasonable price” (Braiker 2003). But the ,,,
ticle then shifts to a focus on ethnic culture:

In the end, she says, “it will take a culture change»
to reverse the trend . . ._“Eati is syp.
onymous with whiteness for some of these kids »
[an activist] says. They it be like, “Salmon? Thyp,
white people food.” There are ways to make j;
more accessible; the first part is about educatiop,
(Braiker 2003).

|
H
t
?

Thus, ethnic minorities are depicted as backwarg
or ignorant and needing to be educated in proper
food choices and preparation, thus reproducing
stereotypes based on race as well as body‘_/siie,

Consistent with such™ stereotypes, many of
the policy interventions discussed seek to edu-
caté peopte—and especially ethnic minarities—
to make better choices. For instance, an article
chronicling a public health intervention in 4
southern black community describes a recipe
for “low-fat catfish” developed by nutritionists
as “one of a series [of new recipes] showcasing
revered family recipes purged of their sins by
two Auburn University nutritionists” and notes
how a leader of a public health intervention “re-
cited a litany of virtuous eating for her largely
female audience” (Markus 1998). The moral as-
sociations with food and eating in this article are
striking. As with articles on eating disorders, this
article identifies mothers as a crucial part of the |
solution, recounting how these interventions re- |
cruit minority mothers as “cheerleaders for good |
health” (Markus 1998) and target them as the
preparers of food for their families: “We’re build-
ing on community talent with women who are
cooking for their children and passing on behav-
ior patterns to their children and their children’
children” (Markus 1998).

Binge Eating Disorder: A Need for
Self-Control

Articles that discuss binge eating disorder in de-
oriented eating disorders articles and of arti 1

%@Ev’ve_ig_mkunderscoring the exten h;)CC ]
this condition straddles the symbolic space
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tween usually polarized conceptions of body size.
Ultimately, however, binge eating disorder is more
firmy situated = ing” frame; de-
picting suff ing_“self-control” more
than medical assistance. For instance, in an ac-
count of her personal struggle with bmge eating
disorder, reporter Jane Brody (2007) writes: “My
despair was profound, and one night in the midst
of a binge I became suicidal. I had lost control of
my eating; it was controlling me, and I couldn’t
go on living that way.” A psychologist helped
Brody resist suicide but “was not able to help
me stop binging. That was something I would
have to do on my own.” As with eating disorder
victims in other accounts, this binge eater is pre-
sented as needing help from a doctor or therapist,
but ultimately, as with overweight, it is ‘slgjgﬂe_s_tgc_i
that she needs to control overeating on her own.
“Two articles that discuss binge eating disorder
argue that the most important reason binge eat-

ing disorder needs to be faken sertouslyis because
it makes it more difficulf To-sweceedatweight-

losg, In other words, the concerm wi iev-

ggiwwwm
scussions of nvprurmoht_cppm_gw
general concerns about eating disorders as psy-
mcal problems. One article explaims: “The
importarceof binge eating disorder is that peo-
ple who fit these criteria do worse than others
in weight management programs” (Alter Hubel
1997). By focusing on the importance of weight
loss, these articles obscure or downplay the psy-
chiatric symptoms experienced by binge eaters,
which have been shown to have negative health
effects independent of body size (Telch and Agras
1994 ). Another article draws upon binge eating
disorder’s relationship to overweight in order to
depict it as a public health risk: “Because of the
disorder’s close link with obesity . . . it’s a major
public-health burden” (Springen 2007), a theme
that we never encountered in discussions of an-
orexia or bulimia.

Further, while feminist authors have identi-

fied binge ulsiv ting as
serious “eating problems,” which—like anorexia

and bulimia—often “begin as ways women

eaters” who have an “ordinary, if unfortunate,
human behavior” (Bakalar 2007), and a few ar-
ticles express concern that binge eating disorder
has been “invented” by greedy drug companies.
For instance, another article quotes an eating
disorders researcher who says, “Outside North
America, it’s basically a laugh . . . No one thinks
it’s a serious condition . . . These are overeaters”
(Goode 2000). In other words, there is resistance
to giving binge eating disorder the status of a full-
fledged eating disorder like anorexia or bulimia,
for which outside forces of biology or culture—
rather than individual choices—are to blame.

DISCUSSION AND CONCLUSION

Previous research has shown that the news media
frame obesity as a moral problem of gluttony
and sloth (Boero 2007) and overwhelmingly
blame bad individual choices (Saguy and Almel-
ing 2008), despite i mcreasrng discussion of social-

structural factors over time (Lawrence 2004).

Extant work, however, has been limited either
analytically—by, for instance, not examining the
role of gender, class, or race (Lawrence 2004)—
or methodologically, by relying heavily on a small
(Boero 2007) or nonrepresentative sample (Saguy
and Almeling 2008). In contrast, the current
study draws on a relatively large and represen-
tative sample of news reports in the New York
Times and Newsweek, while harnessing the ana-
lytical power of both quantitative and qualitative
analysis. Moreover, the systematic comparison of
reporting of overweight/obesity with reporting on
eating disorders—a first on its kind—allows us to
tease out the effects of negative attitudes about
fatness from generic media routines that favor
morality tales and the tendency in the United
States to individualize responsibility for health
(Fitzpatrick 2000; Lupton 1995; Tesh 1988). We
find that, in the contemporary U.S. society where
thinness 1s highly prized, news articles are less
i mdividuals for being (or Tryimg

ﬁ) be) too thin than they are to blame them for
“being too fat. This suggests that, more generally,”

numb pain and cope with violations of their boa
ies” and are “a logical response to injustices”

(Thompson 1994:26), our news sample descﬁbes
individuals with binge eating disorder as “over-

cultural values shape how the news media assign
blame and responsibility. In turn, such reporting
is likely to reinforce and naturalize such values.
This article further suggests that, depending on
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how they report on the demographics of a given
condition, the news media may reinforce group-
based stereotypes.
Specifically, the association of heavier bod-
ies with gluttony and sloth and thinner bodies
m and responsibility, leads our newsl
$
and biological forces beyond their control, while

biaming the-obesefor-thetrweight, which, in turn,
remforces these origimat-assocrations. Our sample

of news articles tends to deny binge eating dis-
order, in which sufferers eat Targe quantities of
food and tend to be heavier, the status of a “real”
eating disorder, reframing it instead as ordinary
and blameworthy overeating. MOreover, because
“norexia and bulimia are described as more often
affecting middle class white girls and women, the

-analyzedIeWs reports on these disorders reinforce

8 men
as victims. ince overweight/obesity is described

as a problem most common among the poor and
TIIMIOTITiEs, Such news reporting 0N ODESIty rein-
forces stereotypes of poor minorities as ignorant
or willfully dehiant of health guidelines. While ar-
~Ticles discussing blacks, Tatinas—or the poor are

niore tikely to blame weight on social-structural

factors, they are also more likely to blame ethnic
references omen or ethnic cuisine.

These findings have important Substamtive 1m-
plications. To the extent that reporting on bigger
bodies as a health problem reinforces the negative
stigma associated with being heavier, women—
who suffer more from weight-based discrimina-
tion (Puhl et al. 2008)—will bear the brunt of this
stigma. Women, the greater consumers of medical
—weight-loss interventions, including weight-loss
diets, drugs, and surgery (Bish et al. 2005; Santry,
Gillen, and Lauderdale 2005), are also likely to
increase their use of these costly and often risky
interventions. As higher body weight is increas-
ingly discussed as a medical and public health cri-
sis, men may increase their consumption of these
products as well. Moreover, characterization of
obesity as an “epidemic”—warranted or not—
creates a sense of urgency and potentially justi-

fies forms of regulatory intervention that would’

otherwise appear excessive (Lupton 1995). Given
the greater vulnerability of the poor and ethnic
minorities to surveillance, we can expect regula-
tory intervention to target these groups.

Demand for increasing] sures may
come in response to images of fat populations
“wantonly gorging” themselves and allowing the;,
children to do the same, thereby bringing diabete
and heart disease upon themselves, their familie
and their communities. Removing children frop,
their homes, like Heav}ﬁ&f@ﬁ?@}n,
troduction, is the most chilling example of syc
punitive measures. Anamarie Regino is anothe
such child who was wrested from her parents by
state officials, in her case at the age of four years
(Belkin 2001). The state of New Mexico justified
putting her in foster care on the grounds that her
weight was both life threatening and her parents
fault (Belkin 2001). In Anamarie’s case, her fam-
ily’s Latino ethnicity was taken as further evidence
of her parents’ ignorance and inability to care for
her. Despite the fact that Anamarie’s mother was
born in the United States and spoke fluent English,
the social worker’s affidavit stated that, “the fam-
ily does not fully understand the threat to their
daughter’s safety and welfare due to language or
cultural barriers” (Belkin 2001).

As these examples show, the way in which body
size and eating are framed in public discourse has
far-reaching consequences for individual behav-
ior, public policy, and social control. Because of
their visibility and cultural authority, the news
media are important sites of meaning making
and merit serious attention from sociologists. We
hope that others will join us in investigating, not
only the content of news reporting on eating and
body size, but also its ramifications for individual
behavior, interpersonal relations, public policy,
and personal freedoms.

NOTES

1. The definition of “overweight” and “obesity,” and
even these terms themselves, are contested. Fat
acceptance activists, who advocate for civil rights
on the basis of body size, argue that these terms
pathologize normal biological variation and reclallff’l
the word “fat” as a neutral descriptor like “tall
or “short” (Cooper 1998; Wann 1999). Similarly
many feminist scholars have avoided the terf
“eating disorder” because it situates “disorder
within individuals rather than in complex soc?
structures. We do not use “overweight,” “obesit}
or “eating disorders” because we endorse a medic?
or public health framing, but because we seek 10

—
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establish how these particular terms have been con-
structed in the news media. We note that a search
for articles using the term “fat” produced very few
relevant articles, which is not surprising given that
this word is still taboo in most social circles in the
contemporary United States. An article search using
the term “eating problems” was similarly unpro-
ductive. For stylistic reasons we do not place the
terms “overweight,” “obesity,” or “eating dis-
order” in quotations throughout the article, but we
wish to be clear that this is the spirit in which we
use them.

2. However, new evidence suggests that bulimia—but
not anorexia—may be more prevalent among poor
minority, compared to middle class white women
and girls (Goeree, Ham, and lorio 2009).

3. Note, however, that following research trends, there
is increased discussion of nonwhites with eating dis-
orders in our sample over time, with 29 percent of
the 2002-2005 sample metioning nonwhites, com-
pared to 8 percent of the 1995-2001 sample.

4. Race and class are often conflated in news media
discussions of obesity, by, for instance, discussing
“the poor and minorities” as a group or by using
examples of poor members of ethnic minorities
to illustrate larger discussions of, say, “black” or

“Latino” culture.
5. On mother blame, see the work of McGuffy (2005).
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FroM LYDIA PINKHAM TO QUEEN LEVITRA: DIRECT-TO-

ﬁCONSUMR ADVERTISING AND MEDICALISATION

Peter Conrad and Valerie Leiter

INTRODUCTION

The medicalisation of life problems has been
occurring for well over a century (Conrad and
Schneider 1992, Shorter 1992, Wertz and Wertz
1989) and may have increased in the past 30
years (Conrad 2005, 2007). Medicalisation oc-
curs when previously non-medical problems are
cfined an medi ems, usually

in terms of 1llnes¥es or dtsorders, or when a medi-

cal intervention is used to treat the problem. In

arecent article we argued that the lEush towards
medical markets than rofessionals’ desire
to expand their jurisdiction (Conrad and Leiter
mﬂUTTMﬁecently suggested that
the shifting engines of medicalisation include bio-
technology, managed care, and consumers.

In this paper we examine one strand of medi-
calisation over the last century and a half: the
role of direct-to-consumer advertising (DTCA) in
the medicalization of life problems. To do this we

a great relativiser. By contrasting drugs that were
promoted 130 years apart we seek to reflect more
clearly on the potentials and pitfalls of DTCA in
the 21st century.

PATENT MEDICINES IN THE
19TH CENTURY

It is important to recall the context of medicine
in the 19th century. For example, in the US medi-
cine was not a particularly prestigious prores-
Stom; with often poorly trained practitioners and
extremely limited n‘q_e—dzlal"kﬁﬁfﬁ‘gfﬁmn the
American Medical Association (AMA) was or-
ganised in 1847, among its goals were the im-
provement of the image of medicine and gaining
control over the licensing of physicians (Freidson
1970). The public was ambivalent about the in-
vasive and heroic medicine that most physicians
offered, and lﬁggiia_liw\erer‘;;in_%; places to go
to die. In many communitics in_America there
—, T oo

were no trained physicians; 50 self-help was an
important alternati ical care. One sector

compare patent medicine advertising with con-
Emﬂfﬁﬁghtmg the role of federal
regulation of harmimm%rtising as
m&mfmm-dmmg-m

century. We rely primarily upon secondary data
Sources plus some primary Congressional docu-
ments on DTCA in our analyses. This historical
comparison allows us to analyse current DTCA
practices not as a new development, but as hear-
kening back to the patent medicine era, and
to analyse the role that the medical profession
played in creating and maintaining constraints
on the advertisement of pharmaceuticals. Lydia
E. Pinkham’s Vegetable Compound was an ex-
emplar of advertising in its time, and erectile dys-
function drugs, including Levitra, are exemplars
of the contemporary DTCA era. History is often

of medical care was so-called ‘patent medicines. .

Medicines could be divided betweemn ethical’
drugs of known composition arﬁhggt’egt_d_r_ggs
6F undeclared composition. Atter the Civil War,
there was a growimg division between ethical drug
firms and patent medicine firms (Spillane 2004).
The ethical drug firms attempted to distance
themselves from patent m@m
align themselves with the fledgling medical pro-
fession by adopting the AMA code of not adver-
tisine directly to the public (Starr 1982). ‘Indeed,
{Fe ethical firms took great pains to publicise the
fact that they di frect advertising

a'EpEIE fo the gereratpubtic; but c@@ their
sales pitches to persuading doctors and druggists
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of the superiority and reliability of thcg_ﬁll_\'d_b
(Spillane 20027

Patent medicines in the US originated in Britain
and were imported until entrepreneurs discovered
the potential domestic market (Young 1961).
They were not actually patented but were propri-
etarv drugs with secret or unhisted formulations,
with a copyrighted trademark. Patent medicines

companies bDOrrow
of medicine_ wh

iﬁc‘l\\sc‘I\'CSEULMFS. advertising their treg
ments ;13411(_‘;\[)(‘!'. S.’.lft‘l‘ lCSS brum ang qui¢ ‘L‘tr
Nostrum advertisers ‘lmmﬁ—rm
man (sic) is vulnerable to the power OfSU?’?'L‘sti()K

and sought to make him sick so they ¢&uldT; .
him well". (Young 1961: 184). As one analyg

were adve o the public, encourag-

ing consumers to medicalise everyday symptoms,
such as being_tired or nervous, through selt-
] sis and self-medication. By the T830s ‘the

medicine taking habit was nstilled by large usage
in the American people. People wanted to take
something and many doctors prescribed to de-
mand’ (Young 1961: 158). Patent medicines were
advertised widely in Britain as well. For example,
Thomas Holloway, a patent medicine merchant
and later philanthropist, in 1880 spent 50,000
pounds, a great sum at the time, on advertising
nostrums that made him wealthy but were later
deemed to have little medicinal value (Harrison-
Barbet 1994).

There were no limits on what manufacturers or
sellers could claim; it was caveat emptor for con-
sumers. At first, cure-alls of the snake oil variety
were promoted but manufacturers soon discov-
ered that marketing drugs for specific_aillments
was more profitable TApplegate 1998). Most of
these nostrums were promoted with wildly ex-
cessive claims as cures for cancer or arthritis,
remedies for baldness or small busts, or restorers
of manhood. Almost any possible problem could
yield to patent medicine cures.

Advertising for patent medicines went directly
from the manufacturer to the consumer. The in-
vention of cheap pulp paper for newsprint helped
create an important route for patent medicine
advertising. Nostrum advertising accounted for
nearly oné-third of profits in the newspa S1-
ness.—In 1847, 2000 newspapers ran 11 million
‘medicine ads’ (Anderson 2000: 38). By the 1870s,
a quarter of all advertising was for proprietary
drugs. Dr. James C. Ayer pioneered saturation
advertising for his best-selling Cherry Pectoral,
by running ads in every newspaper in the US (An-
derson 2000: 41).

wmmwle
experienced (e.g. fatigue, pains, indigestion,

sleeplessness, headaches), contributing to a cul-
;/.ﬂ-

suggests, ‘Medicine manufacturers didn’ Collegt
orders and thenTi > A5 WS the practice wig
other goods. Rather, they created a steady sy
of the product, and then generate and
[Anderson 2000: 11). By the early 20th cen Uty
Americans shelled out $75 million a year, whig
translates into $1.6 billion in current buying
power for patent medicines (Crossen 2004: B1),
Patent medicines were at their zenith at the turm
of the century, with over 28,000 nostrums, few as
successful or well known as Lydia E. Pinkham’s
Vegetable Compound (Young 1961).

Lydia E. Pinkham’s Vegetable Compound

After the financial ‘pani¢’ of 1873, the 54-year-
Lydia Pinkham, an abolitionist and school
teacher, saw a business opportunity. She added
ingredients to a herbal formula that her husband
had received as part of a settlement for a debt and
made it into a proprietary medicine, which she
brewed and bottled in her cellar in Lynn, Massa-
chusetts. Two years later, upon the advice of her

son, she began marketing her product as Lydia

E. Pinkham’s Vegetable Compound for ‘women’s
weaknesses,’ includi nm&
dlls* (Pinkus: 2002). The compound had a pun-

gent odour and a sharp aftertaste, and is thought
to have contained black cohosh (roots and stems
of a perennial herb), fenugreek seed, and at least
18 per_cent alcohol (as a preservative, because
Pinkham was a temperance supporter).
Pinkham was a pioneer in DTCA. After placing
an elaborate first page newspaper ad in the Bos-
ton Herald in 1876, sales of the product rose sig-
nificantly, and Pinkham became convinced of the
value of advertising. In 1879, her son suggeste
that she place a likeness of herself on the label,
replete with hergfandmo Tes. sales of
her product incfeased dramatically ang her pic-

b
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re became one of the' most .well known female
images in print at the time (Simmons 2002). She
encouraged women to write to her in confldeqce
for counsel, and answered their letters, a service
which continued even after her death in 1883.
These letters offered sterling testimonials of the
product’s efficacy. .

Over the years, more maladies were added to
thé adverti : > an ad in
; imes proclaimed:

LYDIA E. PINKHAM’S VEGETABLE COM-
POUND Offers the SUREST REMEDY for the
PAINFUL ILLS AND DISORDERS SUFFERED BY
WOMEN EVERYWHERE. It relieves pain, pro-
motes regular and healthy reoccurrence of periods
and is amm
maturity. It strengthens the back and the pelvic or-

gans, bringing relief and ‘comfort to tired-wormen

who stand all day in home, shop and factory.

Leucorrhea, Inflammation, Ulceration and Displace-
ments of the Uterus have been cured by it, as women
everywhere gratefully testify. Regular physicians
often prescribe it. Sold by all Druggists $1.00 (cited
in Applegate 1998: 80).

Lydia Pinkham’s advertising to consumers was
innovative and ubiquitous. Her Vegetable Com-
pound was everywhere; her face was on labels,
in newspaper ads, on fences in rural America, on
trading cards, and in drug store displays. Very
few nostrums had such wide recognition. In 1912
sales exceeded $1 million. In 1914, in response
to federal regulation, the han

formula to_remove the alcohol so it would not

be taxed as an_alcoholic beverage and modified
its claims about effectiveness (Applegate 1998).
After 1925 or so, sales of the product declined.
The patent medicine companies’ DTCA had been
wildly successful for some companies but, in-
creasingly, it was opposed by the medical profes-
sion and other articulate critics.

CAMPAIGNS AGAINST PATENT
MEDICINES AND DTCA

In Paul Starr’s (1982: 128) words, ‘The nostrum
makers were the nemesis of physicians’. Lhey

competed with physicians for medical business,
offered supposedly safer but unproven cures’,

and undercut the authority of medicine. Patent
TedIcImes, with secret formulas and advertising

to the public, posed a threat to physicians’ still
fledgling professi irations. Both patent
medicines and physicians grew in popularity and
use in the late 19th century. In fact, despite the
competition, W%@'
cines in their practices; by one count, in one
per cent of physicians used patient medicines, in-
creasing to over 20 per cent by 1902 (Starr 1982:
130). By another count, 90 per cent of doctors

were prescribing proprietary medicines (Young
1961: 160).

The medicg! %Eggggsion’s concern about patent
medicines manifested itself in a variety of cam-

aigns against the industry. In 1900 the AMAX
started a campaign ‘to make the “Tegftimmate pro-

prietary drugs” respond to the ethics of medi-
cmsclosing formulas and
not advertising directly to the public (Starr :
129). The AMA announced it would stop taking
patent medicine advertisements around this time,
then relaxed their standards for revenues’ sake.
As Young notes, ‘In 1905, JAMA did not have as
many bad ads as many medical journals, but that
is only faint praise’ (1961: 207). Medical journals
and newspapers continued to rely on patent med-
icine advertising as a major source of revenue.

In 1906, the AMA set standards for both adver-
tisif§ and prescribi dications with the pub-
IW_M?)WQ (Starr
1982: 131). Drugs were not accepted if their
manufacturers made false advertising claims, re-
fused to disclose their drugs’ composition, adver-
tiﬁgﬁmﬂummm&gwﬂabﬂ-ﬂ-
age or circular listed the diseases for which the
drug was used” (Starr 1982: 132). Ethical drug
cma ‘gentleman’s agreement’ with
physicians, under which physicians wourd fegiti-
mise the drugs with the ‘ethical label and the
drug companies would acknowledge physicians’
authority to diagnose illness and determine @
ments. This agreement did not guarantee that
ﬂ'rfgs’ were safe, as ethical drugs might contain
mrsenmgtmm
nmean drug companies would Be hon- .
est about the contents of their wares, would
knowingly make fraudulent claims about their
efficacy, and would not bypass physicians’ au-
thority. The Tine was drawn. Companies could
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advertise to physicians only or they could not

TaveraseTophsicRs T all. Despite losing rev-
WFTJMQ_@MA
or drugs that the AMA listed as fraudulent.

Muck-raking journalists were also on the case
of exposing useless potions that were sold in the
name of health. In 1903 the Ladies Home Jour-
nal published an exposé on the dangers of pat-
ent medicines. Samuel Hopkins Adams’ in-depth
investigative series, ‘The Great American Fraud’,
published in Colliers Weekly in 1905, really made
the public case against patent medicines. The ar-
ticles named specific names and identified specific
false promises and deceptions made in patent
medicine advertising. The writers and editors of
these magazines advocated for federal regulation
on the promotion and sale of patent medicines
(Applegate 1998).

Some states had already considered regulat-
ing patent medicines, but they were ‘easily out-
matched by the well funded lobby of the Proprie-
tary Association of America’ (Crossen 2004). The
AMA distributed 150,000 copies of these articles
from 1905 to 1910 (Starr 1982: 130). Adams’
investigation, along with Upton Sinclair’s The
Jungle, a muckraking exposé of the meat packing
industry, the AMA’s campaign against nostrum
marketing, and scientist and crusader Harvey W.
Wiley’s work with Congress, finally resulted in
the Pure Food and Drug Act of 1906, the first fed-
eral legislation to control drugs and medications.

FEDERAL REGULATION AND
DRUG ADVERTISING

The Act put constraj ising and market-
ing, stating that manufacturers had to print accu-
rate ingredients on the label, they could not make

Talse or exa i the Tabel; amd that
rugs had to meet certain standards of purity. As

one indicator of the Act’s impact, the 1897 Sears
Roebuck catalogue had 17 out of 770 pages dedi-
cated to the ‘Drug Department’; the 1908 catalogue
had fewer than two pages of 1200 on drugs (Isreal
1968 cited in Pinkus 2002). The federal law was
amended in 1912 to include claims of effectiveness
and in 1920 to cover newspaper advertising (Starr
1982:132). By 19185, Lydia E. Pinkham’s Vegetable
Compound had to cease advertising specifically for

women’s disorders and instead made the innog,
ous claim, ‘Recommended as a Vegetable Top;,
in conditions for which the preparation has beg,
adapted’ (Starr 1982: 132).

Between 1906 and 1980, the FDA consolidateg
regulatory authority over prescription drugs apg
gained jurisdiction over all communication frop,
the pharmaceutical industry. Likewise, in the firy
half of the 20th century, physicians continued t,
solidify their medical authority over diagnosis of
illness and prescribing drugs as treatments (Star
1982). Both the professi medicine and the
FDA operated 0 constrain the advertising of
@rmaceutic?ﬁ during most of the 2Uth century,
thereby also constraining consumers’ access to
pharmaceuticals to treat their aches and troubles,
This concurrent consolidation of medical and regy-
latoryauthority began to break down in the 19§0s,
o ——

THE EMERGENCE OF DTCA OF
PRESCRIPTION DRUGS: 1981-19%

Direct-to-consumer advertising for prescription
riedicationstas Fuslled the medicalsation thi
analysts noted as InCreasing in Western societies
in the 19805 (Coritad T99Z). DTCA has becon
a major source of expanding medical markets
and public engagement Wi rcal solutions
for life’s conditions and problems (Conrad and
Leiter 2004).

In 1981, Boots Pharmaceutical (a British firm)
issued the first DTC broadcast ad for an ibupro-
fen product called Rufen and Merck Sharp &
Dohme advertised a pneumonia vaccine called
Pneumovax (Pines 1999). According to Pines,
who was at the FDA at the time, the FDA first
response was shock, and ‘Physicians at the FDA
generally felt that suc v 5 inap-
m%igg’ (1999: 492). Yet the very next yeas
FD ommissioner Arthur Hull Hayes, Jr. gav
a speech before the Pharmaceutical Advertisiog
Council, in which he stated that, ‘In sum, my 1™
pression is that we may be on the brink of the
exponential growth phase of direct-to-consum

promotion of prescription products’ (U.S. Houst
of Representatives 1984: 1).

In that SML@%QJ%
dynamics between patients, physiciafs,

maceutical comEamg§:
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Theré was a time when prescription product adver—
tising to COTsumers was limited to an occasional
institutional ad. Physicians were your industry’s
sole target audience. Patients had an insignificant
5T choosing prescription products they were
given. Generic drugs were not yet an issue. The
demographics of consumer publications were such
that a very high percentage of the exposures paid
for by a prescription product advertiser would be
to people who could not possibly use the product.
And members of the advertising profession did not
want to run the risk of offending physicians by ap-
pearing to circumvent them or undercut their free-
dom of judgment.

It is no longer so. One result of the consumer move-
ment has been increasing numbers of patients who

demand a role in The selection of all their health
_care products. The Physicians Des erence—as
Charlie Baker would be pleased to tell you—is a best
seller. It’s difficult to remember the last time that the
weekly book best seller lists didn’t include several
volumes about prescription drugs and health care.
Specialised health magazines have proliferated. And
90 per cent of prescriptions are now for drugs no
one heard of only a generation ago (U.S. House of
Representatives 1984: 23-24).
Web(M])

Hayes’ speech descri ift to more consumer-
eman ealthcare, with lay persons playing a

arger role 1n eir_own needs and
treatments, opening the door to increased medi-

calisation by health ° mers’.

mﬁﬁc—hﬁhe FDA commis-
sioned a study of physicians and pharmacists
regarding patients and prescriptions, and the US
House Subcommittee on Oversight and Inves-
tigations sent out letters to 37 pharmaceutical
companies asking for their position on DTCA
(U.S. House of Representatives 1984). Not sur-
prisingly, almost all of the response letters said
that the companies would engage in DTCA if
their competitors did so. What is striking about

the letters is that they were almost unanimous
in_their negative responses to the potential of

QET_"QiWayne Davidson, president of the U.S.
Pharmaceutical and Nutritional Division of the

Bristol-Myers Company, wrote:

It will be very difficult, if not impossible, for a fed-
eral agency (FDA or FICTJ to distinguish between
wheg T4

w “diagnosis is possible and when1t 1s not.
Where the Tine 15 drawn will begre-sabject of much

o Do g
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legal controversy. We are of the opinion it is much
better not to attempt to draw the line, but to pro-
hibit this type of advertising to the patient consumer.
This type of advertising will also put the prescrib.
ing Qrofessionmmm
with their patients, just the reverse of the most pro-

mship. . . .(U.S. House of Representa-
tives 1984: 89).

Similarly, Thomas Collins, president of Smith
Kline & French Laboratories, replied:

We do not believe that PDAC [Prescription Drug
Advertising to the Consumer] is a good idea. . . .We
believe that the chances for damaging doctor-patient
relations and for encouragingcostly competitive bat-

fles are real, while the likelihood that meaningful
meﬂ. We certainly
welcome, let me stress, the increased consumer par-
ticipation in health decisions in recent years. It is well
for patients to take part, to the extent they wish, in
decisions affecting their care. It is however very im-
portant to differentiate the capabilities of advertis

inform, but it is not education; and PDACshould

not be portrayed as part of the education process
(U.S. House of Representatives 1984: 152-3).

Both of these letters voice concerns about con-
sumers’ ability to selt-diagnose, essentially ques-
tioning consumers medicalisation of their own
‘problems and highlighting the important role that
physicians play as gatekeepers icalisa-
tion process.In September of 1982, at the begin-
ning of these explorations, the FDA requested
a formal, voluntary moratorium on DTCA
(Feather 1998 cited in Pines 1999). In 1983, the
FDA issued a policy statement calling for a ‘pe-
riod of cautious restraint on the part of would-
be prescription drug advertisers’ (50 Fed. Reg.
36677 (1985)). Then in 1985, the FDA withdrew
its moratorium, concluding that ‘for the time
being, current regulations governing prescription
drug advertising provide sufficient safeguards to
protect consumers’ (50 Fed. Reg. 36677 (1985)).
According to Pines, the FDA’s policy change was
‘not intended to open the floodgates for DTC ad-
vertising. On the contrary, it was a reluctant rec-
ognition by the agency of a new trend, and was
intended to ensure that FDA had jurisdiction and
that the industry had a framework within which
to consider DTC advertising’ (1999: 493).




Thesio > BTCA \e0ds Yo medicali wakion .

306 The Social Organization of Medical Care

After the FDA withdrew the moratorium, com-
panies increased their print advertising consid-
erably, with companies spending $12 billion in
DTCA in 1989 (Medical Advertising News 1999
cited in Pines 1999). However, the cumbersome
‘fair balance’ and ‘brief summary’ requirements
indirectly kept companies from engaging in DTC
broadcast advertising, constraining their out-
reach to consumers.

DTCA COMESTO TV:
1997 ONWARD

On 8th, August 1997, the FDA issued draft
guidelines for DTCA of product-specific pre-
scription drug broadcast advertisements (62 Fed.
Reg. 43171), which described how television and
radio ads might fulfill FDA requirements for ‘ad-
equate provision’ of product information and a
‘major statement’ of the drug’s major risks. Prior
to this, these requirements made 1V drug adver-
tising all but impossible.

Under this new interpretation of the regula-
tions, the FDA would allow DTC broadcast
advertising if the advertising would provide
consumers with the product’s approved label-
ling information through one of four sources: a
't_o'l%free telephone number that Consumers could
call; a concurrent print advertisement containing
a brief summary of risk information; a web page
(ORL] that included the package insert; or ad-
ditional product information from pharmac1st‘52
physicians, or other healthcare providers (Food
and Drug Administration 1999). The FDA also
announced that it wanted the industry to con-
duct studies of the effects of DTCA and that it
would evaluate the policy in two years (Pines
1999). On 6th, August 1999, the FDA issued its
final guidance for DTCA of prescription drugs
(64 Fed. Reg. 43197), making very few changes
to its original guidelines.

Three types of prescription DTCA would be
permitted: product claim advertisements, which
inctuded the product name and specific therapeu-
tic_ claims; reminder advertisements, which gave
the name of the drug but did not state its use;

and so-called help-seeking advertisenients, which
told consumers about unspecified treatment pos-
sibilities for diseases or conditions (Goldman

2005). From our perspective, all three contribye

to medicalisation, with the help-seeking ads the
1iost likely to promote It.

~This shift in policy was controversial. Those sup-
porting the change suggested that there would }
a public health benefit, depicting broadm
as ‘an exceltent way to meet the growing demand
for medical information, empOWering Consumers
By educating_them_about health conditions and

ossible treatments’ (Holmer 1999 quoted in Hol-
lon 2005). oiced reservations, especially
regarding how DTCA could lead to overprescrib-

ing, how it emphasised newer and more expensive
medicines over cheaper existing ones, and tegard-
ing "the medicalising of normal human experience’
(Mintzes 2002, Frosch et al. 2007).

Broadcast DTCA has grown enormously in the
past years, up from $55 million in 1991 to $4.2
billion in 2005 (USGAO 2006), with 330 per cent
growth in DTCA from 1996 to 2005 (Donahue
et al. 2007). The ads focus on chronic problems

affectin eople, with large
potential treatment populations and long term

usage, including drugs for allergy, anxiety, ohe-
sity, arthritis, erectile dysfunction, and high cho-
lesterol. About 20 prescription drugs make up 60
per cent of the pharmaceutical company spending
on DTCA (Hollon 2005) and advertising for one
specific drug can have ripple effects for all drugs
that are touted for a particular condition. The US
Government Accountability Office has estimated

that ‘each 10% increase in DTC spending within
a drug cmmwslﬁm%—i%
(ZWngsmtmmmle
dysfunction have become common, especially on
television.

DTCA AND ERECTILE
DYSFUNCTION

The Viagra story is by now a familiar one. W
need not repeat it in detail here (see Conrad an
Leiter 2004, Loe 2004) but will review some
points that are relevant to DTCA and medicalis
tion. In 1992 a consensus conference officially &

belled what used to be called wﬁ‘%‘}gﬁ
A

tile dysfunction’ and as a biogenic rather t
;ytﬁﬁﬁlc problem. In Marc% T99S, the Tl b
pproved Viagra (sildenafil citrate) as a tr¢d
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ment for this condition. In the early da;z_s it was
marketed primarily to older men wit erectile
problems apgigx_mﬂl__v__ch_T le dysfunction associatéd
“Evi—t]-._?o-st te cancer, diabetes, and other medical
ML% 2004). Estimates for prevalence
E;Eg’ea_ffbm 10 million to half of all American
men (Laumann et al. 1999). The market potential
was not lost on the drug companies, so within a
short time Pfizer Pharmaceuticals began advertis-
ing Viagra more broadly. With an ageing popu-
lation, a high prevalence of erectile dysfunction,
and an even broader concern with sexual perfor-
mance, the potential market was huge. DTCA ex-
Eanded the market to include virtually any man

might consider_himself as having erectile

roblems or just wanted a boost in performance

(Conrad and Leiter 200%) Withim a few years of

Viagra’s introduction, pharmaceutical competi-
m

tors came on the scene. ot » pet EE‘ m\gg}‘ N
itra was introduced in 2003 as"3 Fas et rug

with fewer adverse effects than Viagra. Levitra ads
e

focused more on recreational uses, targeting ‘men
who may have successful seég_i E’ggshigﬁs Eut
sim ality or duration
DTCA spokesman for Levitra was Mike Ditka,
a former hardnosed football coach and Hall of

Fame player. Levitra became an official sponsor
of the_Na_ﬁmal_Ml&lll_l_Iﬁ%(NFL) and 1n
2004 became the first pharmaceutical ad durin

the Super Bowl with its DE‘ viira Challenge’. In the
week after the Super Bowl, Levitra prescriptions

grew by 15 per cent (GSK news release 2004).
However, there may be limits to what kind of
DTC ads are acceptable for television. The FDA
SWJW%&@'S:LZT:—F‘Wf Levitra,
to pull its 15-second spot of ‘My Man’ ads that
promoted Levitra. The ads starred an attractive
actress, Marie Silvia—hailed as ‘Queen Levitra’
by the %ﬁa et Journal—who said how the
drug’s ‘strong and lasting effects” provide a ‘qual-
1% experience’ (Snowbeck 2005). Apparentiy the
ad did not include enough safety information and
made a misleading comparison with other drugs
for the condition. While the short version of the
Queen Levitra ad was pulled, the 45-second ver-
sion continued to be aired (Snowbeck 2005).

DTCA has shaped a the erectile
dysfunct; t. In 2004, drug com-
Panies spent over $382 million in advertising

DTCA thaped + develsped
MQ&«\@&Q\SEUM‘@/&{ vy

w1 W

these drugs in the US, with sales of $1.36 billion
(Snowbeck 200S5). The demand for these drugs
may have stabilised; doctors wrote 10 per cent
fewer new prescriptions in October 2005 than
the year before (Berenson 2005). While erectile
dysfunction has been firmly medicalised, there
may be limits to the demand for medical solu-
tions for sexual difficulties.

FROM QUEEN LYDIA TO
QUEEN LEVITRA

Lydia Pinkham was the queen of patent medicine.
Her product, cooked up in her cellar and com-
posed of herbs and alcohol, epitomises the patent
medicine industry in the late 19th and early 20th
centuries, which was built largely upon proprie-
tary recipes and grand promises printed on cheap,
pulp paper. Patent medicines contributed to a cul-
tural medicalisation of life problems. Advertise-
ments told consumers that they could diagnose
their own symptoms and use patent medicines
to alleviate those symptoms, without having to
resort to consulting physicians. These symptoms
ranged from everyday aches and pains, such as
being tired or nervous, to serious diseases such
as tuberculosis. While over-the-counter medica-
tions have continued to fill this self-help niche,
during most of the 20th century the profession of
medicine and the FDA successfully constrained
the advertising of pharmaceuticals to the public,
making physicians key gatekeepers to prescrip-
tion drugs.

More recently, ‘Queen Levitra’ was on televi-
sion, touting Levitra’s ability to produce ‘strong
and lasting effects’ and a ‘quality experrerce, al-
luding to the sexual ability that men may gain.
(to women’s benefit] by taking Levitra. We have
come a long way since the days of patent medicine
100 years ago. Yet DTCA hearkens back to those
days, in that the plfffmaceutical industry is once
again reachin oumam
selfing their products and creating wider avenues
to the medicalisation i oblems. In this

way, the advertising of pharmaceuticalsis becom-
ing more like the advertising of over-the-counter
B

niedications. In Tact, the a@nctlon Et&%%mg-

scription drugs and these medicat ay be less
cléar now than in the mid-20th century, due to
M
—ly
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DTCA as well as some pharmaceuticals shifting
from prescription to over-the-counter status. For
example—Charitin, a well-known antihistamine
that was advertised heavily on broadcast media
early in the contemporary DTCA era, is now
available over the counter.

Pharmaceutical companies’ advertising activi-
ties have changed considerably, with important
implications for medicalisation, as summarised
in Table 23-1. Before 1906, drug manufacturers
were split into two increasingly distinct camps:
ethical drug manufacturers and patent drug
manufacturers. Much of the distinction between
these two types of manufacturers was based on
the type of advertising that they used to sell their
wares: ethical drug companies advertised to phy-
sicians only, while patent medicine companies ad-
vertised directly to consumers. This gentleman’s
agreement allowed physicians to legitimise ethi-
cal drugs and ethical drug companies to defer to
physician’s authority in diagnosis and prescrib-
ing. During this period, physicians, patent medi-
cine manufacturers, and consumers contributed
to expansion of medical definitions and treat-
fments for life problems:
~ After Congress passed the Food and Drug Act
of 1906, the AMA stepped up its efforts to po-
lice the boundaries between ethical and patent
drug firms, working with the federal government
to identify firms that violated the Act. Through
this legislation, the government could disrupt the
direct relationship between patent drug produc-
ers and consumers, protecting consumers in the
name of public health. As a result of these efforts,
advertising for prescription medications became

Table 23-1. Summary of drug advertising activities and implications for medicalisation

restricted between 1906-1980 to physicians only |
and drug companies had a limited role in megj.
calisation. It is important to note that drug cop,.
panies always had direct access to consumers fo
over-the-counter medications. They did not r.
quire a medical prescription and were advertiseg
widely. These were typically cold remedies ang
headache medications, although they would oc.
casionally also encourage medicalisation of ney
ills such as the ‘halitosis’ (bad breath) mentioned
in Listerine mouthwash advertisements. How-
ever, physicians’ control over access to pharma.
ceuticals limited medicalisation.

Around 1981 pharmaceutical companies began
to test the gentleman’s agreement concerning pre-
scription advertising by initiating limited forays
of DTCA. There were no laws against advertising
drugs but firms were unsure of what was per-
missible. A 1985 FDA statement permitted the
pharmaceutical industry sufficient latitude to
allow a broader engagement with print ads for
prescription drugs. The drug companies did not
yet venture into broadcast ads due to the diffi-
culty of fulfilling the FDA’s requirements regard-
ing the ‘major statement’ of risks and side effects
of drugs.

The reinterpretation of FDA advertising guide-
lines in 1997 had major implications for DTCA,
especially on television. Now drug companies
could market directly to consumers. Rhysicians

ecame gatekeepers for drugs advertised directto
consumers rather than initiators of pharmaceutr-
cal treatments: ‘Ask your doctor if [name of drug]

. -y
1s right for you’, The dru nd consum-
ers, facilj come major

Time periods

Pharmaceutical advertising activities

Implications for medicalisation

Before 1906 Ethical: to physicians Patent: to

consumers

1906-1980 Advertising of prescription drugs to
physicians only
1981-1996 Advertising to physicians; growth in

print ads to consumers
1997-present
DTCA print and broadcast ads to

consumers

Advertising to physicians; widespread

Both consumers and physicians are agents of
medicalisation
Physicians dominate medicalisation

Consumers have more information to
participate in medicalisation

Drug industry and consumers become more
significant; physicians’ centrality decreased

k.u...aﬂ; \ y’ ﬁ b
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medicalisati I icians rel-

ors 1N
[ayers lsomeW at less of a role (Conrad 2007).

et ac onsumers

fifect access to consumers bas increased
‘hﬂ%ﬁw
calise uman , CNCOWrAgINg Consumers
~Fdiagnose an equest_drugs thatthey see
Furthermore, the Internet has become
jnother direct avenue from pharmaceutical com-

Jnies to consumers, and one that is not limited
1 national boundaries. This electronic form of
DTCA can already be considered as a factor in
nternationalising medicalisation. Some Internet
(T Dypass physicians attogether with a veneer
¢Tmedical oversight.

The impacts of DTCA on medicalisation and
health are complicated. DTCA can raise aware-
ness about disease and risk, and provide some
useful medical information for consumers, al-
though most physicians believe that DTCA does
not provide balanced information (Perri et al.
1999, Hollon 2005). DTCA has significant im-
pact on patient demands, physicians prescribing,
and by implication, medicalisation. DTC adver-
tising leads to increased requests for advertised
medicines and more prescriptions (Mintzes et
al. 2003). A study by Kravitz et al. (2005) sent
trained standardised patients to physicians. The
‘patients’ presented symptoms of either major de-
pression or adjustment disorder and made DTC-
related requests of a brand specific drug, a gen-
eral class of drugs, or no request. ‘Patients’ who
made brand-specific requests or general requ
tor drugs were much more likely than patients
who made no requests for drugs TO TECEIVe a pre-
scription. Requesting_medications increased the
;gzu/mim_gdm at least for these two dis-

€. What is disturbing here is that although
there are no data to support the use of antidepres-
sants for adjustment disorder, half of those who

requested it, based on DTCA, m-
mmmy
Stimulate ibing of m uestionabl€ than
cléar indications’ (Kravitz et al. 2005: 2000).
The scrutiny and criticism of DTCA appears to
be increasing from various quarters. U.S. Senate
Majority Leader Bill Frist (a physician) expressed
concerns that DTCA creates a wedge between
physicians and patients (Henderson 2005). An
article in Advertising Age questioned whether
recent drug safety scares may shift the balance

of power back to physicians (Thomaselli 2005)
as consumers respond to cases such as Vioxx’s
well-advertised entry and quick removal from the
market. In July 2005, the drug industry drafted
guidelines that called for a period of notifying
doctors about new drugs before advertising to
consumers (Saul 2005a). These new voluntary
guidelines would ‘virtually eliminate 15-second
spots’ because they do not provide enough time
to list risks, and require that all ads will be sub-
mitted to the FDA for review before they are
used (Saul 2005b). While it is too early to judge
the impact of these changes on medicalisation, it
seems doubtful that these changes would signifi-
cantly decrease the roles of DTC advertising and
consumers on medicalisation.

CONCLUSION

While DTCA appears to be flourishing, even
FDA personnel seem concerned about its effects
on medicalisation. In a meeting about DTCA,
Janet Woodcock, the director of the FDA’s Center
for Drug Evaluation and Research, highlighted
two concerns: ‘First, that many common and
relatively minor complaints of daily life represent
diseases. This has been called the medicalisation
of life. And second, the perception that all life
complaints can and perhaps should be treated
with a pill’ (Food and Drug Administration 2003:
22). Broadcast DTCA is now only permitted in
the US and New Zealand and is prohibited in the
United Kingdom and most developed countries.
Should DTC advertising be introduced in Europe
(Watson 2003), most of the same issues would
exist (Metzl 2007).

One of the ironies of DTCA is that it expands

the relationshi SICIAAS
and consumers, returning i ituation similar
turers had a direct and independent relationship
MG&Wnd

requests for treatment. It allows pharmaceutical
companies to create_specific markets for IReir

course, with stronger government regu-
lation and a more powerful medical profession,

the situation is also different from what it was
a century ago. The extravagant claims of Lydia
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Pinkham’s day are constrained by laws, but mod-
ern advertising is both more subtle and sophis-
ticated than what was available to the patent
medicine peddlers. It seems clear that the phar-
maceutical industry and consumers are becoming
increasingly important players in medicalisation
and that DTCA facilitates this shift.

ACKNOWLEDGEMENTS

An earlier version of this paper was presented at
the Centennial Session ‘One Hundred Years of
Health Policy Research’ at the meetings of the
American Sociological Association, August 14,
200S5. Thanks to Donald Light for the original
impetus for this paper and to Phil Brown and
anonymous reviewers for comments on this paper.

REFERENCES

Anderson, A. (2000) Snake Oil, Hustlers and Ham-
bones: the American Medical Show. Jefferson:
McFarland and Company.

Applegate, E. (1998) Personalities and Products: a
Historical Perspective on Advertising in America.
Westport, CT: Greenwood Press.

Berenson, A. (2005) Sales of impotence drugs fall,
defying expectations, New York Times, December
4, 1, (http://www.nytimes.com/2005/12/04/busi-
ness/yourmoney/04impotence.html?ex=11785968
00&en=9a037a1bdd97025e&ei=5070) (accessed
May $, 2007).

Conrad, P. (1992) Medicalization and Social Control,
Annual Review of Sociology, 18, 209-32.

Conrad, P. (2005) The shifting engines of medicalisa-
tion, Journal of Health and Social Bebavior, 46, 1,
3-14.

Conrad, P. (2007) The Medicalisation of Society: On
the Transformation of Human Conditions into
Treatable Disorders. Baltimore: Johns Hopkins
University Press.

Conrad, P. and Leiter, V. (2004) Medicalisation, mar-
kets and consumers, Journal of Health and Social
Behavior, 45, Extra Issue, 158-76.

Conrad, P. and Schneider, J.W. (1992) Deviance and
Medicalisation: From Badness to Sickness. Philadel-
phia: Temple University Press.

Crossen, C. (2004) Fraudulent claims led U.S. to take
on drug makers in 1900s, Wall Street Journal, Oct.
6, B1.

Donahue, J.M., Cevasco, M. and Rosenthal, M.B.
(2007) A decade of direct-to-consumer advertising

of prescription drugs, New England Journg of
Medicine, 357, 673-81.

Feather, K.R. (1998) Presentation before the Instity,
for International Research, Washington, D.C,, Sept,
14, 1998.

Food and Drug Administration. (1999) Guidance o
Industry: Consumer-Directed Broadcast Advertis,.
ments Questions and Answers. (http:/lwwwid,
gov/cder/guidance/1804q&a.htm) (accessed May
16, 2007).

Food and Drug Administration. (2003) Direct-to.
Consumer Promotion: Public Meeting, September
22 and 23, 2003. (http://www.fda.gov/cder/ddmag
DTCmeeting2003.html) (accessed July 7, 2005).

Freidson, E. (1970) The Profession of Medicine. New
York: Dodd, Mead.

Frosch, D.L., Krueger, P.M., Hornik, R.C., Cronholm,
PE and Barg, EK. (2007) Creating demand for
prescription drugs: a content analysis of television
direct-to-consumer advertising, Annals of Family
Medicine, 5, 1, 6-13.

Goldman, M. (2005) Direct-to-consumer advertising:
benefit to patients? Drug and Marketing Publica-
tions (http://www.drugandmarket.com/default.asp
?section=feature&article=042205)

GSK news release. (2004) GlaxoSmithKline news
release, (http://www.gsk.com/media/archive.
htm#nolink) (accessed May 15, 2007).

Harris, G. (2003) Levitra, a rival with ribald ads, gains
on Viagra, New York Times, September 18, CS.

Harrison-Barbet, A. (1994) Thomas Holloway: Victo-
rian Philanthropist: a Biographical Essay. Egham:
Royal Holloway, University of London.

Henderson, D. (2005) With advertising under sieg,
drug makers rethink their marketing message, The
Boston Globe, July 31, E1.

Hollon, M.E (200S5) Direct-to-consumer advertising: 2

haphazard approach to health promotion, Journal of

the American Medical Association, 293, 16, 2030-3.

Holmer, A.F. (1999) Direct-to-consumer prescription
drug advertising builds bridges between patient and
physician, Journal of the American Medical Asso-
ciation, 281, 4, 380—4.

Israel, FL., (ed.) (1968) 1897 and 1908 Sears Roebuck
Catalog. New York: Chelsea House Publishers.
Kravitz, R.L., Epstein, R.M., Feldman, M.D., Franz,

C.E., Azari, A., Wilkes, M.S., Hinton, L. and Franks,
P. (2005) Influence of patients’ requests for direct-1
consumer advertised antidepressants: A randomist
controlled trial, Journal of the American Medid

Association, 293, 16, 1995-2002.

Laumann, E.O., Paik, A. and Rosen, R.C. (1999
Sexual dysfunction in the United States: prevalen®
and predictors, Journal of the American Medic
Association, 281, 6, 53744,

l___;A



