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Judy Cude and her daughter Jenny live in the small city of Dickson, Tennessee.
When Jenny was about to give birth to her first child, Judy went with her to the

hospital. At first, everything seemed fine:

The attending physician kept up a cheerful, reassuring strearm of talk as he
assisted Jenny with her labor. “Peyton came out face down. When Dr. Booker
turned [the baby] over, he stopped talking,” Judy recalled. “He had his back to
us, but when the nurse gave him a shove, he turned around and he had tears
running down his cheeks.”

The baby’s face was badly disfigured with a cleft lip and a bilateral cleft
palate. And though they did not know it immediately, Peyton also had a
damaged heart, a valve that failed to close propetly. ...

Two weeks after Peyfon was born, Jenny was given the name of another
mother in Dickson whose child, born a couple of months earlier, also had a cleft
lip and palate. Then a woman called Judy at her day care center and asked if she
could accommodate children with special needs because ultrasound tests found that
her child was about to be born with a deft palate. “That made three,” Judy said.

She and the other mothers kept a tally. Soon they had counted six. Judy placed a

newspaper advertisement asking families with similar defects to contact her. And,

as it turned out, nineteen children had been born in Dickson with a cleft lip and

palate in a little over two years. The odds against such a series of identical birth

defects were almost certainly too high to be coincidental. [Moreover,] within a brief
period, four babies were born with a rare brain malformation, where the two
hemispheres of the brain are 1ot connected. There have been a large number of

cases of hypospadias, a condition in male children where the urethra is inverted.

Dickson families also reported a high incidence of heart defects and leukemia

among their babies.

Eventually Judy would learn that most of the affected children lived near

the Dickson County landfill and that toxic wastes, including chemicals known

to cause cancers and birth defects, had been dumped there for years

(Shabecoff and Shabecoff, 2010:4-5).

At one level, disease is a biological process existing within an individual
body. Yet as Judy’s story suggests, disease can stem from social conditions as
well as from individual biology. In this chapter, we explore the social sources
of disease. After reviewing the basic concepts needed to discuss diseases, We
review modern disease patterns. Then we focus on the major social sources of
premature death in the United States today (including environmental toxins).
Finally, we explore social factors that affect whether people will adopt healthier
behaviors and whether individuals will remain healthy regardless of their

behaviors.

THE SOCIAL SOURCES OF MODERN {LLNESS

AN INTRODUCTION TO EPIDEMIOLOGY
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deaths, and so on) within a specified population during a specified period.

Prevalence refers to the total number of cases within a specified population at

a specified time—Dboth those newly diagnosed (incidence) and those diagnosed 1n

previous years but still living with the condition under study. So, for example, to
calculate the incidence rate of lung cancer per 100,000 persons in the United

States this year, we would use the formula:

s of lung cancer diagnosed this year in U.S. % 100,000

Number of new case
Total U.S. population this year

To calculate the prevalence rate of lung cancer, we would use the formula:

Number of persons living with lung cancer this year in U.S. 100,000
Total U.S. population this year ’

In general, incidence better measures the spread of acute disease. The term

incidence also better measures rapidly spreading diseases such as HIV/AIDS. For
example, to see how HIV/AIDS has spread, we might compare its incidence in
1981 with its incidence today. Prevalence, on the other hand, better measures
the frequency of chronic diseases.

Two final terms often used in epidemiology are morbidi
Morbidity refers to symptoms, illnesses, and impairments; mortality refers to
deaths. To assess the overall health of a population, epidemiologists typically
calculate the rate of serious morbidity in a population (that is, the proportion
with serious illness), the rates of infant mortality and maternal mortality (that 1s,

the proportion of infants and childbearing women who die during or soon after
f years individuals born

ty and mortality.

childbirth), and life expectancy (the average number o

in a certain year are likely to live).
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by increasing the number of people traveling from one region to another (Old-
stone, 2010).

The Emergence of HIV/ AIDS HIV/AIDS provides the premiere example of
the new rise in infectious disease. Beginning in 1979, a few doctors in New
York, San Francisco, and Los Angeles had noticed small outbreaks in young
gay men of rare diseases that typically affect only persons whose immune systerms
have been damaged by disease or chemotherapy. By 1982, the Centers for Dis-
case Control and Prevention (CDC) had officially recognized AIDS (now recog-
nized as the last stage of HIV/AIDS) as a new disease. (The Centers for
Disease Control and Prevention is the federal agency charged with tracking
and preventing the spread of disease.)

HIV/AIDS can be spread through sexual intercourse, unclean intravenous
needles, blood, or from mother to child via breast milk or during birth. It cannot
be spread through any form of non-intimate contact such as sneezing, hugging,
or food preparation (Stine, 2005).

The rapid spread of HIV/AIDS since 1981 reflects political decisions as
much as biological realities. For example, the U.S. government has supported
laws that make it illegal to sell or distribute needles. Yet most research indicates
that such laws do not reduce drug use but do increase the chances that drug users
will share needles and thus spread HIV/AIDS (Epstein, 1996; Holtgrave and
Curran, 2006).

Current trends in HIV/AIDS also illustrate the social sources of illness. For
many Americans, the greatest risk of HIV/AIDS now comes not from their own
“risky” behaviors but from residence in poor, socially marginalized neighbor-
hoods where infection is common (El-Sadr, Mayer and Hodder, 2010). In the
poorest U.S. neighborhoods, where poverty has led many to seek escape through
illegal drugs and has kept people hungry, ill, and less able to fight off infections
of all sorts, HIV/AIDS is as common as it is in some African nations. Thus, any-
one who lives—and finds his or her sexual partners—in these neighborhoods
faces elevated risks of HIV/AIDS even if he or she does not use drugs and has

few sexual partners.

Today’s Top Killers

Despite the recent reemergence of infectious diseases, however, such diseases still
play a relatively mall role in U.S. mortality rates. Table 2.1 shows the top ten
causes of death in the United States in 2008 (the latest data available as of 2011)
and illustrates how these causes have changed since 1900.

As the table demonstrates, whereas the top killers in 1900—influenza, pneu-
monia, and tuberculosis—were infectious diseases that could strike at any age,
several of today’s top killers—heart disease, cancer, Alzheimer’s, and strokes—
are chronic diseases primarily associated with older populations. These diseases
now far outpace infectious diseases as causes of death.

But infectious diseases have not disappeared. Influenza and pneumonia
remain significant causes of death, although mostly they kill elderly people already
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TABLE 2.1 Main Causes of Deaths, 1900 and 2008

Rate per

100,000 2008 100,000

100,000

1900

Influenza and pneumonia 202 Heart disease
199

Tuberculosis
194 Cancer
181

Diarrhea, enteritis, 143

Diarrhea, enter Cerebrovascular disease 44

(strokes)

Disease of the h
e heart 137 Chronic respiratory disease 41

Cerebrovascular diseases 107 Accidents
39

Chronic kidney disease 89 Diabetes
23

Accidents
72 Alzheimer’s disease 23

Cancer
Senilit 64 Influenza and pneumonia 18
y 50 Kidney disease 14

Diphtheri
iphtheria 40 Septicemia 11

SOURCE: National Center for Health Statistics (2010a).
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respiration. Just when he begins to breathe, there is another cry for help.
So I jump into the river, reach him, pull him to shore, apply artificial
respiration, and then just as he begins to breathe, another cry for help.
So back in the river again, reaching, pulling, applying, breathing, and
then another yell. Again and again, without end, goes the sequence.
You know, I am so busy jumping in, pulling them to shore, applying
artificial respiration, that I have no time to see who the hell is upstream
pushing them all in (McKinlay, 1994 509-510).

This story illustrates the traditional emphasis within medicine on tertiary
prevention: strategies designed to minimize physical deterioration and compli-
cations among those who are already ill. Tertiary prevention includes such tactics
as providing kidney dialysis to persons whose kidneys no longer function or in-
sulin to those who have diabetes. Doctors much less commonly focus on sec-
ondary prevention: strategies designed to reduce the prevalence of disease
through early detection and prompt intervention. Examples of secondary pre-
vention include screening patients for cervical cancer or glaucoma so these dis-
eases can be detected while still treatable. Those who focus on secondary
prevention typically work m public health, family practice, pediatrics, O internal
medicine. Finally, only a small fraction of doctors focus “upstream” on primary
prevention: strategies designed to keep people from becoming ill or disabled,
such as discouraging drunk driving, lobbying for stricter highway safety regula-
tions, and promoting vaccination.

Even when doctors and researchers (or, for that matter, the public) have
focused on primary prevention, they typically have looked only far enough up-
stream to see how individual psychological or biological characteristics make
some people more susceptible than others to disease or unhealthy behaviors. For
example, an increasing pumber of medical researchers now focus on identifying
genes that might cause alcoholism. Similarly, many psychologists focus on under-
standing the psychodynamic forces that lead individuals to adopt unhealthy beha-
viors such as smoking ot unsafe sex, and the popular media typically focus on the
health consequences of individual “lifestyle choices” such as drunk driving.

Sociologists recognize that biological and psychological factoss affect health.
But they also note that these factors do not operate in a vacuum. For example,
adolescents are most likely to drink alcohol dangerously if their friends and fam-
ily do so. Similarly, the high rates of diabetes found among contemporary Native
Americans partially reflect individual decisions regarding exercise and diet. But
they also reflect the effects of living on reservations with ready access to fatty
and sugary foods, limited access to fresh fruits and vegetables, and high rates
of poverty, which can lead to poor nutrition and in the long run to diabetes
(Benyshek, Martin, and Johnston, 2001). In both cases, to blame unhealthy
behavior patterns on individual choices seems simplistic.

As these examples suggest, truly refocusing upstream requires us to look
beyond individual behavior or characteristics to what McKinlay refers to as the
manufacturers of illness: those groups that promote illness-causing behaviors
and social conditions. These groups include alcohol distributors, auto manufacturers
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, >13
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75,000 ;
55,000
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29,000
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Bacteria and viruses®
Toxic agents

Motor vehicles®
Firearms

Sexual behavior

Iicit use of drugs

2Estimates vary.
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also increases morbidity and mortality among “passive smokers,” those who live
and work around smokers (World Health Organization, 2011). Similarly, both
e birth defects and infant mortality. Unfortu-

active and passive smoking can caus
nately, quitting smoking ‘s difficult because nicotine (the active ingredient in

tobacco) is more addictive than heroin (Weil and Rosen, 1998).

Given nicotine’s addictiveness, i’s easy to understand why individuals con-
tinue smoking once they have started. But why do individuals begin smoking in
the first place, especially when many initially find tobacco vile tasting and even

nauseating? To answer this question, we need to look at the role played by

tobacco manufacturers.
Since the 1960s, when research first proved the link between smoking and

lung cancer, tobacco manufacturers have labored to convince the public—espe-
cially youths, women, and minorities—to associate tobacco with positive attri-
butes rather than with death and disability (Luke, Esmundo, and Bloom, 2000).

To target youths and minorities, manufacturers have advertised in movie theatres

and at sports events. To target womex, manufacturers have played on women’s
desire for equality, excitement, personal fulfillment, and weight loss. This strat-
egy was exemplified by the campaign for Virginia Slims—the name was not
accidental—and its slogan, “yVou've come a long way, baby.”

Over the past decade, successful legal attacks on tobacco manufacturers and
advertisers have begun to crode their ability to attract new customiers. For exam-
ple, tobacco companies can no longer use cartoon characters in advertisements
and now must limit their sponsorship of sports and entertainment events. Smok-
ing by both teenagers and adults has declined slowly but steadily since the late
1990s, and the American public increasingly supports the idea of “smoke-free”
areas and a smoke-free culture (Givel and Glantz, 2004; National Center for

Health Statistics, 2010b).

Alcohol

Like tobacco, alcohol kills far more people than do all illegal drugs combined.
Heavy alcohol use can cause irreversible brain damage, hepatitis, heart disease,
cirthosis of the liver, and cancers of the digestive system while reducing the
body’s ability to fight infections such as tuberculosis and pneumonia. In addition,
dividuals’ ability to make rational choices, alcohol use contri-
drownings, fires, violence, and accidents and increases the
he U.S. government’s “War on

by diminishing in
butes to deaths from
odds of engaging in unsafe sexcual behavior. Yet t
Drugs” targets only illegal drugs.

To ensure that the government continues to treat alcohol as a beverage
rather than a drug, alcohol manufacturers contribute heavily to political cam-
paigns (Center for Responsive Politics, 2011). Manufacturers also have worked
to define the individual drinker rather than alcohol itself as the problem by pro-
moting the idea that alcoholism only affects susceptible individuals, funding re-
search on presumed biological roots of alcoholism, supporting laws that make it
illegal for minors to drink, and opposing laws that would make it illegal to sell

alcohol to minors (Mosher, 1995).
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ETHICAL DEBATE
Drug Testing in schools and Workplaces

Currently, the federal government requires all federal job applicants, as well as
randomly selected federal employees who hold “safety sensitive” positions, to take
urine or blood tests to detect illegal drug use. Similarly, many businesses use tests to
identify employees or job applicants who use either illegal drugs or legally prescribed
drugs (such as hydrocodone) that can impair performance (Zezima and Goodnough,
2010). Many schools, 100, require students to test negative for illegal drugs, and
sometimes for alcohol and tobacco, before they can participate in extracurricular
activities such as sports, chess clubs, and language clubs (Steinberg, 1999).

U.S. courts generally have found that use of drug tests by government
agencies breaches the Fourth Amendment right to privacy unless the tests are
necessary to protect public safety or unless other evidence suggests that an
individual uses drugs. Courts generally have placed no restrictions on private
employers’ use of drug tests. Nor have they restricted <chools from requiring drug
tests for extracurricular activities, although schools may not use drug tests to
determine eligibility for academic courses.

At first glance, the benefits of drug testing seem obvious. Students, employees,
and potential employees who know they will be tested may refrain from using drugs,
potentially reducing rates of accidents and violence. Moreover, reducing drug use
may reduce absenteeism, tardiness, and insurance costs while improving student and
worker performance. ‘

But drug testing comes with a price. Those opposed to drug testing argue
that testing inherently invades privacy because it involves taking urine or blood from an
individual's body. Moreover, the only way to ensure a urine sample comes from
a specific individual is to watch that individual urinate—an obvious invasion of Western
norms of privacy. In addition, drug testing constitutes an invasion of privacy because it
can reveal much more than just illegal drug use. For example, the same tests that
identify use of illegal drugs can identify legal use of drugs 10 control epilepsy, manic

depression, or schizophrenia. individuals identified in this way may experience not only
social embarrassment but also discrimination and even loss of employment.

Importantly, it also helps individuals stay awake and concentrate even after long hours
on the job. For these reasons, it is the “drug of choice” among long-distance truck
drivers, factory workers, and other blue-collar workers who must work long hours,
often despite chronic injuries. Consequently, although methamphetamine use 1
uncommon in the United States overall, it has thrown many rural communities
(especially economically declining Midwestern towns) into turmoil (Substance Abuse
and Mental Health Services Administration, 2009; Reding, 2010).

The Impact of Ilegality Added to the inherent dangers of heroin, cocaine,
methamphetamine, nd other illegal drugs are the dangers caused by their illegal-
ity. As mentioned earlier, when drug users cannot obtain clean needles legally,
they are likely to share needles and thus increase their risks of HIV/AIDS, hepa-
titis, and other infections. Similarly, users who buy drugs on the street cannot
know how powerful the drugs are. For example, individuals who typically inject
heroin that is 30% pure can die if they accidentally buy heroin that is 60% pure,

thus doubling their usual dosage.
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(but not obese) actually reduces death rates in most cases. The highest death rates
overall occurred among those who were obese (e.g., 5'6” and more than 180
pounds), but the second highest death rates occurred among those who were
undenveight (e.g., 5’6" and less than 112 pounds). Moreover, above the age of
60, and among nonsmokers (regardless of age), undenveight persons had the high-
est death rate.

Why have studies disagreed so dramatically about the impact of weight on
mortality? Earlier studies were based on narrow populations (such as middle-aged
nurses) relied on self-reported weights and heights, controlled statistically for few
variables, and may not reflect current conditions. In addition, earlier studies com-
pared obese Americans with normal-weight Americans, whereas Flegal and her
colleagues explored the full weight range, from underweight to obese. Finally,
the diet industry funded almost all earlier research, which may have colored
those data. In contrast, Flegal and her colleagues relied solely on federally funded
research studies.

Other researchers have suggested that the real issue is not obesity, but physi-
cal activity and fitness (Blair and Church, 2004). Reviews of previous research
indicate that obese but physically fit individuals have half the death rate of nor-
mal weight but unfit individuals. Moreover, research consistently suggests that
significant, sustained weight loss is nearly impossible but that 150 minutes a
week of moderate physical activity can substantially reduce a person’s health risks
(Blair and Church, 2004; Kolata, 2004a). Consequently, from a health perspec-
tive, it seems more important and realistic to encourage Americans to exercise
rather than to diet.

Despite these debates about the consequences of being overweight, scientists
agree that Americans would be fitter, feel healthier, and perhaps live longer if
they increased their activity levels; reduced consumption of fats, sugars, salt, and
meat; and increased consumption of fruits, vegetables, and whole grains. Such
changes would most benefit poor Americans, who often rely on sweet or fatty
foods to inexpensively obtain energy and satisfy hunger (James et al., 1997).

“Supersizing® Americans Why have Americans gained so much weight over
the past generation? To answer this question, we need to look at how biology,
economics, and politics interact (Critser, 2003).

Biologically, humans naturally desire sweet and fatty foods. In past eras,
when food was scarce, these cravings helped humans stay alive. Now, though,
most Americans have plentiful access to food and eat more calories than their
bodies can use, leading in the long run to weight gain. In addition, the rapid
adoption by food manufacturers of high-fructose corn syrup (an inexpensive
sweetener) and palm oil (an inexpensive fat) may have spurred rapid weight gains
because the former is metabolized by the body differently than are other sugars,
and the latter is an especially saturated fat (Critser, 2003).

To these changes in what Americans eat were added changes in how much
Americans eat. Longer work weeks and the increase in two-carner and single-
parent families have led Americans to eat out more than ever before: Between
1970 and 2009, the percentage of Americans’ food expenditures devoted to
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cased from 25% to 41% (Bureau of Labor Statistics, 2010a). Yet

eating out incr
restaurant foods typically include far more fat and sugar than do homemade

meals. Moreover, since the 1970s, restaurants increasingly have offered “super-
sized” portions, buffet tables, and packaged “value meals.” Unfortunately, few
individuals can restrict their calorie intake when offered large, varied meals, soO
this trend has increased calorie consumption. For these reasons, the rise in eating
away from home has increased Americans’ calorie consumption by an average of
1,400 calories per person per week (Critser, 2003:33). For example, teenage boys
who eat at fast-food restaurants three or more times a week consume 800 more
calories per day than do those who avoid fast food (French, et al., 2001). (The
current recession, however, has led many Americans to cut back on eating out
and on eating more generally.)
Food manufacturers and the fast_food industry have used advertising to fur-

ther encourage Americans to €at 2 sweet, fatty, high-calorie diet. Because man-
ufacturers earn far less money selling healthy foods (such as fruits and vegetables)

than by selling highly refined products loaded with fat, sugar, and salt (such as

soft drinks and convenience foods), they spend 30 tumes more money on adver-

tising the latter foods (Nestlé, 2002:22). Such advertising has grown increasingly

insidious and now pervades every sphere of our society—especially those where

children can be found. Soft-drink companies, for example, encourage sales of

ildren not only by advertising on television, in magazines,

their products to ch
and on the Internet but also through such tactics as placing their products 1n
ring cash bonuses to schools

movies, Sponsoring school sports teams, and offe
) at cafeteria entrances.

that place soda machines (provided by manufacturers
Consumption of sugar-sweetened soft drinks is directly and substantially related

to obesity and diabetes among both adults and children (Apovian, 2004).
Meanwhile, as caloric consumption has increased, physical exercise has de-
creased. Because of budget cuts, almost half of all U.S. high school students no
longer take any physical education classes (Gerberding and Marks, 2004). And at
home, few children these days are allowed to spend their afternoons running free
or playing non-organized sports. Instead, poor children are admonished to stay
flluent children are shepherded from tutors to

indoors to stay safe, and more-a
classes to the occasional sports activity. Finally, few children or adults nowadays
so physical activity is no

commute by foot or bicycle to work, play, or shopping,
longer built into most Americans’ daily lives.

Motor Vehicles

Mokdad and his colleagues (2004) attribute 2% of all premature deaths to motor
vehicle accidents (including accidents involving drug but not alcohol use). These
deaths are not a necessary byproduct of modern life. Rather, they reflect in part a
series of decisions regarding the design of automobiles and transportation systems.

Changes in car design can dramatically reduce the chances that an accident
will cause death or serious injury. The rate of deaths from motor vehicle

accidents has declined substantially since 1966, when Congress established the
e design

National Highway Traffic Safety Administration to regulate motor vehicl
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interest has not translated into widespread legislative changes. Those favoring
gun control face heavy financial odds, for the “gun rights” lobby routinely
donates about ten times more to federal candidates than does the “gun control”
lobby (Center for Responsive Politics, 2010). Moreover, in june 2008, the U.S.
Supreme Court Affirmed for the first time that individuals have a right (although
not an absolute right) to OWn guns. Nevertheless, the battle against gun violence

still continues.

sexual Behavior

Mokdad and his colleagues (2004) attribute 1% of premature deaths to sexual
behavior, primarily via hepatitis B, HIV/AIDS, and cervical cancer; the first
two are directly transmitted through sex, the last is most often caused by human
papillomavirus (HPV), a sexually transmitted virus. Mokdad and his colleagues
also include in this category infant mortality after unplanned and unwanted
pregnancies. k

No “manufacturer of {llness” benefits from convincing people to engage in
sexual activity without protecting themselves against disease or pregnancy, but
social conditions can encourage such behavior. First, those forced by economic
necessity to turn to prostitution to support themselves, whether male or female,
often find that they cannot suggest safer sex to clients without losing business or
risking violence. Similarly, those whose intimate relationships are not based on
mutual respect and equality sometimes find that suggesting safer sex to their
romantic partners results in violence or abandonment (Wingood and DiCle-
mente, 1997). Finally, those who have learned to have little hope for the
future—a sentiment particularly common among youths in communities
wracked by racism and poverty—sometimes believe they have little to lose by
engaging in unsafe sexual activity (Plotnick, 1992).

Other sexually active individuals, however, do fear sexually transmitted dis-
eases and pregnancy but lack knowledge about safer sexual practices or access to
birth control. Most U.S. schools now solely provide “3bstinence-only” education
even though research overwhelmingly suggests it doesn’t work (Kohler, Manhart,
and Lafferty, 2007). This chapter’s Contemporary Jssues discussion describes the con-
sequences of this policy for the spread of sexually transmitted diseases.

Meanwhile, access to birth control and abortion has declined. Cuts in public
funding for contraceptive services have reduced options for teenagers and low-
income women, the groups most at risk for unplanned pregnancies and infant
mortality. Similarly, the federal government will pay for abortions for women
on Medicaid (the govemment—funded health insurance program for poor per-
sons) only if the woman’s life i endangered. Meanwhile, cutbacks in govern-
ment funding for abortions, coupled with harassment and even violence against
abortion providers, have reduced the number and geographic distribution of
abortion providers. Moreover, few medical schools now teach how to perform
abortions, making it the only medical procedure that doctors can refuse to learn.
Currently, 35% of U.S. women live in counties without any abortion provider
(Allan Guttmacher Institute, 2010). Other restrictions, such as requiring waiting
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CONTEMPORARY ISSUES
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certain drugs only at full strength even though the drugs must be diluted to use
safely. Stocking these drugs in diluted form would eliminate this source of death
much more effectively than trying to identify every doctor Or nurse who might
administer the wrong dosage. Similarly, fatal errors can easily occur when differ-
ent drugs have similar names: Someone with epilepsy, for example, who receives
the antifungal drug Lamisil instead of the antiepileptic Lamictal can die if his sei-

gures continue unabated. As this suggests, most fatalities result from the combi-

nation of human error with systems that facilitate errors.

The lack of a system for identifying deaths caused by medical errors has
hampered efforts to prevent such deaths. During the 1950s and 1960s, hospitals
d most patients who died in their care. Now, because of a
ifying errors might lead to
of patients who die, thus
for identifying medical

routinely autopsie
combination of economic COSts and fear that ident
malpractice claims, hospitals autopsy fewer than 10%
virtually eliminating one of medicine’s most basic tools
errors (Lundberg, 2001:253).

Medical culture, too, makes it difficult to control medical errors. Reesearch
consistently finds that doctors rarely focus on identifying such errors (Bosk, 2003;
Orlander and Fincke, 2003; Pierluissi et al., 2003). Instead, because of profes-
sional etiquette, the need to maintain good relations with colleagues, and a med-
ical culture that values individual doctors” right to make their own decisions,
most errors are ignored, labeled unavoidable, blamed on nonmedical staff, or
blamed on doctors in other divisions (Pierluissi et al., 2003).

Despite all of these problems, the Institute of Medicine’s report did help
(Leape and Berwick, 2005). Most importantly, there is now widespread agree-
ment among doctors, INSurers, researchers, the public, and the government that
medical errors are a problem, and there is growing agreement that systemic
changes are needed. For example, Veterans Administration hospitals now use 2
computerized record system that gIves nurses and doctors access to comprehensive
information on their patients. In addition, the record system generates bar-coded
strips that are attached to each nurse, patient, and medication. Before administering
medications, nurses must scar their own bar code, their patients’ bar codes, and the
medications’ bar codes into a computer. The computer then checks that the nurse

has the right drug for the right patient and that the drug will not interact danger-
ously with any other drug taken by that patient. Since adopting this system, medi-
cation errors have dropped 70% (Leape and Berwick, 2005). The federal
government NOwW provides this record system for free to all U S. doctors who treat
patients under Medicare, the federally funded insurance program for elderly and

permanently disabled individuals.

Bacteria and Viruses

Bacteria and viruses surround us all the time. Yet only rarely do individuals

become infected, and even more rarely do these infections lead to deaths. Under

what conditions do these deaths occur?
First, individuals will not develop fatal diseases if they are vaccinated against

them. Virtually all U.S. children are vaccinated before they begin school, but
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In the long run, the greatest environmental health threat may be climate
change. During the past quarter century, carbon dioxide and synthetic gases,
especially chlorofluorocarbons (CFCs) such as Freon, have mushroomed.
According to the Intergovernmental Panel on Climate Change (2007), a joint
venture of the World Meteorological Organization and the United Nations
Environment Programme, these chemical byproducts of industrial manufacturing
have damaged the ozone level surrounding the planet and have caused increased
smog, dangerously erratic rainfall patterns, and extreme temperature changes—
both up and down—around the globe. Debate continues about the conse=
quences of climate change, but many scientists suspect that damage to the ozone
layer will lead to more cancers (especially skin cancer), increased smog will lead
to more cases of bronchitis and emphysema, and rising temperatures will lead to
more mosquitoes and more people infected with tropical diseases such as malaria
and dengue fever (Armelagos and Harper, 2010).

All of these hazards posed by toxic agents result directly from the modern
risk society. Sociologists use the term risk society to refer to any society that
depends so heavily on potentially dangerous modem technologies that the risks
from such technologies become commonplace and accepted (Beck, 1992, 2006).

Individuals who become ill due to these tisks face an uphill battle in gaining
recognition for their illnesses (Brown et al., 2002; Brown, Kroll-Smith, and
Gunter, 2000). By definition, these risks stem from technologies deemed crucial
to a society, such as the production of oil, chemical fertilizers, and biological
weapons. Because these technologies bring considerable wealth and power to
governments and corporations, those institutions have a vested interest in main-
taining the status quo. As a result, individuals can find it exceptionally difficult to
win acknowledgement for their health problems, especially when they have
access only to doctors who work for the government ot corporations.

THE HEALTH BELIEF MODEL, HEALTH LIFESTYLES,
AND HEALTH “pROJECTS"”

It is no secret that tobacco, guns, and sex without condoms can kill. So why do

some people engage in behaviors that place their health at risk? Conversely, why

do others make maintaining their health an all-consuming project? To address
the health belief model,

these questions, sociologists turn to the concepts of
health lifestyles, and health projects.

The Health Belief Model

The most commonly used framework for studying compliance to medical advice
is the health belief model (Becker, 1974, 1993; Rosenstock, 1966). The model
was developed to explain why healthy individuals adopt healthy behaviors.
According to the model, four factors affect these decisions: Individuals must be-
lieve (a) that they are susceptible to a particular health problem, (b) that the

KEY CONCEPTS
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within sociology and, even more SO between sociology and other fields such as
psychology and medicine.

Health Lifestyles

All human behavior is affected by both agency and structure. No one blindly
follows every social rule and expectation. Nor is anyone fully free of socializa-
tion, cultural expectations, and social limitations on what options are truly avail-
able. Nevertheless, knowirig the social groups that individuals belong to helps us
predict their odds of adopting various health behaviors: Lower class citizens are
far more likely than upper class citizens to smoke, men are far more likely than
women to drink heavily, and so on. Consistent patterns such as these led sociol-
ogist William Cockerham to propose a new health lifestyle theory that ac-
knowledges both agency and structure but emphasizes group rather than
individual behaviors. Compared with the health belief model, this new theory
offers a more comprehensive analysis of why healthy behaviors are or are not
adopted. (See Key Concepts: Health Lifestyle Theory.}

Cockerham (2005:55) defines health lifestyles as “collective patterns of
health-related behavior based on [life] choices from options available to people
according to their life chances.” (Emphasis mine.) According to this theory, deci-
sions about healthy and unhealthy behavior begin with demographic circun-
stances, cultural memberships, and living conditions. These factors directly affect
‘ndividuals’ life chances, such as whether they have the education needed to avoid
physically dangerous jobs. In addition, demographic circumstances, cultural
memberships, and living conditions indirectly affect life choices through their effect
on socialization and life experiences. Those who grow up with parents who con-
sider all alcohol use ;mmoral, for example, will be less likely to drink as adults
than those whose parents considered alcohol to be just another beverage.

At the same time, life choices affect life chances and vice versa. For example,
those who choose to drive safely (a life choice) are more likely to avoid injury
(a life chance). Conversely, those who live in poverty (a life chance) may choose
to drive fast (a life choice) because it is fun and because they don’t expect to live
Jong anyway. As this theory suggests, life choices and life chances come together
to create habitual dispositions toward health behaviors—routine, almost
instinctual ways of thinking about whether certain behaviors are or are not
worth adopting. These dispositions are crucial to the health lifestyles adopted
by individuals and groups.

Finally, Cockerham notes, not only do dispositions affect health lifestyles,
but health lifestyles affect dispositions. As people’s ways of thinking about beha-
viors such as smoking change, sO do their behaviors. And as their behaviors
change, so do their dispositions.

Health Projects

One outgrowth of the health lifestyle currently common among middle-and
upper-class Americans is the rise of the “health project.” The idea of a health
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control it (Dworkin and Wachs, 2009). Conversely, the health project suggests
that those who do not take on this work are “slackers,” less morally worthy than
those who do so. For this reason, it’s not at all unusual to hear lawyers, business-
people, and others offhandedly mention their various athletic injuries, not only
to elicit sympathy but also to subtly suggest their “moral” worth. These ideas are
reinforced by a wide range of media (television shows, magazines, advertise-
ments, and others) that constantly exhort us to work on our diets, “abs,” and

cholesterol levels (Dworkin and Wachs, 2009).

SOCIAL STRESS AND SOCIAL NETWORKS

or engage in other risky behaviors, some

individuals are more likely to survive to old age than others. And even among
those who do everything “right,” some will die carlier than others even if those

others share their genes, physical environment, and living conditions. To under-
oncepts of social stress and

stand this paradox, sociologists have looked at the ¢

Even among those who smoke, drink,

social networks.

Social Stress

The Nature of Social Stress The term stress has three major meanings. First,
stress refers to situations that make individuals feel anxious and out of balance.
Second, stress refers to the emotions that result from exposure to such situations.
Finally, stress refers to the bodily changes that occur in response to these situations
and emotions. For example, a fight with a friend is a stress; can produce the
emotion of stress; and can lead to the physical stress of tensed muscles, rapid
heartbeats, and heavy breathing. Stress can be either acute (such as the death of
a spouse) or chronic (such as long-term loneliness or financial difficulties resulting
from a spouse’s death). Importantly, stress is often cumulative. An individual’s
cumulative stress burden—the sum of acute and chronic stresses that one has
experienced—Iis 2 powerful predictor of ill health (Thoits, 2010).

Stress is a natural, unavoidable, and sometimes
beneficial part of life. Thousands of years ago, hunters experienced stress as they
anxiously prepared to track wild animals. That emotional stress put physical stress

on their bodies, but it also kept their minds focused on their tasks. If, for exam-

ple, a wild animal suddenly attacked, a hunter might survive because the emo-

tional stress resulted in the physical stress response known as the fight-or-flight
syndrome. The same quick heartbeat we experience while fighting with a friend
could have saved the life of someone fighting a lion because these physical
changes help-our bodies produce additional energy and oxygen and hence re-
spond more quickly and effectively to threats.

Although the fight-or-flight response works well for dealing with sudden
threats such as rampaging lions, speeding cars, and last-minute quizzes, it 13 far

The Impact of Social Stress
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Similarly, individuals with lower incomes and education levels experience
more stress overall than more affluent, better educated individuals (Thoits,
2010). Poverty exposes individuals to a wide range of stresses, including hunger,
worries over bills, poor living conditions, and physically exhausting work. More-
over, poor people are fur more likely to hold jobs that combine high demand—
bosses constantly pressuring workers to produce more and faster—with low
control—bosses who offer workers’ few choices, even OVer seemingly small issues
such as when to take bathroom breaks. Such working conditions are particularly
likely to result in dangerous levels of stress (Siegrist, 2010).

social Networks

Whereas social stress can promote illness regardless of individuals’ behaviors,
social networks can help to prevent illness (Smith and Christakis, 2008; Thoits,
2010). Social networks are the webs of social relationships that link people to
each other, whether as friends, relatives, acquaintances, co-workers, or in some
other way. Because most social networks are relatively homogeneous——pﬂmarﬂy
linking people who share ethnicity, social class status, personality traits, political
views, and so on—they tend to amplify the advantages and disadvantages that
different social groups already experience.

Social networks affect health in various ways. Among other things, social net-
works offer individuals access to social suppott, financial assistance, health informa-
tion, and other forms of aid that can help them stay (or become) healthy. In general,
people with smaller social networks; only weak ties to others in their networks; or
networks that tie them to poor, marginalized individuals will be less able to avoid or
recover from illness, injury, or substance abuse (Smith and Christakis, 2008).

Networks also affect health by exposing individuals to specific social norms. If,
for example, several individuals in a social network smoke tobacco, others who
join that network may conclude that smoking is acceptable (Kaplan et al., 2001).
Similarly, a groundbreaking study by Nicholas Christakis and James Fowler (2007),
which traced all the social networks in one community for 32 years, found that
obesity spread much like the flu within networks. Not only were individuals
more likely to become obese over time if their friends became obese, but their
chances of obesity increased if friends of their friends’ friends became obese! The
authors hypothesize that when one person became obese, that person’s friends
became more accepting of weight gain (including their own), and that acceptance
then spread to their friends and their friends’ friends. Conversely, joining new
social networks can reduce individuals’ health risks when, for example, a student
from a poor family transfers to a middle-class school and gains access to a NeW
social group that frowns on tobacco use or encourages athletic activity.

IMPLICATIONS

Recent years have seen an increasing tendency to blame individuals for their
own health problems (a topic discussed further in Chapter 5). Yet as We have

THE SOCIAL SOURCES OF MODERN ILLNESS 45

seen, patterns i :
they ftem froif (:1_1532.156' dstem from social conditions as much as, if not more th
. . b
Bocker a sociolo;s t1:l7;1 duz;l behfav;lors or biological characteristics. As Mars}?;i
S ne of the researche h '
elucidate w . rs who has done the mo
hy people engage in health-endangering activities, writes: st (o help

I wo i

o ?i;in;;gt;ee,etjsrsi,h thatbhffllth habits are acquired within social groups
e fom in, P géne;ii c ture); they are gften supported by powerful
B (t>c1et}zr (e.g., advertising); and they have proven
behavior is not the primarc; fieiziirfa:to 2? ’thIIFtl'rlrlOSt peop P
be very effective to intervene at the individuzlal ettt comcomt:

evel wi i
:ilrrllltciltltrzrlnpts to alter the bro'ader economic, political, cil}i;);:lczlzlfioml_
components of society that act to encourage, produ::e and

support poor health (1993:4).

. - s . ..

IIl suim, to IIIIPIOVe the puth S healtll we must IOOk beyolld Hlleldual
behaVlOr atld pCISOIlal tIOubleS to StIuCtutaI 1ssues and m C. \X/ Ilgh.t IVIIHS S
te S p hC 1ssues. 81 OoCus w ena us SS T

> g

m ub S Ch a Chan e 1n f ” b e to addre the unde "

lying causes of ill

ness and to ensure that nati

! national health policy is dri

bing olicy i

or the public rather than concern for special interelsjts i dven by cons

SUMMARY

1. Epi 1 1stri
pidemiology refers to the distribution of illness in a population. Epidemiol
) emiolo-

gists rely on i
inddenze mfiogiep:ls such ';15 h;e expectancy, mortality and morbidity rates

, evalence. Incidence refers to th :
PR 1 o the number of new occurren
F— egi:l;se;se, buths, deaths, and so on) within a specified populatioCes
e o pecified period. Prevalence refers to the total of both new ca '

Pe . ‘ : ses

g population at a given time and older cases that are still surviving

Infectious i i
nect \X/seslilenesses again have become a growing source of illness and death
m world, partly because of overuse of antibiotics, changing ’

physical environments, and 1zati
, globalization. i
resurgence of infectious diseases. S

Tertiary preventi
ention refers to strategi i
y pr gies designed to minimi iorati
o inimize deterioration an
e e zrll " C;)rtlg thc(l)se who are already ill. Secondary prevention refers tg
- Hg1 « o reduce the prevalence of disease through early detec
: | ’ -
pt intervention. Primary prevention refers to strategies designed

to keep people from b ing ill i
‘ . ecoming ill in the first pl ici i
marily emphasizes secondary and tertiary prevfnégs;lMOdem medicine pr

Sociologists 1

suggest that to improve th ion’

pociologist : prove the population’s health, we sho

th;ft pronllidlwglual behav%oral choices to the manufacturers of ﬂlnessl'ﬂd -
ote illness-causing behaviors and social conditions .

Ikesearch st . 0 \%
. gg sts that ten faCtOrS .aCCOunt for at least 5 A) Of a].l pl‘e Cntable
deat}lS I}lese 13(:t()] S, In ()ldel ()l l][l[)() tanCC, are tObaCCO, diet aIld eXCI‘Cise




agents reflect life in
nologies and the risks they pose have become commmon

The health belief model predicts that individuals will be most likely to adopt
healthy behaviors if they believe they are susceptible to a

the problem is se
risk, and face no significant barriers to SO doing. Health lifestyle theory offers

a more comprehensive analysis of why healthy behaviors are adopted by
emphasizing social structure as well as personal agency.

Social stress has three meanings: (1) situations that mak
anxious and out of balance, (2) the emotions that result from exposure to

such situations, and (3) the bodily changes that occur in response to these

CHAPTER 2

medical errors, alcohol, bacteria and viruses, toxic agents, motor vehicles,
firearms, sexual behavior, and illegal drugs. The dangers posed by toxic

a risk society, one in which dangerous modern tech-
place and accepted.

problem, believe
rious, believe changing their behaviors will decrease the

e individuals feel

situations and emotions. Social stress, especially when chronic, can cause

physical and mental health problems.

The likelihood that stress will affect health depends on how individuals ap-
praise the stress and on how they cope with the stress, both of which depend
on individuals’ social resources.

Social networks are the webs of social relationships that link people to each
other. Health risks are greatest among those with small social networks; only
weak ties to others in their networks; or networks that tie them to poor,

marginalized individuals.

REVIEW QUESTIONS

1.

_ What factors have ca

What is the difference between morbidity and mortality and between inci-

dence and prevalence?
used the recent increases in infectious diseases, including

tuberculosis and HIV/AIDS?

3. How is globalization affecting rates of disease?
4. How have the “manufacturers of illness” increased deaths caused by tobacco?

 How have social forces and po

By alcohol? By toxic agents? By diet?

litical decisions increased deaths caused by
sexual behavior? By illegal drugs?

. What system-level factors help to explain medical errors? How does medical
culture keep doctors from identifying medical errors?

_ Think of someone you know who smokes or engages in another unhealthy
behavior. Use the health belief model to explain what would have to change
for him or her to change his or her behavior. Then use health lifestyle the-
ory to explan why you do or do not have a generally healthy lifestyle.
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situations and emotions. Social stress, especially when chronic, can cause

physical and mental health problems.
The likelihood that stress will affect health depends on how individuals ap-
praise the stress and on how they cope with the stress, both of which depend

on individuals’ social resources.
Social networks are the webs of social relationships that link people to each
other. Health risks are greatest among those with small social networks; only

weak ties to others in their networks; or networks that tie them to pooft,

marginalized individuals.

REVIEW QUESTIONS

1.

 \What factors have caw

What is the difference between morbidity and mortality and between inci-

dence and prevalence?
sed the recent increases in infectious diseases, including

tuberculosis and HIV/AIDS?

_ How is globalization affecting rates of disease?

4. How have the “manufacturers of illness” increased deaths caused by tobacco?

By alcohol? By toxic agents? By diet?

_ How have social forces and political decisions increased deaths caused by

sexual behavior? By illegal drugs?

. What system-level factors help to explain medical errors? How does medical
culture keep doctors from identifying medical errors?

_ Think of someone you know who smokes or engages in another unhealthy
behavior. Use the health belief model to explain what would have to change
for him or her to change his or her behavior. Then use health lifestyle the-
ory to explain why you do or do not have a generally healthy lifestyle.

1.

oo llat are th.e polltlcal COIlSCC]LlCIlCCS Of fOCLlSlI)g on IlOVV S()Clal faCt()ls cause
ﬂlx}sss Iat}ler tllarl focusn:lg on tl:lcglcal fa:t:IS

Your i 1

undeﬂt;xntglci;rllglﬁes ft:obacco and alcohol as two of the most important

e o, }TZIO tf)remature death in the United States. What social

e p stop the manufacture of illnesses by alcohol and tob
place? (Be sure you do not confuse this with policies that woaL(lledo

stop individuals from usi
using these substances
! or w
consequences of using these substances.) e

Think i
L Soufciiniegnng you do (or believe you should do) to protect your
r—— earing seat belts, .Wearing bike helmets, drinking alZohol
o mocer tez,t hea;ljng five portions of fruits and vegetables daily, or
B YoRe et . Use the health belief model to explain why yc,)u do or
S precautions. (If you can’t think of an example from

ce, use an example from a friend or relative’s life.) o

First,
b v;ls; I;a;l:ti Cof the four eleme'nts of the health belief model to explain wh
T, a?s eat five portions of fruits and vegetables daily SI;CO c;V !
y policy makers who want to improve Americans’ di.ets n nd,
eed to

additionally pay attention
to one el :
choose any element). e element from health lifestyle theory (you can

Think of
someone you know whose health is poor. How might social st
ress

have worsened his or h
| er health? H i i
have increased his or her stress? o mmght his or her healdh problemns

Think i
nk of a social network you belong to (such as a fraternity, religious

organization, athletic te i
, am) and discuss the effe 1
on your health and health behaviors. et of that socal nenvork




