Theoretical perspectives of health.

These notes will examine four theoretical perspectives concerning the sociology of health, the Marxist perspective, the functionalist perspective, the Interactionist perspective and the Feminist perspective. The notes will include evaluations of two of these perspectives and will also examine four case studies concerned with this topic, evaluate two of them and show the constraints associated with the studies.

In order to examine this topic it is appropriate to define health as it is defined by the public. Mildred Baxter, ‘Health & Lifestyle’, (1990) found that in a survey of 10,000 members of the public three clear categories emerged these being;
· Positive definitions – health is defined as being fit and able to undertake any reasonable task.
· Negative definitions- Health is defined in terms of being free from pain and discomfort.
· Functional definitions- health is defined as being able to perform a range of tasks
( Kirsten Mclevy, 2002).
Historically, hospitals in the UK had very little impact on the health of the general public, diseases such as polio, tuberculosis and rubella were major killers, changes in health and hygiene policy and mass vaccinations have virtually eradicated these killer diseases although some of them are on the increase due to lack of faith in the vaccination system. The governing powers within the UK realised that public health, welfare and poverty were important issues and thus the Beveridge Report (1942) was commissioned to attack the ‘five giants’; want, disease, ignorance, squalor and idleness. The post war economy was to be organised to provide a welfare system that would look after the individual’s health and welfare ‘from the cradle to the grave’. Providing universal benefits, to pay for this a system of National insurance was established which did not vary according to income but was to be affordable for all.
This is the system, which now takes income levels into account and provides the state benefit system and National Health Service that is taken for granted. In other Capitalist nations such a system does not exist.
The first perspective these notes will examine is the Marxist perspective. Marxists divide society into classes, which are linked to the economic base of the society. With regard to health and the social welfare system in general, the Marxist perspective regards health care and social welfare as a method of preventing revolution, by giving the proletariat adequate health care, housing, education etc, the bourgeoisie are ensuring that Capitalism survives and that the workforce remains healthy enough to work and contented enough not to revolt against the ruling classes. Marxists believe that it is not however the capitalist society that pays for these social welfare compensations but the individual worker through taxation and Marxists further argue that the greatest burden of taxation falls on those who can least afford to pay it. Marxists do acknowledge that it was probably ‘working class pressure’ which caused the welfare state to be born. Focusing on health Marxists argue that it is Capitalism itself that is the cause of many ailments and health problems, the working conditions for example, which cause many ailments such as stress, can lead to heart attacks and strokes, headaches and depression. There is also the issue of work related industrial diseases such as white finger and repetitive strain injury. Marxists argue that rather than treating the causes of these illnesses i.e. the working conditions, Capitalist societies treat the symptoms of the illness in order to make life within a Capitalist society more bearable for the workers. In many cases place the blame for the illness occurring on the dietary and lifestyle choices of the individual, labelling these lifestyle choices as unhealthy and stupid and it is the medical profession who act as agents of social control, deciding just who is allowed to have time off with pay when they are sick by grouping some illnesses as acceptable and others as unacceptable. Marxists also regard the huge Drug corporations as controlling just which individuals in society can be cured, those with the most money are able to afford the best medication and treatment, while the Governments turn a blind eye to the massive profits accumulated at the expense of the sick. Marxists also argue that the Government is contradictory with regards to it’s stance on the tobacco industry spending millions to educate people not to smoke tobacco while allowing companies to produce tobacco and raising taxes from the sale of tobacco products.

These views are open to criticism because they do not explain all illnesses such as genetic conditions, mental and physical disabilities and other illnesses, which are found in all social classes. Since the creation of the welfare state infant mortality rates have fallen, life expectancy has risen and continues to rise, working conditions for many have improved, with health and safety at work becoming an important issue. Good health can however be linked to social class, the lower down the class scale an individual falls the greater the chance that the individual will experience mental or physical health problems. These problems can be directly linked to economics, less money means poorer housing, the consumption of cheaper, less healthy foods, greater stress and possibly a greater consumption of alcohol and cigarettes, a manual or physically strenuous job and worse working conditions, which are all contributory factors to poor health. Marxism tends to concentrate on capitalism without actually examining the medical process in addition to this Marxism fails to address the diversity of capitalist systems and how they deal with health, for example in the USA a different system of health care exists, individuals have to take out private health care, the issue of Medi care is currently a hot potato in American politics as are the proposals of President Obama. Wilkinson (1996) argues that it is not Capitalism itself that perpetuates inequalities in health but the inequalities in the distribution of wealth, he shows that in societies such as Sweden and Japan, where a more even distribution of wealth exists, all citizens enjoy better levels of health. Marxists also do not address the issue of gender in relation to health; furthermore Marxists do not acknowledge the actions of individual governments within Capitalist society that attempt to educate the people about the risks of adopting unhealthy lifestyles, such as the HEBS campaigns in Scotland. Marxists also fail to address the issue of positive discrimination in the workplace with regard to disabled individuals.
The next perspective that these notes will examine is that of the functionalists. Functionalists believe that every part of society has a function like the organs and limbs of a body, every individual within society has a use and that those that are of no use are eliminated by nature, drawing from Darwin’s theory of Natural selection. It is the work of Talcott Parsons (1952) that explains the function of poor health in society. Parsons views illness as being psychosomatic because an individual either consciously or unconsciously makes a decision to be ill, because they can no longer meet the demands that society is placing on them; the individual assumes what Parson’s calls the ‘sick role’. In doing this the individual is removed from their responsibility to contribute towards society, the individual cannot wish themselves better and the individual must agree to take the role of a patient, accepting that medical intervention of some sort is required to make them better so that they can then re-assume their responsibilities within society. Illness is viewed by Functionalists as being a disruptive element within society, which could develop into a sub culture of non working, incapacitated, dependant, fatalist individuals, according to Parson’s the ‘sick role’ is necessary within society to prevent the formation of such a sub culture. The ‘sick role’ does this by illegitimating illness itself, the patient has to want to get better and co-operate with the medical experts in order to do so, it is the co-operation with the medical profession that gives the illness a legitimacy and allows the individual time to recuperate and thus resume their role in society. This prevents large numbers of individuals becoming sick in order to avoid work and responsibility. Thus the sick role keeps society integrated and functioning, so long as the level of sickness within society is neither too high nor too low and the health care system is constantly monitored and adapted to ensure balance. Parsons ignores the fact that not all illness is psychosomatic and that for some medical conditions there is as yet no recognised legitimate medical treatment or cure, this issue has been addressed by Freidson (1970,) who named this the unconditionally legitimate sick role. Freidson also recognised another sick role which he named the illegitimate sick role this refers to individuals who are expected to take some blame for their illness, such as AIDS sufferers, because these individuals are expected to take some blame they are not automatically given the same rights and privileges as those in the other two categories. Functionalists also see only conventional medicine as having a part to play in the ‘sick role’, ignoring alternative treatments and remedies which are playing an increasing role within the health care of individuals. This perspective does not explain the experience of being ill or take into account those illnesses, which do not require normal life to be suspended and assumes that the ‘sick role ‘ is a process that is straightforward; common sense tells us that this is not always the case. Neither does it account for misdiagnosis or the scenario in which the individual disagrees with diagnosis or treatment, in the case of misdiagnosis the individual is denied the ‘sick role’ often for prolonged periods. Parson’s perspective also fails to address gender, race and class and how this can affect the ‘sick role’ from being granted by the establishment. This perspective is also contradictory because it infers that the individual although not responsible for the illness is totally responsible for the outcome of the illness through the ‘sick role’.
The next perspective that these notes will examine is that of the interactionists. Interactionist deal with self perception and the perception of others to individuals because of the labels placed on them by society therefore, when dealing with the issue of health in society Interactionists tend to place their focus on the social stigma caused by labelling individuals as sick and how the medical profession uses labels, titles and symbols to control the patients responses.

On a hospital ward it is the Consultant who has the highest label conferred upon him, all other staff and patients are controlled by his opinions, it is assumed that his knowledge of the illness and the treatment of the illness is greater than that of everyone else, therefore the consultant indirectly controls every encounter between staff and patients on the ward from the treatment and diet required to the admissions and release of patients. Many patients can feel intimidated and therefore they are unlikely to question the consultant about the treatment unless he directly asks them too (source: Tim Robinson (1978)).

The interactionist approach gives a strong insight into how chronic illness impacts on the everyday life of an individual, recognising that the onset of chronic illness can be profound, that the process of getting a diagnosis can be both unpleasant and prolonged. Interactionists also acknowledge that individuals respond in different ways to a diagnosis, there may be relief at being able to put a name to a condition, or shock at the severity of the condition or a feeling of stigmatisation once the diagnosis has been given depending on the type of illness, its severity and the expectations of the individual. Some patients may not be able to come to terms with the diagnosis especially if it is that of a terminal or degenerative condition which is untreatable. This can result in long periods of uncertainty for the individual, who may go one to collect as much information as possible regarding their condition and thus become the ‘expert’. Interactionists also recognise that some medical treatments such as chemotherapy can have nasty side effects, which actually increase the symptoms of illness or introduce new physical and mental symptoms, and how people develop coping strategies to enable them to live as normally as possible when they are diagnosed as being ill M. P. Kelly (1992).

This perspective gives a strong insight into the cultural processes of health and how people cope when ill. It also explains how chronic illness impacts on everyday life. Some critics feel however that Interactionism does not focus enough on power with regard to health and supplements structuralist perspectives rather that giving a ‘stand alone’ perspective.
The final perspective that these notes will examine is that of Feminism. According to Feminists the Health system like every other part of society is a patriarchal institution. Dominated by male ideologies at the expense of females. To illustrate this they point to the fact that women were excluded from the insurance system that was introduced between the two world wars and afterwards were ‘allowed’ to pay a half stamp. Feminists draw comparisons between the welfare state and the family unit, which they consider exploits women and the work they do. Feminists argue that they are expected to take care of ill relatives without pay; indeed until the mid 1980’s women could not claim attendance allowance for doing so. Feminists also use statistics to make their point; they show that although women have a longer life expectancy than men they also have a higher incidence of poor health. Feminists also agree that material circumstances play a vital role in determining health, the lower the income the poorer the health, this can be seen in statistics concerning the health of single parents, single mothers fare worse in the health stakes than single fathers. This could be because of the multiple roles women take on in their domestic and professional lives in conjunction with child birth and regulation of fertility, which increase stress on the woman and thus increase risks of poor health. Another bone of contention for the feminist movement is that men ascribe to the biomedical view of health that is that the body is a machine, which should be repaired if it breaks down, and that the medical profession is male dominated and therefore women have been disempowered by a patriarchal establishment in relation to looking after their bodies. According to Doyal (1995:22),‘any analysis of women’s health should consider the interaction between social, psychological and biological influences).
These notes will now examine four case studies and evaluate two of them. The first case study that these notes will examine is Inequalities in Health, Peter Townsend and Nick Davidson (1988). This study concentrates on mortality rates in the population and uses the Registrar General’s scale of occupational classes to examine the differences between mortality rates of different occupational classes. The study discovered that infant mortality rates among children within the first month of life where the father was a manual worker was double the mortality rate for children whose father was in the professional classes this increased to a three times greater risk where the father was an unskilled manual worker. The study also found that gender was also an important factor, in each occupational class women had half the risk of death than their male counterparts. The risk of death prior to retirement age was two and half times that of professionals, for class V workers of any age. This study also found regional variations in mortality rates the South of Britain faring the best. The study found inequalities in the use and availability of the Heath Service despite the fundamental principle of the health service being equal access for all and suggested that cultural factors play a part in the health of immigrants and their families. This study is valuable because it shows that there are marked differences in the life expectancy and mortality rates in the Classes in Britain, it does not however show the differences of health service that may exist for disabled people within the various occupational classes. The study shows that the health service today is probably structured to meet he needs of the middle class consumer, with regional variations on waiting times for hospital appointments (see appendix A, for current figures). This report highlights inequalities in the health service and life expectancy rates in the UK therefore it is an important piece of research, examining patterns and trend it has been used as a benchmark for further research and work in this area. Recommendations had serious political implications. E.G. stressed the need to tackle socio-economic inequality at a time when the Conservative Party was attempting to tighten the welfare safety net. This study was written from a social democratic, structuralist perspective, using quantitative findings from secondary sources i.e. census returns and death certificates, therefore a link exists between research method and perspective, this study can also be said to be representative of the population because of the large sample used, therefore the study achieved its aims.

However this study would have benefited from qualitative information, giving a much clearer picture of the topic, in addition the study does not suggest solutions to the inequalities and is dated. This study did however lead to recommendations being made, Government response to the report being, ‘as notorious as its findings’, (, Kirsten Mclevy, (2002). The constraints of this study are that its value freedom can be questioned because Peter Townsend already has a strong link with studies into poverty within the UK and may have been biased towards his own political ideologies.

The next study this essay will examine is The Political Economy of Health, Lesley Doyal and Imogen Pennell (1979). This study examined inequality and Health within the United Kingdom, suggesting that some ill health is directly caused by the pursuit of wealth within the capitalist system that exists in the UK. To illustrate this Doyal and Pennell use industrial accidents and diseases, health matters, which occur because the individual is at work. The study suggests that true figures regarding the extent of industrial injury, disease and death are difficult to obtain and therefore they used the Robens Report of 1972 and Kinnersley’s The Hazards of Work to obtain rough estimates. They point out that one of the reasons that exact figures are difficult if not near impossible to obtain is that some industrial diseases do not reveal themselves until much later in life, the damage being caused through constant contact with a chemical for instance over many years, resulting in an illness after retirement. The study also shows that trade unions have not been very effective in preventing industrial injuries, deaths and diseases and that they tend to concentrate on demanding higher wages/danger money for workers
rather than improved health and safety in the work environment in conjunction
with this employers appear to work on a system of acceptable risk in the work
environment. The acceptable risk factors are easily viewed within today’s
construction industry, health and safety legislation requires employers within this sector to carry out risk assessments for each trade and construction job undertaken, the onus is on the employee to familiarise themselves with the risks associated with the job and take steps to ensure their own working environment is safe, the threat of unemployment is used by employers in an attempt to make workers do dangerous jobs in dangerous conditions. This study was written from a Marxist perspective and used statistical information therefore there is a direct link between the research method employed and the theoretical perspective. The study points out that for a true picture patterns of health and illness must be examined in a socio-economic context. The study shows the limitations of the Health and Safety at work legislation. This study achieved it’s aim, highlighting problems within the work environment regarding health and safety issues, it led to further research being undertaken in this field. The study is however dated and current Health and safety legislation is much tighter than it was at the time of this study. The study also makes the claim that employers attempt to ignore the risks at work without any evidence to back this up and assumes that unions give low priority to health and safety at work issues. The constraint for this study is its objectivity.
The next study that the notes will examine is Ulcerative colitis- an example of a chronic illness’ (Kelly 1992). This study examines how one chronic illness impacts on the lives of the sufferers, it also considers the social stigma attached to such an illness. The sufferers of this condition felt that the illness impacted on every part of their lives from engaging in sexual relationships to travel arrangements and the ability to hold down a job. It shows how people react to the label placed on them because of an illness, most sufferers of chronic conditions feel a sense of relief at having a diagnosis, but then feel stigmatised by the label they are given by society. Ulcerative colitis is a condition, which causes loss of control of the bowels and therefore sufferers have no control of defecation and therefore results in a loss of confidence for sufferers in social settings. Sufferers pass through a series of stages with this disease, after diagnosis they initially learn to live with it, and some elect to have surgery, surgery or not all sufferers have to learn to cope with the condition and the social stigma attached to such a condition. This study was written from an interactionist perspective and used qualitative research methods, therefore a link exists between theory and method, constraints for this study are time and money because the study made use of in depth qualitative research.

The final study  will examine  ‘What makes women sick: Gender and Health’—Lesley Doyal (Reading 37). This study relates women's experiences of health to their daily lives. It highlights differences in race, nationality and socio-economic class and concentrates on the health issue of HIV infection. Doyal argues that women are a greater risk of HIV infection than their male counterparts, quoting Kurth (1993:7). Doyal states that many women rely on men for their survival due to economics i.e. financial dependence and therefore a woman will often comply with the sexual preferences of her partner in order to keep the financial support. Doyals study here is based mainly upon African women but sources from other nations are taken into account and she explains how various forms of prostitution work in Africa and the steep rise in the cases of Aids within African nations. The study is written using a feminist perspective and secondary qualitative sources and statistics and therefore there is a tenuous link between the research methods employed and the theory. The constraint of this study is value freedom.
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