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Preface

The history of most university institutions shows a few rare but productive periods
when a small group of scholars come briefly together to strike sparks from each other
to ignite a new flame of research. I 6 m
has, over its eighty years, shown a number of such episodes when clusters in both
physical and human geography have critically taken off. The late 1990s were such an
episode when Danny Dorling, Mary Shaw, and Richard Mitchell came briefly together
to study social and spatial health inequalities.

I had met Danny a decade before as extexaminer of his remarkable doctoral

thesis in geography and mathematics at the University of Newcastle, where he showed
an astonishing Edward Tuftike flair for conveying critical ideas in social geography

by the most innovative of visual displays inagtitative information. He joined the

Bristol staff in 1996 after holding a British Academy Research Fellowship and is now

a professor at Leeds. Mary joined him at Bristol following year, bringing deep skills in
sociology and social research, and withexignce of research and teaching in both

the Czech Republic and Australia. Richard joined the team in 1999 from London,
bringing valuable skills in GIS and housing needs.

This talented team has now joined forces in this innovative text for studenés in th

social and health sciences who are interested in contemporary medical geography and
medical sociology. It provides a valuable historical perspective on health, place and
society, and introduces the new ways of mapping and measuring them. It illustrates
the social and spatial patterning of health and shows how health inequalities arise and
the role of spatial mobility in shaping the pattern. Finally it provides an historical
perspective on medical mapping from the mideteenth century to the start of the

new century. All the chapters are marked by innovative teaching methods and a wide
range of wellresearched examples at a variety of geographical scales. That this is no
dull textbook is shown by the sheer variety of sources used, with novels and films as
well as scientific works as recommendeod

More than most texts this is, | believe, a very personal work. One cannot read it
without sensing the authorsd zest for t
by disciplinary boundaries or ngentions. It simply bubbles with their shared interest

and enthusiasm for their subject and their wish to see it at work on the health problems
that loom all around us. In short, it is the kind of book which, from the quiet waters of
retirement, makes meish | was starting out as an undergraduate again. It deserves to
be widely used.

Peter Haggett
Institute for Advanced Studies
University of Bristol
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Chapter 1

Introduction

What is this book about?

Have you ever thought about why some people are healthier and live longethéiea? o
Unless you have never had the opportunity to go somewhere other than your immedia
area of residence, you are bound to have noticed how different places vary, in terms
factors such as the housing you see (its design, size and quality), thiedabiere (parks,
shops, cinemas, factories) and the people (tall, short, fat, scruffy, happy or sad). You m:
al so be aware that people vary as well
poor; some live alone and others share their home wétimimers of their family, or with
friends. This book is about bringing these issues togéthew people, places and health
vary, and how they interact. The book is thus about social and spatial aspects af healtr
how and why health can vary between difer places and between different social
groups.

In reading this book (as well as the related reading and activities we suggest) you wi
learn not only about a range of topics and themes, but also about the disciplines that \
refer to heowmgraphygmedindaldomgdi cal soci ol
about different perspectives (ways of looking at the world) different ways of gathering
information (research sources and methods) and some of the ways that we can interrog
data in order to awer our research questions (types of analysis). We have endeavoure
to write the book in a style that will hopefully appeal to anyone interested in learning
about the world around theiin so while it is substantively about issues surrounding
health, manyb t he principles and practices <co
much about provoking thought as about passing on knowledge.

There is also a strong element of time in the biodlw patterns have changed over time
(or remained the same) andvin people move through space over time. We look at how
health as been viewed and researched in different ways at different times and in differe
places by different people. We are interested in how health might be improved and ho
variations in health migt be reduced in the future, on a wewitle scale, in particular
countries and in particular localities. To think about how to achieve those aims a goo
starting point is to see how people have studied health in the past and compare that to h
social scéntists research health today. We ask whether we are gaining a bette
understanding of the determinants of health and introduce you to many current debates
the crossroads of medical geography and medical sociology.



Who is this book for?

This book is pimarily written for undergraduate students of geography and sociology, but
will also be relevant for those studying social sciences more generally, and for thos
studying and interested in healttlated areas (medicine, nursing, public health, and the
caing professions). It is also a book for people who are interested in how researche
think. The three authors of this book are all actively involved in producing research papet
and reports on health. However, when we write these papers and reportelwgetia
chance to describe how we view the larger pictudeow we think all this work fits
together. If you think that you might like to study issues around health and the sociza
sciences further in the future, this book should give you an idea ofintle &f debates
that are currently raging and of how a group of three people involved in those debates s
the study of medical geography and sociology progressing.

What the book aims to do

The book has been written as an introduction to some of theethenethods and thinking

of contemporary medical geography and medical sociology. We have tried to do this in
novel and imaginative way. To do this we sometimes jump between themes and ides
which you may find disconcerting, but perseverance will hdjyefiay off as you begin to
glimpse the wider picture we are trying to paint. The book aims to give you an idea o
how disparate areas of the study of health in the social sciences fit together. We ha
incorporated pictures, cartoons, stories, films, t@aad anything else we could think of

to try to achieve our aims. This makes our book slightly unconventional.

While we aim to cover some central contemporary theimasch as health inequalitiés

we have tried not to do so in the same way that theg haen covered in other textbooks.
For example, most textbooks which discuss health inequalities almost always structul
their coverage in the same way (covering artefact, health selection, behavioural ar
material explanations), but we take a differgmpr@ach. You will end up learning similar
things, but you will have got there by a different, and hopefully more stimulating, path.

We have particularly tried to convey ideas both about how single research projects a
conducted and how bodies of reseadd#velop and how issues are debated amongst
researchers. By the end of the book you should have a real feel for how research is dol
you may even want to move on to conducting your own research projects. We also hoj
to give you an idea of how much workmains to be done and of how much we do not yet
know about how society, geography and health are interconnected.

This book does not aim or claim to be a comprehensive, encyclopaedic guide either k
topic, author or perspective. We pick and choose examyheah highlight the processes

of understanding that we are hoping to foster. For example, we have spent a lot of tin
covering issues of wealth, poverty and social class, writing less on issues of gender a
very little on ethnicity. Where we spend legsd on what we consider to be important
topics, we guide you to further reading sources.

2



Similarly, we have not tried to write a handbook of methods for researching social an
spatial aspects of health. We have chosen to cover only quantitative methtdalscause

we think they are more valuable than qualitative techniques, but because this is our me
area of expertise. Nor have we tried to cover all aspects and forms of quantitative metho
(there are many methods books for that), rather we introduoe &ey basics that will
help you get off to a solid start and highlight the techniques researchers actually use ratt
than those generally taught to undergraduate students.

While there are some similarities in the way the chapters are organised weohaivaeu

to provide a formulaic structure for each. We hope that this makes the book a les
monotonous read. Each chapter was written by one of us, revised by another and furtt
revised by the other (sometimes many times over) until we could all agredainve
wanted to say. We had some arguments and disagreements in writing this book but v
eventually (mostly) agreed with what was finally said. The final product is the synthesis
of three peoplesd views, r at h eimthetsdme meina n
we would encourage you to cast a critical eye as you read this and other sources.

What 6s in the book?

There are six substantive Chapters which are divided into two Sections. The first sectic
(Chapters 2, 3 and 4) focuses on learninglevte, concepts, methods and analysis
acquiring tools of the trade. In the second section (Chapters 5, 6 and 7) the emphasis
more on looking at particular topics and working through research exampsisg those
tools. Below we provide a brief summyaof each chapter so that even if you are just
glancing at this book you can read the next couple of pages and get an idea of where
are coming from and where we are going. Hopefully after that you might like to reac
further

Chapter 2: Health, place and society: an historical perspective

In this chapter we begin by asking: why take an historical perspective? We first discus
health in premodern societies and traditional medicine, the plague in medieval Europe
(its spread, responses to it and its emuences). We then move on to consider

industrialisation, urbanisation and the rise of scientific medicine, looking at how these
developments influenced science and medicine in general, and public health in particule
We then turn to the development ofogeaphical and sociological thinking regarding

health, concentrating on the study of suicide by Emile Durkheim and using this as a
introduction to seeing variations in health as a combination of individual acts and socie
facts. We close with an overvient the centuries of change which have been covered and
discuss where there has been continuity and where we can see a real break with the pas

Chapter 3: Mapping and Measuring



We introduce this chapter by considering tharacteristicof peoplewhich affect health

and asking whether we should stuilk a the individual or group level. We discuss the
key variables of age, gender and wealth, as well as considdangplirse perspectives
and clinical measures. We move on to consider the impaghe® people live, in terms
ofspéace and placed6 and oO0time and spacec¢
surveys and routinely recorded data, before asking how these data can by analyse
considering theercoding of variables, efiving indicators, andonducting statistical tests.
We end the chapter looking at how these data can be mapped, including chloropleth may
cartograms and point mapping techniques.

Chapter 4: The social and spatial patterning of health

In this chapter we begin with the gldhzcture, considering causes of death across the
world, looking at mortality by age and by sex and considering averages, variation an
exceptions to the rule. We look at countries in one region of the world, examining recer
mortality trends in Eastern dnCentral Europe, and considering at the possible role of
poll ution, the coll apse of immakihgt dicohslandy i
diet- and social and socieconomic factors. Next we turn to health at the regional and the
local scales ahtheir interaction with socieconomic factors. We discuss the size of class
di fferences in mortality in different p:
specifically consider the influence of unemployment, social class and sociall capita
influencing patterns of health and illness. We conclude at the smallest geographical sce
with some case studies of health in particular communities.

Chapter 5: Health Inequalities: Composition or Context?

In this chapter we introduce the debaterocomposition and context and asky health
inequalities are important as a matter of equality and in terms of particular policy
implications. We provide four examples of research projects which have tried to finc
evidence for the importance of contexid show how their results differ because of the
differing technigues which are used and the varying standpoints which are initially taken
We discuss the mechanisms that might be operatingpliysical and environmental
context, and the social contexhgluding the tangible, state and social fabric of places).
We end by asking to what extent it might be possible in the future to untangle the
influences of context and composition in producing health outcomes and present th
conundrum that this debate isélf influenced by our next major topicmobility. Just
when you think you are getting to grips with one of the social / geographical determinant
of health you often find that it in turn is influenced by another determinant.

Chapter 6: Health and Soci#Spatial Mobility
Here we introduce issues relating to the impact of migration, immigration and socia
mobility on health. We show how a typology of movements can be constructed into whicl

different kinds of mobility can be placed in order to try andedain their particular

4



impact on patterns of health. We then cover each type of movement in turn, beginnin
with social class and social mobility (social immigration, class formation and small scale
internal social movements), moving on to geographicalbilitp (immigration,
colonisation, and migration at both the macro and micro scales). We end this discussic
by looking at how these two forms of movement combine to create a-Suatial
mobility that impacts upon health in the round. We conclude bynyithe question on its
head and considering how health can in turn affect mobility. We argue that a full
understanding of how health variations are affected by context and composition is onl
possible if mobility is considered. How people and places ahawgr time is a factor
which both helps to create and maintain differences in their health.

Chapter 7: Putting research into context:
from cholera to good health for all

In our final chapter we take a historical tour through the mapping of diseagagnimm

the mapping of cholera in the middle of thé"k®ntury to the use of cartograms at the
end of the 2B century. We revisit many of the topics, concepts, methods and perspective
of the preceding chapters. We reiterate the importance of amiddtperspective and a
sense of 6what has gone beforebo. We s
patterning of health and illness. We think once more about how diseases can be measu
and mapped and about the patterns of health inequalities ¢haesvas a consequence.
Issues of composition and context, migration and mobility are never far from the frame
This last chapter is thus about how different researchers have mapped disease &
mortality in different times and in different places, butsitalso about how we need to
appreciate that research has been conducted within different contexts. All interpretatior
of the worl d, including our own, need t
chapter by outlining the key messages thathape this book has conveyed.
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Figure 1.1 Where we are coming from: a biographical map of the authors

In all the chapters outlined above we include many examples, often drawing on studie
from around the world. However, you will tice that our own national background is

understandably oveepresented. We are not trying to excuse this, but see it as a reflectior
of how the research world operates. Similarly, we have tried to explain how research, ar
thus knowledge, is affected ligeology, and at times we have been open about our own
perspectives and position. At other times we might well have tried to present ou
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particular views as 6gener al knowl edged!
i they want to influence howther people view the world. Figure 1.1 will give you some
indication of O6where we are coming fr omi

To counteract our indiscretions and particular idiosyncrasies, at the end of each chapt
we suggest further readingachalso activities, which are designed as an extension of the
knowledge and reasoning of the chapter. The only way in which you will be able to form :
view of what the biases of this particular book are is by reading other similar books
Hopefully we havebeen more open than most in pointing out that any textbook comes
with a particular set of preonceived assumptions that are not necessarily made clear in
its text. Read this with an open niiwed,
could be wrog , but also dondédt necessarily idi s
think 6why would they be arguing that?é

What we hope this book will achieve

We have already said what we hope you will get out of this book, in terms of
understanding this topi¢lowever, we also hope to encourage you to become more aware
of the world around you to encourage you to ask questions, look critically, we show how

to make your argument, and how to accept that you might not always be right!

Health matters. Having, ar@bntinuing to enjoy, good health is one of the aspects of life
that is held most dearly by people all over the warldithough many in more affluent
places only realise this when they fall ill. The study of health is a microcosm of the stud
of human lives in general picking on one particularly emotive and important aspect of
our lives. Through studying health we can increase our understanding of society motr
generally. The same methods which are used to ask why different people suffer differel
rates @ illness can be applied to areas as wide ranging as the study of educatior
employment, housing, income and wealithjust to take a few examples. Issues of
equality, definition, measurement, composition, context and mobility affect all of these
and othemspects of our lives. Begin with health, but keep thinking more widellyy are
things the way they are? Does it have to be this way?



Chapter 2

Health, place and society: an historical perspective

Chapter Summary

In this chapter we begin by askinghytake an historical perspective? We first disc
health in premodern societies and traditional medicine, the plague in medieval E
(its spread, responses to it and its consequences). We then move on to ¢
industrialisation, urbanisation anchet rise of scientific medicine, asking wheth
urbanisation created cities of filth and how these developments influenced scien
medicine in general, and public health in particular. We then turn to the developm
geographical and sociological mking regarding health, concentrating on the study
suicide by Emile Durkheim and using this as an introduction to seeing variations in
as a corhination of individual acts andocial facts. We close with an overview of t
centuries of change whichave been covered and discuss where there has been corj
and where we can see a real break with the past.

Introduction: Why take an historical perspective?

The aim of this book is to help you to think about how and why health varies betweel
different groups of people and between different places. One of the best places to begin
in the past. Here we introduce you to some of the ways in which health and illness ha\
been unevenly distributed throughout populations, and -htiwough research we can
begin to make sense of those inequalities.

We begin by taking an historical perspective. Through looking at past examples we se
how patterns of disease have changed over the centuries and that people have |
different ways of reactingtoand&ag i ng il |l ness. Peopl eds
current global distribution of disease are both very much products of the past and it |
largely through trying to understand the distant and recent past that we attempt to impro
our knowledge of hdtéh and improve its future distribution.

In taking this historical perspective we also introduce you to thinking about health anc
illness in sociological and geographical terms. What can sociological and geographic:
perspectives tell us about health alnkess in our society? Putting people in their social
and spatial context in addition to seeing them as individualsvill better help us to
understand the causes of illness, and, consequently, how to treat and prevent it (see E
2.1).



Box 2.1 Social and Spatial context

Social context i r ef er s t o | Spatial contexti r ef ers t o
position in society in terms of the social | geographic location, such as the
groups they belong to (such as their | country, region, town or neighbourhood
social class, gender, or employment | that they live in, and the features of that
status) and the social roles they | place, what that place means to them
perform  (e.g. parent, volunteer, | and the collection of places that they
employee). live their lives through.

This chapter is not intended as an exhaustive review of the changing patterns of disease
different places over time, nor is it a history of medicine. Instead we use a handful o
historical case studies to illustrate how patterns of disease have chamgetine, and

how in different times and different places there were different causes and consequenc
of disease. We also begin to introduce sociological and geographical perspectives a
show how these can be applied to help us to understand how hedltiiness are
intimately connected with the fabric of a society.

The examples considered within this chapter are: traditional medicine, plague in th
medieval world, the processes of industrialisation and urbanisation, and changing rates
suicide. Fom these examples we can begin to understand the importance of interactior
between health, place and society. At the end of the chapter we discuss how an historic
view of health and illness shows many changes and developments, but that there a
nonetteless, themes of continuity which emerge.

Potions and prayers: Premodern societies and traditional medicine

Medicinei the treatment of iliness and diseas®s not always been practised in the way
that it is today. It is only in moderntimes (seexBo2 . 2) , with the ri
medical profession, that what we now recognise as modern medicine came to develop.
premodern societies efforts to heal were dominated not by scientific ideas but by magice
or spiritual ways of seeing the wdrsee Box 2.3). Religious beliefs were central to
thinking about disease and to approaches to healing it. Prayers or spells were the methc
used to attend to illness, often combined with the use of herbal péttbesmain form of
treatment usually aviable.



Box 2.2 Types of society

Hunters and gatherers i small nomadic groups or tribes which live
by hunting, fishing and gathering wild plants to eat.

Pastoral societies T nomadic people who rear and herd animals,

Il\D/IR())ED-ERN such as sheep, goats and cattle.
SOGIETIES Agrarian societies T people sow and harvest their own crops, and

are settled rather than nomadic.

Traditional societies or civilisations i were based on the
development of cities, often achieved through conquest. For
example, the Roman empire, The Maya in Mexico, Ancient Egypt.

Modern societies 7 have highly organised divisions of labour brought about
through technological changes associated with industrialisation and globalisation.

Box 2.3 Religion and Magic

Religion 7 A set of beliefs, symbols and
practices based on the idea of the
sacred which unites believers into a
socio-religious community.

Source: Oxford Dictionary of Sociology.

Magic i the influencing of events by the
use of potions, chanting or ritual
practices. Generally practised by
individuals, whereas religion is more
organised.

Source: Oxford Dictionary of Sociology.

There was not, of course, one single form of medicine practised in all traditional societies
rather in different times and places there were diffetraditions. However, what these
traditional medical systems have in common is that they tend to be based on religious |
spiritual i deas, r at her -roHeanrworkd religian ptayedd i
central part in all aspects of sdcide, and this extended to health. Hence, the idea
prevailed that disease and illness were caused by supernatural-fepiets, demons or
gods. So an epidemic (or indeed events such as a flood, drought or poor harvest) mic
have been explained inrtems of peopl eds actions makin
inciting their wrath.

In order to prevent or cure illness people would appeal to the gods or spirits throug
prayers, or spell$ just as they might appeal for a good harvest. These typefeas$ i
prevailed in Ancient Egypt and were also dominant in the Roman Empire. The Egyptian
are thought to have been the first society to have a specialised medical profession but 1
division between medicine and religion was by no means clear cut; sorwrsdecen
came to be regarded as gods themselves. Egyptian medicine combined the use of ma
and charms with the use of medicines derived from plants and herbs.
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Another traditional medical system is that of Ayurvedic medicine, a system of healing
which was developed in India some5800 years ago by Brahmin sages. This was
6holisticé in its approach which means
environmental context. Ayurvedic medicine focuses on maintaining balance between th
three findamental life energies, rather than on individual symptoms. These three energie
known as theridosha are: vata (ether and air), pitta (fire and water) and kapha (earth anc
water). However, this system is individualistic in that two people with theedaealth
problems may need different remedies, due to their energetic constitutions.

Chinese traditional medicine includes the use of many different herbs, which are usuall
taken in the form of a soup or tea. The philosophy behind this form of medicthat
6mandé | ives between heaven and eart h, a
of energy: materi al of living things bel
receding aspect of nature; while functions of living things belang tt he &6y an
masculine, active and advancing aspect. In order to cure illness, harmony needed to
restored between the five basic elements of earth, fire, water, wood and metal. Su
balance could be restored by the use of acupuncture, which saottedilow of energy in

the body. Chinese medicine, especially acupuncture, is increasingly popular today i
countries all over the world.

<Va 3 =

Figure 2.1 Shops se
all over the world.
Source Photographs biflary Shaw

Looking at another time and place, the Ancient Greeks had a dualistic medical system. C
the one hand they believed that there were supernatural causes for illness, but on the ot
hand theyalso thought it important to carefully study the symptoms and stages of iliness
Two important figures in Greek medicine were Asclepius, the god of healing, and the
doctor Hippocrates who lived around 500BC. It is thought that it was Hippocrates whc
devisd the notion that all things were made of four humdustod, phlegm, black bile

and yellow bilei and that illness was related to the loss of balance. In Greece and beyon
this idea prevailed for two millennia, until the™&entury AD.

11



Hippocratesis still considered to be the father of medicine and he believed that diseas
had natural causes and that rational methods were needed for cures.

Box 2.4 The Hippocratic Oath i first written 400BC

| SWEAR by Apollo the physician, and Aesculapius, and Health, and All-heal, and all the
gods and goddesses, that, according to my ability and judgment, | will keep this Oath and
this stipulation to reckon him who taught me this Art equally dear to me as my parents, to
share my substance with him, and relieve his necessities if required; to look upon his
offspring in the same footing as my own brothers, and to teach them this art, if they shall
wish to learn it, without fee or stipulation; and that by precept, lecture, and every other
mode of instruction, | will impart a knowledge of the Art to my own sons, and those of my
teachers, and to disciples bound by a stipulation and oath according to the law of medicine,
but to none others. | will follow that system of regimen which, according to my ability and
judgment, | consider for the benefit of my patients, and abstain from whatever is
deleterious and mischievous. | will give no deadly medicine to any one if asked, nor
suggest any such counsel; and in like manner | will not give to a woman a pessary to
produce abortion. With purity and with holiness | will pass my life and practice my Art. | will
not cut persons labouring under the stone, but will leave this to be done by men who are
practitioners of this work. Into whatever houses | enter, | will go into them for the benefit of
the sick, and will abstain from every voluntary act of mischief and corruption; and, further
from the seduction of females or males, of freemen and slaves. Whatever, in connection
with my professional practice or not, in connection with it, | see or hear, in the life of men,
which ought not to be spoken of abroad, | will not divulge, as reckoning that all such should
be kept secret. While | continue to keep this Oath unviolated, may it be granted to me to
enjoy life and the practice of the art, respected by all men, in all times! But should |
trespass and violate this Oath, may the reverse be my lot!

Source: Hippocrates, Works trans Francis Adams (New York; Loeb) vol. I, 299-301.

THE MODERN OATH OF HIPPOCRATES - the version currently approved by the
American Medical Association:

You do solemnly swear, each by whatever he or she holds most sacred:

M That you will be loyal to the Profession of Medicine and just and generous to its
members.

1  That you will lead your lives and practice your art in uprightness and honour.

1 That into whatsoever house you shall enter, it shall be for the good of the sick to the
utmost of your power, your holding yourselves far aloof from wrong, from corruption,
from the tempting of others to vice.

1 That you will exercise your art solely for the cure of your patients, and will give no drug,
perform no operation, for a criminal purpose, even if solicited, far less suggest it.

1 That whatsoever you shall see or hear of the lives of men or women which is not fitting
to be spoken, you will keep inviolably secret.

1 These things do you swear. Let each bow the head in sign of acquiescence. And now,
if you will be true to this, your oath, may prosperity and good repute be ever yours; the
opposite, if you shall prove yourselves forsworn.

What has been taken out of, and added to, the original version?

12



He thus based his medicine on observation and reasoning. Hippocrates also had a v
strong ethical code and doctors today still swear to the Hippocratic Oath. The original an
a aurrent form of the oath are shown in Box 2.4 below. It is worth noting how the oath ha:
been changed.

Each of these traditional forms of medicine, or medical systems, is embedded in
particular way of seeing the worida philosophical or ideological fnreework. There is

also a philosophy or ideological framework behind modern western medicine, which we
shall come to later in the chapter. It is perhaps easier to recognise ideologies in societi
other than your own, because of the very nature of an idgdRagt of the glue that holds
society together is the belief that its own particular collective way of viewing the world,
its ideology, igheway of seeing the world and not simply one of many possittiens

A good way to begin to appreciate thatrthare very different ways of viewing the world

- depending on who you are and where and when you are lookimdo consider the
contradictions and contested truths within your own society. If you visit a typical
bookshop in a western city you will firdh ey tend t o -behpéi guim
health and welbeing. Although modern medicine is the dominant form of health care,
peoplebéds trust of the conventional me d i
often seek out alternatives. One bétreactions that modern medicine has to this is to

incorporate some alternative methods of healing within its fold (see Box 2.5).

Box 2.5 Traditional medicine today

The traditional medical systems are no longer the dominant forms of medicine used in
developed societies, but they have not been completely lost, instead we now refer to them as

6alternatived

or 6 c o mp | e@oeplemantayy Gmedfciner isn becomifng

increasingly popular in Europe and North America. Some commonly used forms are:

acupuncture, aromatherapy,

chiropractic, herbal medicine, homeopathy, hypnotherapy,

osteopathy, reflexology and yoga. Some medical schools have a complementary medicine
component as part of their curriculum.

Percentage of the public reporting use of any form of complementary medicine, c. 1990

Country % of people reporting use
France 49
Germany 46
USA 34
Belgium 31
UK 26
Sweden 25
Denmark 23
Netherlands 20

Source: adapted from Fisher, P. and Ward, A. 1994, BMJ, 309:107-111. Medicine in Europe:
Complementary medicine in Europe.
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In this section we have taken a brief look at some different forms of traditional medicine
which originated in very different parts of the pm@dern world. What each of these
varied medical systems has in commonrhat ttheir way of treating illness was a product
of their worldview or ideology, and closely connected with spiritual and religious beliefs.
I n the western world today wedeawnd plart
involving an eclectic mixturefanedical systems we might use Chinese herbal medicine

to treat a chronic skin condition, or visit a chiropractor for back pain, but opt for modern
medicine for the treatment of a broken leg. We have the ideological freedom (if we hav
the financial resorces) to pick and choose a medical system to treat particular healtr
problems. Nonetheless, despite this pluralism, modern medicine is still the dominar
medical system in the west. Before we go on to consider in more detail the context of th
developmentof modern medicine, however, we take a look at the spread of plague
through medieval Europe. This is a prime historical example of the intricate connection
between disease, place and society.

Rats and fleas:Plague in medieval Europe

Box 2.6 The spread of disease

Epidemic 17 A sudden outbreak of a disease that spreads rapidly through a
population, affecting large numbers of people. The most common epidemic in
Western countries is now influenza.

Pandemic i An epidemic so widely spread that many people in different
countries are affected. AIDS is an example of a pandemic.

Endemic T When a disease is constantly found in a particular group of people or
in a particular area. Malaria is endemic in much of Africa.

The spread of plague

The plague which reaged the medieval world, or the Black Death as it later came to be
known, is arguably the most mighty example @amdemicFrom it we can discover how

a biological disease is interwoven with not only the social and the spatial but als
environmental faors. The plague was not a new disease, it had always existed amongs
wild rats in certain parts of the world but rarely came into contact with humans. Particula
environmental and social conditions led to its tumultuous diffusion through the medieva
world.

The spread of the plague between 1346 and 1350 is thought to have been precipitated
particular environmental conditionsperhaps floods or earthquakeghich led to these
wild rats seeking new food sources and hence coming into close contadbumitm
populations in Central Asia. Particularly mild winters at that time also meant that the
spread of the disease was not abated by harsh weather conditions but spread as quickl
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winter as it did in summer. However, rats carried the infection in bhedd. They did not
pass the disease to humans. Instead they were merely the vehicles for the fleas, and it \
when these fed on humans that people became infected.
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Figure 2.2 Mapping the spread of plague

The first major outbreakfglague originated in China and from there spread along busy
caravan routes to India, North Africa (particularly Egypt) and Mesopotamia (now Syria
and Irag) and into the port of Kaffa on the Black Sea (in the Crimea, now a part o
Ukraine). From there #pread to Sicily, a busy Italian trading port with connections to the

rest of Europe. The map in Figure 2.2 shows the general directions it took.

The trade routes were crucial to the spread of plague, particularly via sea. These rout

had connected diffent societies for centuries but during the medieval period the volume

of trade had increased. The rats, and their passenger fleas, travelled aboard ships carry

silks from Asia, and other goods from Italy, through France and Spain, and to Britain. A
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the sailors and the goods they had transported went ashore, the rats and fleas went w
them, spreading the plague. Later the plague travelled on ships to Denmark, Norway a
Iceland, and over land across France, Germany, and back into Eastern Europe.

Box 2.7 Symptoms of the Plague
All types of plague lead to an unbearable stench carried by sweat, excrement, vomit and
breath. Urine can be thick, and black or red.

Bubonic Pneumonic Septicemic
Egg-sized swellings, called | Infection moves into the | Infection enters the
buboes, in the lymph glands in | lungs. bloodstream.

the armpits, groin or neck,
where the infected flea has | High fever and breathng | A rash appears
bitten. difficulties. body literally explodes with the
disease.

Acute, agonising pain follows | Coughing and sneezing
with fever, headache and | send bacteria into the air | Death can occur within a day.
exhaustion. and lead to easy spread
from person to person.
Haemorrhaging under the skin
causes purple blotches, often | Victims vomit blood and can
around the waist; the buboes | choke to death.

burst.

Death results 4-6 days after

infection.
As the disease took hold of seaports, n
Pestilenced as it was kmtoolwthe disdmsetwithithem ant e

passed it on to other people (see Figure 2.3 which portrays people fleeing from London
The betteroff were those most likely to have the resources to flee, often leaving behinc
the impoverished to die first (in chapteitt@ differential effects of such migrations are
considered further). The poor were also at greater risk as the rats preferred the
overcrowded dwellings to the more spacious and less penetrablebsitineouses of the
more wellto-do. As a greater demngiof housing meant more rapid transmission, towns
had far higher mortality rates than the more dispersed and isolated villages. The highe
death rates were in sea and river ports, where the traffic of people, and tbarfigag

rats, was at its greate
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Figure 2.3 Fleeing the plague
Source Howe (1972)

Responses to the plague

As well as fleeing and migrating there were a variety of other responses to the plagu
People naturally wanted to know what was causing this devastatirtheories of
explanation proliferated. Some looked to cosmic forces, and saw it as the result of
specific alignment of the planets causing the earth to exude poisonous vapours. Othe
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looked to spiritual sources, seeing it as a scourge sent direcoahin punishment for
the sins of humanity.

Others sought to place the blame on particular groups of pédpteexample, the Jews,
who were already generally -ifeated and being expelled from many parts of Western
Europe. Jewish people were furthmersecuted as a result of the plagueecause they
were thought to be agents acting for Satan, accused of poisoning water or of practisir
witchcraft. Thus we see diseases influencing the structure of society, in this case throu
repression of particulagroups. Half a millennium later we still have a link with this past
in that our uncertainty in how best to deal with disease and illness can often have
religious manifestation. The stigmatisation of people with AIDS in the past two decades
particularly homosexuals, is an example of how the ideology of religion can sometimes
affect the way that we treat people. Ideology or religion can affect how we react to peopl
who have, or whom we thinkayhave, a particular illness and how we treat them in both
amedical and general sense.

That people were keen to search for the causes of diseases iff tenfity, and to place
blame, can be related not only to the pervasive spread of the plague, but also to the
inability to do anything about it. Medieval niethe had no treatment for the plague,
although many different strategies were certainly tried, such as the letting of blood and tt
burning of aromatic herbs (at least the latter covered the awful stench which exuded frol
the sufferers). Other responsegrer more mundane some contemporary chroniclers
reported that the panic produced by the possibility of imminent death led to moral laxity
with people eager to celebrate the comic and profane, and the debauched, while they
the chance. Some also tridte charms and spells of more traditional approaches, and as
in many other crises, bells were rung to ward off the disease. Some cities used the mc
practical method of spatial segregatioiguarantine- isolating houses or not allowing
ships to dock, buwithout systematic application this had little effect (see Box 2.8).

Consequences of the plague

In little more than three years the plague had a profound impact upon medieval societ
Some describe it as a 06nat utoefféctthkipgalaidne r
of Europe, but using this term detracts attention from its social and spatial elements. Tt
plague both exacerbated the problems of medieval Europe, created new ones, and sol
others (such as the surplus of labour and the sf@rahousing).

The demographic impact of the plague washuGeni nads popul ati on
million and one third of Europeds popul
But the reduction in the population was not random. Some arghsome occupations
were particularly affected. The busy city of Florence lost up to 75% of its population;
clergy and doctors had most contact with the sick and were therefore most likely to ge
infected themselves.
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Box 2.8 Quarantine i keeping people or groups in isolation in order to prevent the spread
of infectious disease. Leper colonies are an ancient example. Most common was the
quarantining of ships in port where there was disease aboard. It was most probably the
realisation of how the plague was spread geographically that led to this practise. The
practise of quarantine to attempt to halt the spread of disease may have later influenced
the spatial structure of cities. It may well not be coincidence that the practise of designating
social ghettos began in Italian trading cities which were so badly affected by the plague
(see chapter 6 for discussion of the Venice ghetto).

A vastly reduced population led to a shortage of labhoghosts ships drifted with dead
crew, fields went untended and Ifabuilt cathedrals were left unfinished for many
decades. However, a shortage of workers meant that the position of peasants improved,
instead of having to go in search of work, employing landlords now sought them out an
offered them better wages amarking conditions. Wages soared and the price of land
plummeted. The standard of living rose for those who survived as there were more goo
to go around. New universities were founded across Europe as a reaction to the loss of 1
priests who had beenso et y6s schol ars and teachers.

But while the material conditions of life may have improved as a result of the plague
people lived in constant fear of its return and this is visible in the art of the period whict
followed. Ghastly and grisly images of deavere common. In spiritual terms, people
could not make sense of the epidemic and this led them to be dissatisfied with the Churc
sowing the seeds of the decline in its dominance.

Epidemics of plague, on a smaller scale, continued for centuries te, dbm last in
Britain occurring in 1665. Arguably, no contemporary epidemic has had such a far
reaching influence upon society as did the plague of the medieval world. Yet many of th
themes that it illustrates are discernible in other case studieaaxs#ls that are prevalent
today (see Box 2.9).

Box 2.9 Plague in the world today

Between 1000 and 3000 cases occur annually, mostly of the bubonic variety.

Modern antibiotics can treat the plague, but treatment must be prompt to be effective.
Modern transport systems mean the disease can now spread extremely quickly.

When an outbreak of Plague occurred in Western India in 1994, 500,000 people fled
their homes.

Plague is one of the diseases that might potentially be used in biological warfare;
others include smallpox and anthrax.

= EECEC ]
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Industrialisation, urbanisation and the rise of scientific medicine

In the section above we discussed some of the many consequences for society of
particular disease epidemic, the plague, one consequence of which vedfeth®n the
labour market. Fewer available labourers meant that they were in greater demand and, -
a while at least, their wages and conditions of work improved. In this section we conside
a different scenariethe Industrial Revolution in Englandand some of the effects that it
had on society, health and health care.

The Industrial Revolution, which took place first in England between approximately the
mid-18" to mid-19" centuries, was a time of dramatic change. This was preceded, an
overlappedy, the Agricultural Revolution, when new farming technologies (for example,
the seed drill), techniques (for instance, crop rotation) and a shift to the cultivation of roo
crops (such as turnips and potatoes) led to farming being less-iatensive ¥t yielding

a greater harvest of crops. This meant that more food was produced, and that labour w
freed up to do other types of work.

The main source of change during the Industrial Revolution was the change in productiol
from cottage industry where gds were hananade, to factory production where things
were masgproduced by machines. Cotton weaving was the first area to be developec
with the invention of a flying shuttle and spinning jenny, which speeded up

Figure 2.4 A child factory worker of the industrial revolution
Source http://www.spartacus.schoolnet.co.uk/IRinspectors.htm
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weaving time considerably. Other important technological developments of the time
include steam agines, which were used as a power source in a variety of contexts, and th
railways (following on from canals) which replaced horse power and greatly increased th
capacity for the movement of goods and people. Many new roads were also built for th
distribution of goods within the country; steamships delivered goods to and from furthel
afield.

While the factory system meant that more goods were available and at cheaper price
working conditions in this new industrial environment were very hard, unpleasan
often harmful. Men, women and children worked long hours in the factories and they
formed the new working class. Pollution of the environment, from factories, mills, mines
and the like, increased massively. In protest to the destruction of théotrabivays of

life and production, workers destroyed many machines, but despite this the process
industrialisation continued.

It is important to note that this development was occurring within a certain ideological
frameworki that of capitalism Thisrefers not only to the capitalist mode of production
but also to the power structures that shaped society. Instead of individual or small grouj
of workers labouring independently at home, people worked in much larger factories
These substantial, purpebeilt buildings and the machinery within them required
sizeable financial investment, which was provided by a capitalist owner (in Marxist terms
a member of tiksee BaxR.00) Thg eapitalistiovenéd the factory and made
a profit fromthesellng t he products of the worker:
workers. It can be argued that the workers were seen by the capitalists as commoditie
rather than as human beings. In this way wealth was accumulated and reinvested in ott
ventures whih would accumulate yet more wealtfor the capitalists.

Urbanisation i cities of filth

The changes of the Industrial Revolution were both economic and social. They also had
huge impact on the human geography of the country. Whereas before marg lpepl
been employed in agriculture and the prevalence of cottage industries had meant ma
people lived in rural settings, increasing numbers of people moved into the cities wher
the factories were located. The pace of urbanisation was such that theipropiopeople
living in towns of more than 5,000 people was 20% in 1801, but by 1851 it was 54% ani
by 1911 it was 80%. Thus by the mid™8entury there were more town than country
dwellers for the first time. This rapid congregation of people in udraas meant that
living conditions were often dirty and filthycity living was crowded and insanitary (see
Box 2.11). Contagious diseases thrived in these conditions; cholera was the most virulel
and most feared, infectious disease.
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Box 2.10 Marx and Engels

Karl Marx and his colleague Friederich Engels - sought to explain the changes being
wrought on society by the Industrial Revolution, and in particular on social relations and the
class struggle, through economics. They developed a materialist view of history, which
incorporates the view that social relations are determined by economic relations.

iModern Industry has converted the |little
of the industrial capitalist. Masses of labogrerrowded into the factory, are organised like soldi
As privates of the industrial army, they are placed under the command of a perfect hiera
officers and sergeants. Not only are they slaves of the bourgeois class, and of the bourge
they are daily and hourly enslaved by the machine, by the overlooker, and, above all,
individual bourgeois manufacturer himself. The more openly this despotism proclaims gain t

end and aim, the more petty, the more hateful and the moreembittn g it i s. 0O
Source: Karl Marx, Manifesto of the Communist Party, Chapter One.

Mar xés vision was that in the future the
which there was no longer a ruling capitalist elite dominating the working classes. The
means of production would be communally owned, rather than dominated by a few very
weal thy and power f ul peopl e. Unti l the f
population lived in societies whose governments were based (on various interpretations of)
Mar x6s ideas.

The rate of urban growth presented a particular difficulty, and meant that adjustments tc
accommodate the new urban population veetdnoc Towns were faced with a new set of
problems and problems of a huge magnitude. The prabkncountered were especially
in housing supply and water and sewer a(
different from those in the country, but the practices of disposing of waste in the country
where people were more scattered, became agrolhen people were packed into
towns.

Box 2.11 Letter to The Times concerning living conditions in Victorian London

6 S u May we beg and beseach your proteckshion and power, We are Sur, as it may be,
livin in a Wilderness, so far as the rest of London knows anything of us or as the rich and
great people care about. We live in muck and filthe. We aint go no priviz, no dust bins, no
drains, no water-s p | i es, and no drain or suer in t
numbers areill, andiftheCh ol era comes Lord help usé

Preaye Sir come and see us, for we are living like piggs, and it aint faire we should be so
ill treeted. d

The Times, 5 July 1849
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This meant that waste contaminated the water supply, and hence the risk of infection au
contagion multiplied. While the better off middle and upper classes enjoyed better living
and working conditions, and were, for example, able to isolate sick children, they too wer
susceptible to the spread of infectious disease. However, it was the poooel$ted in

the worst conditions, and thus suffered the worst health. Figure 2.4 shows that infat
mortality rates were highest in the urban industrial centres.

Infant mortality
rate per 1,000
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Figure 2.5 Diarrhoea and dysentery deaths in infants, England and Walgesl86%

1870
Source Woods and Shelton (1997)
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Nutrition was also poor in the urban environment. Women particularly suffered from pool
nutrition, as even at the best times men would get more of any meat available; wome
would get the scraps. This had a kkamn effect for the health of babies and children. As
well as problems with themountof food that people ate there were also great problems
concerning thequality o f food. Cowds mi | k, for exa
conditionsi stored in dirty bukets and churns with no lids, and, of course, there was no
effective refrigeration. This was particularly important as working women (who for
financial reasons often had to work until very late in their pregnancy and very soon afte
giving birth) were unale to breast e ed t heir babies. The <co
were fed was contaminated. Inadequate excrement removal also led to the contaminati
of food, via hands and flies.

Lack of adequate nutrition is an important health indicator in itselfalso means that
people, especially children, are prone to infectious diseases. Poor nutritional conditior
were also compounded by arduous labour, damp, cold and overcrowded housing al
inadequate sanitation. Overcrowding meant spending a lot of tindoas where
children without adequate clothing would catch cold. Indoors, living in cramped

Box 2.12 The Physical Deterioration of the Textile Workers

AfAny man who has stood at t wel v-way, ovhiah seoveskas

the place of exit for the hands employed in the great cotton-mills, must acknowledge, that an

uglier set of men and women, of boys and girls, taking them in the mass, it would be

impossible to congregate in a smaller compass. Their complexion is sallow and pallid--with a

peculiar flatness of feature, caused by the want of a proper quantity of adipose substance to

cushion out the cheeks. Their stature low--the average height of four hundred men,

measured at different times, and different places, being five feet six inches. Their limbs

slender, and playing badly and ungracefully. A very general bowing of the legs. Great

numbers of girls and women walking lamely or awkwardly, with raised chests and spinal

flexures. Nearly all have flat feet, accompanied with a down-tread, differing very widely from

the elasticity of action in the foot and ankle, attendant upon perfect formation. Hair thin and

straight--many of the men having but little beard, and that in patches of a few hairs, much

resembling its growth among the red men of America. A spirittess and dejected air, a
sprawling and wide action of the legs, and an appearance, taken as a whole, giving the world

but "little assurance of a man," or if so, "most sadly cheated of his fair proportions..."

Factory labour is a species of work, in some respects singularly unfitted for children. Cooped

up in a heated atmosphere, debarred the necessary exercise, remaining in one position for a

series of hours, one set or system of muscles alone called into activity, it cannot be

wondered at--that its effects are injurious to the physical growth of a child. Where the bony

system is still imperfect, the vertical position it is compelled to retain, influences its direction;

the spinal column bends beneath the weight of the head, bulges out laterally, or is dragged

forward by the weight of the parts composing the chest, the pelvis yields beneath the

opposing pressure downwards, and the resistance given by the thigh-bones; its capacity is
lessened, sometimes more and sometimes less; the legs curve, and the whole body loses
height, in consequence of this general yie

[P. Gaskell, The Manufacturing Population of England. London, 1833, pp.161-162, 202-203.]
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conditions, often with many people sharing a single room @amel bed, meant that
diseases were easily spread from person to person. It was infants and children who b
the brunt of these conditions. Infant and child mortality were for the large part responsibl
for average life expectancy in England and Walesgéhfor men and 42 for women in
1841, when proper records were first made (ONS, 1998). Dramatic decreases in infant a
child mortality in the late 18and through the 2Dcentury, rather than improvements in
life expectancy at older ages, were maimgponsible the greater total life expectancy we
now enjoy.

Thus the living and working conditions (see Box 2.12) of the expanding towns of the
Industrial Revolution were seen by many as inevitably leading to disease and death; the
was no doubt that indtrialisation was bad for health, and the health of the population
was a constant concern.

Developments in science and medicine

Box 2.13 The Enlightenment

The Enlightenment occurred throughout the 18" century and refers to the turn away from
the dominant religious paradigm and folk traditions towards the use of reason. Many
believed that the world could be changed, indeed vastly improved, by the pursuit of reason
and truth. Doctors, and the pursuit of scientific and medical knowledge, were a key part of
this change. Hospitals became the centre of the development of medical knowledge.

In the eighteenth and nineteenth centuries, as well as advances in production and t
process of urbanisation, there were at the same time many developments ia acgkirc
medicine (see Box 2.13). These included innovations such as vaccinatioags, Xand
pasteurisation. As noted above, ideas about medicine had previously been dominated
religious or spiritual notions. But during this time there was a radidtl aay from
spiritual ideologies towards scientific medicine or biomedicine. Two ideas are intricately
connected with the development of biomedicine. The first is the Cartesian Revdlution
which taught that mind and body were separate. The secondeviae#that each disease
had its own specific aetiology, or cause, which was biological in origin. The body was
viewed in a very physical way; there was no space for broader notions of psychologica
or indeed social, welbeing (contrast this to the Worldealth Organisation definition of
health in Box 2.14 below). Germ theory was developed at this time, which was the ide
that each disease has a single specific cause. The focus of the

Box 2.14 A definition of health

A complete sense of physical, mental and social well-being and not merely the absence of
disease.

Source: WHO, 1947.

25



new scientific medicine was thus very much on the level of the cell and the-micro
organisms producing disease, rather than on the person as a whole or their broac
envirorment or community.

Advocates of Scientific medicine, or biomedicine, like to think of themselves as objective
and valuefree (as part of the Enlightenment search for truth). Under this paradigm, facts
are collected by the scientific method (using congbllexperiments). However, a
sociological perspective argues that we can never by wholly siadae rather our
activities are always in the context of, and influenced by, the society in which we live, ant
by its values (see Box 2.15).

Box 2.15 Medicalization

Medicalization started during the nineteenth century when greater numbers of doctors were
trained and they became more and more powerful in influencing areas of life beyond the
practice of medicine. Doctors and medicine became increasingly pervasive in modern life
as areas of life became increasingly subject to the medical gaze, e.g. birth and death, drug
use and even gambling. Many feminists see the medicalization of pregnancy and childbirth
as taking control away from women.

Whether we considet to be valuefree, or valudaden, scientific medicine came to be the
dominant medical system, and as a group of people doctors became very powerful. Tl
number of medical practitioners grew, and they formed powerful professional
organisations. There wadso much expansion of hospitals, which grew in humber and
which were the centre of medical education, where doctors learnt by clinical example. W
should note, however, that the establishment of the medical profession was a ma
preserve. Untilthe f8c ent ury healing had been predo
18" and 19" centuries women were increasingly excluded from practising medicine. Not
until 1875 were women permitted to attend medical school (see Box 2.16). Feminist
argue that in this wathe development of scientific medicine was vaagden, in that it
incorporated a patriarchal ideology that excluded women and gave power and prestige
men.

Box 2.16 Elizabeth Blackwell (1821-1910)

Elizabeth Blackwell was the first woman to graduate from medical school (Geneva Medical
college in New York State, USA) in the modern era (in 1849). However, her admittance led
to the college formally closing entry for woman and many other medical schools also had
rules to exclude women. The University of Zurich was the first to formally allow women to
study there in the 1860s. The London School of Medicine for Women was opened in
London in 1874, but it was many years before women were allowed access to the most
prestigious schools of medicine. Women were not permitted to study medicine at Harvard
University until 1947.
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Public health

Scientific medicine has become so dominant in ideological terms that we tend to view |
uncritically and see it as a positive factor, andha@sexplanation for improved lath and

life expectancy over recent centuries. Until the early part of the twentieth century the
drugs and surgical techniques used by the medical profession were for the most pz
ineffective. We must therefore ask the crucial question: to what exteémptovements

in medical treatment account for the substantial increases in life expectancy that we (in tt
industrial world) have enjoyed over the past 150 years?

Alongside developments in the very individualistic approach of scientific medicine there
were many in the Victorian era who were passionately concerned with the effect o
squalid living and working conditions on the health of the population, and in particular the
poor, and in alleviating those conditions. It was this concern with the connexftion
broader social and environmental conditions that led to the establishment of, an
improvements in, public health (see Box 2.17).

Box 2.17 Public health

Public Health is concerned with assessing the needs and trends on health and disease of
populations as distinct from individuals. Formerly known as community or social medicine.

Source: Oxford Concise Medical Dictionary.

McKeown (1976) considered the role of medicine in producing the decline in mortality
seen towards the end of the™@ntury ad noted that declines in many diseasesich

as tuberculosis, whooping cough, cholera and scarlet fegeceded the availability of
effective medical treatment. However, the case of smallpox McKeown sees as a
exception, where medical intervention thgh vaccination seems to be responsible for the
subsequent decline in mortality. For other diseases, McKeown see improvements |
nutrition, linked to a rise in real wages, as the determining factor in improving populatior
health. Better food in terms of gutity (afforded by improved wages) and quality (in
terms of regulations concerning adulteration and the range of foods available) would hay
been particularly beneficial to the health of babies and children. Others point tc
improvements in the water supp{see Box 2.18), and the building of a system for the
removal of sewage and improvements in housing conditions, as alternative key factors
the improvement of the health of the public. The public health reforms of the Victorian ere
were thus a key ingdéent to improving life expectancy in countries such as England.

Public health, it must be noted, is very much linked to the ideology of the state, a
decisions have to made about which health issues to use resources to act uptm;and

to leave aloneMany Victorians were concerned with public health because sheya
need for a healthy workforce, and for fit men to man the armed forties needs ofhe
economy, and of the state, were foremost in their concerns. We could even say that
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Box 2.18 The River Thamesi would you want to drink it?

The Thames was used as a sewer for human and animal excrement, as well as a dumping ¢
the waste from various industriessuch as the tanning of leather or the dyeing of materials.
offal from slaghterhouses found its way into the river. As a result the river was a dark st
mess, often covered in a frothy scum. This was also the water that Londoners drank.

Observations on the Filth of the Thames, contained in a letter addressed to the Editof The
TimesNewspaper, by Professor Faraday.

SIR,

| traversed this day by steaboat the space between London and Hangerford Bridges betweer
past one and two o'clock; it was low water, and | think the tide must have been near the ty
appearace and the smell of the water forced themselves at once on my attention. The whol
river was an opaque pale brown fluid. In order to test the degree of opacity, | tore up som
cards into pieces, moistened them so as to make them sink edsily the surface, and the
dropped some of these pieces into the water at every pier the boat came to; before they hag
inch below the surface they were indistinguishable, though the sun shone brightly at the tin
when the pieces fell edgewaysetlower part was hidden from sight before the upper part was {
water. This happened at St. Paul's Wharf, Blackfriars Bridge, Temple Wharf, Southwark Brid

Hungerford; and | have no doubt would have occurred further up and down the river. &l
bridges the feculence rolled up in clouds so dense that they were visible at the surface, even
of this kind.

The smell was very bad, and common to the whole of the water; it was the same as that wh
comes up from the guliioles in the seets; the whole river was for the time a real sewer. Ha
just returned from out of the country air, | was, perhaps, more affected by it than others; but

think | could have gone on to Lambeth or Chelsea, and | was glad to enter the strests
atmosphere which, except near the diokes, | found much sweeter than that on the river.

| have thought it a duty to record these facts, that they may be brought to the attention of th
exercise power or have responsibility in relation to thadi&ion of our river; there is nothin
figurative in the words | have employed, or any approach to exaggeration; they are the simp
If there be sufficient authority to remove a putrescent pond from the neighbourhood of a few
dwellings, surly the river which flows for so many miles through London ought not to be allg
to become a fermenting sewer. The condition in which | saw the Thames may perhaps be co
as exceptional, but it ought to be an impossible state, instead of whighitlifeeapidly becoming
the general condition. If we neglect this subject, we cannot expect to do so with impunity; no
we to be surprised if, ere many years are over, a hot season give us sad proof of the foll
carelessness.

| am, Sir,

Your obedient servant,

M. FARADAY.

Royal Institution, July 7, 1855

Source: The Timddewspaper, London, 7 July 1855.

public health for the Victorians took the form of a moral crusa@pidemics were not
seen as punishments froeom Ged, elbtt ods sac
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improvement of the population was seen as a necessary basis for moral and intellectt
improvement.

Whereas public health reforms in Victorian society were aimed at environmental issue
such as sanitation, the focus ofirrent interventions are aimed more towards the
prevention of disease associated with behavioural factors. This shift is partly connecte
with changes in the major causes of deatvay from infectious diseases towards chronic
diseases such as heartedise and cancer but the shift is also ideological. In the
contemporary context there are very strong political and economic reasons why smokin
which has been proven to be extremely bad for health in a number of wagsb#nned,

not least of all theconsideration of the amount of tax revenue tobacco sales bring. The
banning of smoking has many potential consequenhdbge improvement of health and
less use of health services, but extended life expectancy would mean mageold
pensions to pay. Publihealth measures to reduce smoking tend to be focused at the
individual rather than the societal level, thus avoiding major changes to structura
arrangements, and in the process effecti

In this section, then, we have coresidd the case of the Industrial Revolution in England,
and the consequences of this and other associated developments on the health of
population. The health of particular groups in societhe poor and labouring classes

was particularly effectedand poor health was most apparent in certain ar¢ias new
urban industrial centres. We have also considered developments in the medical arena ¢
the establishment of the (male) medical profession and the role of public health reform:
A key theme of tls section has been the role of dominant ideologies in affecting both the
organisation of society and the health of a population. In the next section we take a clos
look at the development of a sociological perspective.

SuicideT an individual act or a social fact?

In this section we consider the case of suicide, and we also learn how the discipline
sociology developed, and what constitutes a sociological perspective. We have alrea
introduced the point of view of Friederich Engels and Karl Marx lamefly touched on

how their perspective on society came to be organised as it was. They were direct
influenced by the poor health of Victorian Britain described above, which they witnessec
first hand. What did other sociologists have to say on theesulf the sociology of
health?

There are many different conditions which can lead to death, but one which is found in a
societies and has been apparent throughout history, iénBiielfed death, or suicide.

Suicide stands out as significantly diffatdrom other causes of death and can be seen as
a most individual act. For their own personal reason, with suicide, someone chooses
die, as well as how they will die. In this respect it seems to be the ultimately individua
way to die. However, closestudy reveals that there are social as well as geographical
patterns to suicide. Where you live and who you are can effect your likelihood of dying
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from this most personal cause of death. The study of suicide is linked with the earl
development of sociotyy.

Durkheim and the development of sociology

In the early 18 century the scientific approach which had developed in order to study the
natural world also came to be applied to understanding society. The great social chang
that had followed the FrehdRevolution of 1769 and the English Industrial Revolution as
well as the legacy of the Enlightenment, which emphasised the application of reason at
rationality and the notion of progress, meant that there was a greater impetus f
understand and scrutieishe social world. The new discipline of sociology sought to
understand why society was structured in the way it was, and how and why change car
about.

Auguste Comt e, who coined the word O6soc
evidence, a kowledge of society and the way that it worked could be built up. Emile
Durkheim took this further and saw the
saw social facts as things which were external to individuals, characteristics of societie
rathe r than of individual peopl e. For in
education can be seen as depending more on the society they live in than on themsel
(Durkheim was one of the first to write on the theory of equality of opportunity in
educdion).

Sociologists see soci al entities existi
these entities persist over time, as the individuals in any place change and are replaced
a new generationsocial facts continue. For instance, the stisland staff of a university
may change over time, but the organisational structure remains essentially the same (t
structure of the academic year, the setting of assignments and exams, graduati
ceremonies) and the activities of the students, botleialffand unofficial, persist (for
example, rag week or end of term parties).

Social entities have the effect of placing constraints on the way people act. Examples
such restraints are laws which are established by the authority of the state (swes as la
which relate to the use of roads), or customs (such as the custom of letting people pull in
a queue of traffic). These are not only imposed on the individual, formally or informally,
but are internalised by individuals (traffic is for the main paftegulated) individuals

feel a moral obligation to stick to the rules. In this sense society is both beyond and withi
individuals. Social entities are also greater than the sum of their constitueni parts
football team, for example, it is much mdban the players that make it up (who change
over time), the team itself has characteristics and an identity (see Box 2.19).

In thinking about how social order was maintained Durkheim also gave much
consideration to the relationship between the indivichradl society. He theorised that
people as individuals have unlimited desires but that these are controlled by regulati
social forces which exert a pressure on people to behave in a certain way. However,
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Box 2.19 Some key sociological issues and terms

Social order i how and why is social order maintained, what holds societies together? Are
they held together by shared values, or is conflict constrained by powerful groups
controlling the weak?

Social structure 7 the practices and institutions that can be found in a society and which
structure the organisation of social life. These can be institutions in the literal sense, such
as school s or hospital s, or symbolic, suc

The state i a set of institutions which has the authority to govern society.
Culture 7 everything in society that is learnt socially rather than transmitted biologically.

Rituals i a repeated behaviour performed at a particular time, usually involving the use of
symbols (something that represents something else). For instance, religious rituals i such
as the giving of communion in the Christian church, where the wafer represents the body of
Christ; an example of a secular ritual is the parading of a team mascot (a symbol) before a
football match.

Norms i the informal rules of society which indicate the shared expectations of how
people should behave.

(Social) theory i an explanation of why the social world (or part of it) is the way it is,
drawing on various concepts.

when these forces break wlo, and individuals are left to their own devices, then a
condition ofanomieprevails and behaviour is no longer regulated by common norms.

But why did Durkheim choose to look at suicide? Durkheim looked at suicide as a socie
fact rather than an indidual act. He observed that over time different places tend to have
similar suicide rates each year, even though each year a completely different set |
individuals choose to take their own lives. The suicide rate is a sociél tlaetrate being
distinctfrom the individual acts that make it. The rate belongs to society. He thus saw th
suicide rate as somethisgi generis in itselfi to be explained.

Figure 2.6 shows the suicide rates per million of the population for various parts o
Europe over thre time periods between 1866 and 1878. What is striking about the grapt
is that there are large differences in the suicide rates of the different places, but also tf
the rates are fairly stable over tiniethe rate in Saxony (how part of Germany) is
consstently high whereas in Italy it is consistently low. As Durkheim himself noted:

alf, instead of seeing in them [suicides] separa
suicides committed in a given society during a given period of tieare taken as a whole, it appears that

this total is not simply a sum of independent units, a collective total, but is itself a new fastii generis

with its own unity, individuality and consequently its own naturei a nature, futhermore, dominantly

socal. Indeed, provided too long a period is not considered, the statistics for one and the same society
are al most invariableéd (1999 edition: p46)
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Figure 2.6 Suicide in Europe, 18668
Source:drawn from data in Durkheim (1999

In his book, Durkheim presents a systematic analysis of these rates, amalgamating
number of different sources of data which had never before been compared. He first
considered a variety of possible explanatiorsuch as mental alienation, charaistics

of 6éraceb, hereditary factor s, climate
suicide rates were instead related to social phenoméma family, political, economic

and religious structures in society. The rate of suicide can twrerehly be understood
within the social structure within which it occurs.

Durkheim was particularly interested in how the integration of individuals in society was
related to suicide rates, and lack of integration might lead to anomie (mental alienation
Integration can be achieved through a variety of sources, including family support
religious affiliation, or through work. He noted that when a society is strongly integrated
with strong social bonds and a high degree of social cohesioicide ratesvere low, as
during hard times people are cushioned by those bonds and thus less likely to resort
extreme responses such as suicide. Low levels of social integration on the other hal
mean that in difficult times people may not have support mechanisththat they may
resort to individualistic solutions to problems. However, integration is not always a gooc
thing, people can become oviategrated into social norms, and they can effectively be
O6brainwashedd i nto sacr i fsakeadf thg godlshoé dociety.i n
Durkheim related these different levels of integration to different types of suicide (see
Box 2.20).



Box 2.20 Dur k hei m& saccorgimgecstheadlatienshipoi tideeactor to
society

Egoistic suicide

Lack of integration of the individual into society. The less individuals are integrated into the
wider social fabric, the more vulnerable they are to suicide. This can refer to the societal
level, or to family integration.

For example, someone who lives alone and has few social or family contacts.

Altrustic suicide (opposite to egoistic)

When the individual is overly integrated into social regulations so that they take their life
when norms demand.

E.g. Hindu widows committing suicide on the funeral pyres of their husbands; or the
Japanese tradition of Harikiri.

Anomic suicide

When the normative regulations guiding people are relaxed, when collective conscience
weakens. Particularly refers to the way that people are affected by the economic context of
society.

For example, suicide occurring after suddenly becoming wealthy or impoverished.

Durkheim explained the differential rates of different groups of people and in different
places using these concepts. For example, he explained the higher rates of suididke foun
Protestant populations as compared to Catholic populations as produced by the grea
degree of social integration of the Catholics (and to Catholic teaching). Protestantism, c
the other hand, encourages greater independence and autonomy, andfrgeziden to
individual thought. Durkheim also relates the low rates of suicide amongst Jews to hig
levels of group solidarity, brought about in part by their forced exclusion by other social
groups leading to a strong sense of group identity and unity.

At the micro level of the family (see Box 2.21), Durkheim uses the concept of socia
integration to explain the lower suicide rates of married people compared to the
unmarried, although the Oprotectived ef
He attributes this to the influence of the domestic environment, and having more to d
with family/children than to do with partnership per se. It is also the case that large
families have lower suicide rates. Why? Suicide rates are low when collectiireesgst

are strong; the more people in a family unit to reinforce those sentiments, the stronger tl
integration.

Dur khei més work is important to devel op
importance of social factors in a phenomenon that israpfig completely individual
suicide rates can be explained by reference to the social structure. Durkheim thus show
that society (like a football team) is more than the sum of its constituent parts.
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Box 2.21 Macro and micro

Macro refers to the wider structures of Micro refers to social processes on a smaller
society and global and  historical scale, where interaction takes place, meanings
changes on a large scale. are constructed and negotiated.

As well as his approach and conceptualisationwhtigk is also important in the way he
approached the problem to be unraveliedhe tackled the data in a systematic and
rigorous manner. This was at a time not only before computing, but when the methods
statistics were in their infancy. Another impottdagacy of this work is that it laid
foundations for an alternative to the medical model.

A number of criticisms have been |l evied
problem of collecting data about suicide. For example, different societigsdafane
suicide in different ways, and some groups may be reluctant to report suicides and mo
likely to report deaths as accidental, thus suppressing the true rate. There are also broa
issues with the application of the scientific method to studifiegsocial world, not least

the fact that the subjects, unlike the particles in physics or compounds in chemistry, al
conscious beings and not docile objects.

However, his work on suicide continues to influence its study, and there is evidence th:
the @ncepts he developed are still relevant today. A recent study, for example, found th:
anomie still predicts suicide rates well. This ecological study looked at suicide rates at tt
constituency level in England and Wales (Whitlelyal 1999) and found thaanomie
(which they refer to as O0soci al fragmen
measures of poverty (see Chapter 3 for a more detailed description of this research). T
measure of social fragmentation they used included the numbermépeo

Box 2.22 The Samaritans

A nationwide (British) charity, founded in 1953, which exists to provide confidential emotional
support to any person, irrespective of race, creed, age or status, who is suicidal or despairing.
They also aim to increase public awareness of issues around suicide and depression.

THE SAMARITANS CARE .

Talk to us in confidence
any time -day or night

BRISTOL 9831000
Phonebox at each
end of the bridge.

Figure 2.7 Samaritans sign at the Clifton suspension bridge, Bristol
Source Photographs biary Shaw
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renting their homes, single person households (utite age of 65), mobility in the
previous year and the proportion of unmarried pedptme of the indicators used by
Durkheim. At the end of the twentieth century the importance of social integration anc
social support in determining suicide rates dilhte seen (see Box 2.22).

Conclusion

Centuries of change

In this chapter we have considered various case studies which show how health, place ¢
society interactSociological and geographical perspectives can help us to unpick anc
understand thesmnnections; in the next chapter we look more closely at sociological and
geographical methods that we can apply in this context.

We began by looking at the spread of the plague in the early modern era; we als
considered the spread of infectious diseasader the very different conditions of the
Industrial Revolution. The Industrial Revolution wrought manyréaching changes upon
society, changing the nature of work, conditions of living and the structure of social
relations. Patterns of health, and loéalth care, were also dramatically altered. In
advanced industrial societies the main causes of death are no longer infectious diseas
instead chronic noinfectious diseases account for the majority of deaths. The pattern of
disease in society is redal to the way that society lives and how it is organised, such as
patterns of trade, types of housing, household structure and, of course, basic determina
such as access to resources like water. Even causes of death which seem to be comple
individual, such as suicide, are affected by social conditions and social processes.

Through these various case studies we have also seen how there are different approac
to medicine and health care, and how these have developed. In western societies, the r
of religion, both in terms of medicine and more generally, has dedliaggrocess known

as secularisation. In its place scientific medicine, sometimes referred to as biomedicin
has come to dominate the medical and health care system. This has now lsecbna
dominant ideology a way of seeing the world that many areas of life which were not
previously considered to be medical concerns have been medicalized.

Themes of continuity

Despite the many changes that we can observe through considerseg His¢orical
examples, there are also many themes of continuity. The role of ideology has bee
apparent throughout, whether this is a
Despite the claims of scientific medicine that it is (or at leassdo be) objective and
valuefree, a sociological perspective allows us to recognise that our values constantl
pervade our actions and become entrenched in the social structures we build. Scienti
medicine, for example, has hardly been vdhee in £rms of its treatment, in the broadest
sense, of women. Women are now able to join the medical profession from which the
were initially excluded, yet they continue to face many barriers to career progression ar
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are concentrated in the lower paid and [@sstigious jobs. Meanwhile, as the subjects of
medicine, women have often been trivialised, and many areas of their lives medicalized.
should also be noted that most health care has historically been, and is still, provided |
women, as they make upe majority of carers in the formal (as nurses) and informal (as
carers at home) sectors.

In the same way that medicine and health care are-adiem, this chapter and this book

as a whole, are also affected by values. As authors what we write isnggthdy the
society from which we originate (and others we have experienced) and by the knowledc
and experiences that we have accrued (s
for example, is obvious in that this is a very Angkmntric chapter (ib is something that

we attempt to redress somewhat in later chapters). This perspective, and other values t
we hold, has affected the topics and themes that we selected, and the points we he
chosen to highlight. What we have included is what we tignknportant. Throughout

this book we encourage you to be aware of this and to develop critical thinking throug!
your awareness.

Another source of continuity is that while a scientific approach, to medicine and othe
areas of life, has come to dominatestern society, alternatives to the medical model
have proliferated in recent years. Greater criticism of and lack of trust in western medicin
has led many people to turn to alternative or traditional forms of medicine, as we note
above. Many people pier the holistic approach that these alternative medical systems
incorporate.

I'n addition to thi-scitéaetrtiefiac® &spédt snamn
and treat disease. We still have social responsesheadlth. Certain illnessesné certain
groups of people, are still stigmatised, and in extreme cases refused treatment or ev
persecuted; others are seen as Oinnocen:
that western society has responded to homosexuals and injectigg uders with
HIV/AIDS, compared to those haemophiliacs who became infected through blooc
transfusions.

It is not just in the field of ideology or values that we can see continuities with the past
there are also continuities of an empirical naiuie the measurable patterns of health in
terms of its social and spatial distribution. While for industrialised western nations
infectious diseases are no longer the main cause of mortality, in the developing worl
these continue to be predominant. Whilerliyiand working conditions clearly differ in
many ways from the early days of the Industrial Revolution in England, clearly matters o
food and water supply, housing and the organisation of labour still impact upon health. |
particular, many of the healthazards facing Victorian working class men and women
(and their children) are very similar t

Despite many changes in the social world, there are some enduring themes in the study
health, place and societp@ut which we can compare empirical evidence. Arguably the
central theme is that, then and now, poorer folk have worse life chances than do wealtl
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folk. Even though the main causes of death have changed, unequal life chances persist.
Box 2.23 indicateswhile infant mortality has fallen dramatically in absolute terms, in
relative terms social and spatial inequalities persist.

Box 2.23 Infant mortality over a century: absolute falls, relative differences remain.

In England and Wales in 1891-95 infant mortality rates were 151 per 1000; in 1991-95
the rate was 6 per 1000

ONS, (1998)

éin London in 1891, the infant death ra
Strand was approximately double that of a solidly middle-class area such as
Pl u ms t .@cabd IBorn to poor parents at the beginning of the century meant that one
was twice as I|ikely to die before reachi

Wohl, (1983), pp. 39-41

AThe richer the family and community a

heal t hy, even in the first year of Iife
those in the highest mortality constituencies [for adults under 65] compared to the
| owest mortality constituencies. 0

Shaw et al., (1999), pp.16-17

This persistentriequality can be seen in the results of some recent research (Dorling et al
2000). New technology means that we can revisit old sources of data. In this case v
digitised a map of poverty in London at the end of th& &éntury, which had been
assembledy the pioneer social researcher Charles Booth. We could then compare thi
with a map of poverty for London at the end of th& 2@ntury, this time using the 1991
census of population. What is remarkable about the results is that, by and large,ahe soc
and spatial distribution of poverty structure of London has remained very simiiein
areas tend to have stayed rich and poor areas remain poor. In addition to this, we are a
to see how these two measure of poverty, relate to the current geogfaplbytality in
London. The results show that Boot hds mi
19" century is as good as the 1991 census at predicting mortality at the end of'the 2(
century. Thus just as the ranking between social grouts tienpersist over time, so too
can the ranking of places. Despite a century of rapid anceéahing social change, the
medical geography of London is very similar to what it was a century ago.

Thus in considering health, place and society in histogeedpective there are themes of

both change and continuity; the perspectives of medical geography and medical sociolog
can help us to unpick and understand those themes.
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gure 2.8 Big wheel at Earl 6s Court (:

Souree Earl 6s Court from Lewis (1998); Lon

Further reading

1

Defoe, Daniel (1969)A Journal of the Plague Year: being Observations or
Memorials of the most Remarkable Occurrences, as well Publick as Private, whict
happened in Lation during the last Great Visitation in 166®xford University
Press: London.

In this classic book Defoe uses the literary technique of a journal, written by the
fictitious saddler Henry Foe, and tells the tale of the plague in London. He uses Bill:
of Mortality (which were published weekly by each parish) to describe the temporal
and geographical spread of the plague. These historical data are accompanied
much descriptive detail, and the hist
struggle to surve and his reflections in conditions where normal -tiagay
activities are suspended. It presents not only a description of the extent and spread
the plague but also consideration of the social, economic, religious and philosophic:
guestions raised ybthe plague. In addition the book is not so much about the
individuals affected but about the corporate nature of the plaguaw it affected
London as a place; it is thus a narrative of the stricken city of London.

Goffman Erving (1961)Asylums: Essayen the social situation of mental patients
and other inmatesPenguin: Harmondsworth.

During the 1950s Goffman spent much time observing the details of the fabric of
soci al l'ife inside the closed communi
tota | institution is Goffmandés term for
people in a similar situation live together, -oft from the rest of society, in a way of

life that is bounded by the formality of rules and regulations. Examples of total
institutions include prisons and monasteries. Goffman writes from the point of view
of the inmates rather than the staff and through detailed descriptions shows the ser
of betrayal and loss of identity that an inmate feels when they enter a new institutio
and how they cope and adapt to a new way of life.
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1 Becker, H., Geer, B., Hughes, E.C. and Strauss, A. (1B6¢¥ in White: Student
Culture in Medical SchoolChicago: University of Chicago Press: Chicago.
This is a classic in medical sociology and népahe results of a study of the
University of Kansas Medical School in the 1950s. The title reflects the male
domi nation of the profession at t hat
become medical mend. Thi s per oocfe spsa s soafg
of passage is that series of instructions, ceremonies, and ordeals by which tho
already in a special status initiate neophytes into their charmed circle, by which me
turn boys into fellow men, fit to be their own companions andc s s or s . 6
symbolic interactionism as their theoretical framework, the researchers conducted
gualitative, unstructured investigation using overt participant observation to get at th
processes through which an individual is made into a doctor.

1 Leantt, Judith Walzer (1996 y phoi d Mar y: Capt i.Beacoho
Press, Boston.
Mary Mallon was born in Ireland in 1869 and emigrated to the US as a teenagel
where she worked as a cook in New York. She was a carrier of typhoid fever, an
through her cooking infected 22 people, one of whom died. The authorities reacted b
forcibly confining her to live alone in a small bungalow in the grounds of an isolation
hospital on North Brother Island. This book tells her story from a number of different
perspective§ showi ng di fferent di mensions of
sickness control. The story of 6Typho
social and spatial responses to those who pose a threat to the health of the public
carrying illness, that are still relevant today.

Suggested activities

1 A film to watch: The Horseman on the Rofifirected by JeaRPaul Rappeneau) is
based on the classic novel by Jean Giono this is the story of an outbreak of cholera
Provence in 1832. Thaevastating physical effects of the disease are shown, as well
as the responses of society (fear, flight, quarantine).

1 Look at how illness and death have been portrayed in the art of different eras
different societies and different artists.

1 Find out abotihealth, society and poverty in the area where you live, now and in the
past. What has and hasndét changed?
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Chapter 3
Mapping and Measuring

Chapter Summary

We introduce this chapter by considering tharacteristicof peoplewhich affect health
and by asking whether we should stu@sk & the individual or group level. We discu
the key variables: age, gender and weadthwell as ife course perspectiveend clinical
measures. We move on to consider the impasttoE r e peopl e $pace ang
pl aced and 6ti me and spacebod. We t hert
routinely recorded data, before agkihow these data can by analysed: #eading of
variables, driving indicators, and conducting statistical tests. We end the chapter Ig
at how these data can be mapped, including chloropleth maps, cartograms an
mapping techniques.

Introdu ction

In the previous chapter we took a selective, historical view in order to introduce the
potential for taking a sociological and geographical perspective on health. Here we beg
to look at the range of possibilities for researching social and spapaicts of health
today. This chapter is about the concepts, data and techniques which are frequently usi
by medical geographers and medical sociologists in their research. The chapter is bas
around three questions which often need to be addressedartasf @ typical piece of
research.

1. Who are people? Here we might be interested in their biological, demographic, socic
and economic characteristics.

2. Where do they live? We might want to know about the material and physical
attributes of their locationsawell as the different associations and meanings attached
to different types of place.

3. What has happened to them? We may want to know what has happened to them
terms of their health (such as a heart attack) as well as other events which we m:
considerto be healthrelated (such as a bereavement).

At the beginning of the chapter we will explore these three questions by focusing on th
conceptual issues they raise and by looking at them from the perspective of medic
geography and medical sociology.llBwing that, we focus on the data sources which are
commonly used to answer these questions and a few basic techniques through which the
data sources are interrogated and analysed in geographical and sociological research.
the end of the chapter wesal two casetudies as examples to show how these three
guestions can be drawn together in answering research questions.
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Before we begin it is important to recognise that the questions above form the essence
many other kinds of geography and sociolotjyis only a focus on health, particularly
with regard to question 3, which makes this chapter ainedicalgeography andedical
sociology. Much of the content of this chapter will thus be applicable and useful for othe
topics of geographical or sobigical study.

It should also be made clear that the research approach outlined in this chapter is sols
guantitative - that means it is based on the gathering and analysis of numerica
information. Qualitative research (based largely on the gatheriigamalysis of textual

and voicebased information) is also extremely valuable in the fields of medical sociology
and medical geography. If you want to learn about qualitative research (and it is importau
that you do- to understand the breadth and depththmse techniques to have a full
appreciation of current researcf)e Handbook of Qualitative Researd®94) is a good
place to start (see also the suggested further reading at the end of this chapter).

This chapter does not provide an exhaustiveodligechnigues, concepts and methods for
geographical and sociological research into health and disease. It does, however, aim
introduce the reader to the more common measures and methods which might I
encountered when reading about or beginning ton]egmantitative medical geography
and medical sociology.

The reason we ask the three questions above is because the answers to these question
clearly related to each other and because the connections between the answers to them
the focus of mostesearch questions. These three questions are thus being used with tw
purposes in mind: firstly, to help structure the information presented in this chapter; an
secondly, to focus our minds on what medical geographers and medical sociologis
actually dowhen addressing research questions. Try to keep those connections in mind
you read on.

Who are people?

Who are you? | tds an intriguing thought
your character, life, and personal history that you thinkhinaffect your answer and
those that might affect your chances of good health and of living for a long time. Perhap
you thought about your age, your gender, how much exercise you take, whether yc
smoke or not, the kinds of food that you like to eat ahéther you have any particular
condition or disease? Did you consider other aspects of your life such as where you liv
the kind of job you do or might do, the kind of job your parents do or did, your genetic
inheritance and plain old luck?
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Figure 3.1 Who am I?

Characteristics that affect health

One problem (but also a source of tremendous interest) for researchers concerned w
social and spatial aspects of health is that all of the factors mentioned above, among
many others, legitimately desbtre éwho peopl e ared. Al |
individual 6s chances of having good or |
geography and/or medical sociology is selecting and managing the available informatio
about &éwho poch mfprinationasrmesh appropitiate to answering a particular

research question?

It is easier to understand the arguments presented here if you think about them in terms
your own health. Suppose your heal th w
whether it is better or worse than might be expected or than it could be). Which of the
characteristics mentioned already do you think should be taken into account when th
judgement is made?

Box 3.1 What is a variable?

A variable is any characteristic or attribute which can be measured and can have
differentval ues. |t O6varieso.

Age is a variable (see Box 3.1) which most people would fgbeonsider to be
important in considering health. Most people know that your health deteriorates as you g
older so that if you have a few aches and pains and are a little bit slower than you used
be but you are aged 85, that is generally seen asod gtate of health for that age.
However, aches and pains and slow movement at age 18 are far more likely to be a mat
of some medical concern. Do you think that this kind of assumption holds true for othe
variables which might affect your state of hke@ Would you make the same kind of
judgement for people at opposite ends of a scale of wealth, for example? Woul
somebody, aged 32, with aches and pains, who finds movement increasingly difficult an
who is a lawyer, be in a good state of health or ptate of health? What if they were a
road sweeper, bricklayer or supermarket sk&ltker?

43



Studying risk at the individual or group level?

Although the outcomes that we may be studying (such as death) and the data we have n
be at theindividual level, in geographical and sociological research into health we are
usually interested in focusing on tlgeoup level. So rather than looking at individual
occupations, we group jobs into categories, such as manual arrdamaal occupations.

Si mi | ar | tycompakeepeogle in $patial terms by the grid reference of where they
live, but in terms of the place in which they livesuch as the county or region. We do a
similar thing for age rather than comparing many individuals of different ages (12, 23,
26, &) we consider aggroups. However the groups have to make sense for the analysis
to make sense. People should be grouped with those most similar to them, so for ac
groupssuchas0;4¢é 2@é and 85+ are thus common.

An i ndi vi du alcénsbe isfluemdea by mdny thirgs (Indluding luck, which is
impossible to predict) and individuals can be very different in terms of the way things
affect their health. Not all smokers get lung cancer for example, not all athletes live to
great age and m@verybody who eats a lot is obese. We are thus more interested in healt
differences between groups of people, such as those who smoke and those who do
smoke, rather than just one person who smokes and one person who does not.

Medical geography andnedical sociology often consider factors in terms of rilsk
which they present to health. So for example, whilst we know thaalhsmokers get
lung cancer we know that manyore smokers get lung cancer than remokers.
Smokingincreases the riskf lung cancer so that a heavy smoker (smoking more than 20
cigarettes a day) is about-30 times more likely to get lung cancer than a-somoker.

Box 3.2 Four Facts About Smoking

1  The highest recorded level of smoking among men in the UK was 82% in 1948, when
surveys were first carried out. Among women, smoking prevalence remained fairly
constant between 1948 and 1970 and peaked at 45% in 1966 (Wald, 1991).

1 One measure of addiction is how long after waking a person smokes their first
cigarette of the day. In 1998, 31% of smokers had their first cigarette within 15 minutes
of waking (ONS, 2000).

1 Arecent US study found that smoking during the teenage years causes permanent
genetic changes in the lungs and increases forever the risk of lung cancer, even if the
smoker subsequently stops (Wiencke, et al., 1999).

1  More than one-third of adult Americans have smoked marijuana, with at least 11
million getting high at least once a month (High Times Magazine, 1999).
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Working with groups of people who share treane characteristics helps to distinguish
differences in their health which are due to chance from those which are the product «
actual relationships between the characteristics which they possess and their chances
good or bad health.

To begin to getd grips with this it is useful to think more about variables through which
different groups of people can be defined that may best separate those at high risk frc
those at low risk. At the same time we want our variables to help explain what is mos
likely to be the underlying influence on those risks. Knowing that people who are very ill
are more likely to die soon is not a particularly novel research finding, for instance.

Key variables: age, gender and wealth

Age is a relatively easy variable to unstand and is almost always involved in analyses

of health. Box 3.3 shows how life expectancy of people of different ages and sexes i
England and Wales varied in the rii90s. However, age is not as simple a variable as it
mi ght at f i r s age imdicates.howAongptleey awe v, but their date of

birth and death also tells us about the historical time that they have lived through. Thi
will give us additional information about the nature of the society in which they lived
through as well athe events which they might have witnessed. We call the implications
of this |l atter aspect of age: O6cohortd

An example of a cohort effect is the high unemployment experienced by workers durin
the Great Depression of the 1930s. Another more teeeample is the high rate of
unemployment experienced by graduating students during the last recession. Students
Britain who graduated during the 1990 to 1993 economic recession, for example, had
very much higher rate of unemployment than those gtéatyin later years, even though
they had the same level of qualification. Spending a significant period of time in
unemployment introduces a higher risk of health problems which takes many years t
subside. Looking at cohort effects more widely, différganerations exposed (or not) to
war, very different circumstances of childbirth, different working practises and different
types of jobs all tend to experience different health problems at different rates. Your age
not just about how many birthdaysuwbave celebrated!

Whether people are male or female is almost always involved in analyses of health. Th
is because differences in health experiences and the risk of death exist between men :
women at almost all stages of life, from the cradle tagthea ve. Gener al |l y
chances of dying are higher at all points in life but women tend to report higher levels o
morbidity (sickness or illness). You might think that whether someone is male or female
would be an unambiguous variable, but iirigportant to understand the ways in which
this variable is handled in contemporar
are usually referring to their biological characteristics. When we talk about gender on th
other hand, we are referring noly of biological differences but also to the social and
cultural aspects of being male or female (see Box 3.4). Throughout life we are socialise
into what is considered to be acceptable and appropriate behaviour
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Box 3.3 Life expectancy by age andxsia England and Wales, 199395
This chart shows the number of years a person of each age can expect to live (rounded to w
years). Note how life expectancy increases withiage the longer you live the longer you are
likely to live!

Age Men Women
0 74 79
1 74 79
2 73 78
3 72 77
4 71 76
5-9 70 75
1014 65 70
1519 60 65
20-24 55 60
2529 40 55
30-34 45 50
3539 41 45
40-44 36 40
4549 31 36
50-54 27 32
5559 22 27
60-64 18 22
6569 15 18
70-74 11 15
7579 9 11
80-84 7 9
85+ 5 6
Note: rounded to whole years.
Source: ONS (1997). © Crown Copyright 2000.

for our sexi we are engendered. In western societies, for example, girls are expected t
hold the feminine traits of passivity, sensitivity and caring for others, whereasdoey
expected to have masculine traits of independence, being active and emotionally harc
What is considered appropriate masculine and feminine traits will vary from place tc
place, and over time.

Some have argued that g ceracdndyrthisisimpleadichbtbrayl s
has been problematised and explored in much greater depth. A growing body of resear
|l ooks at gender as a far more compl ex

biological division. Indices that can describe thesth gt h of a per son
femininity have allowed gender to be described in more complex terms. Interestingly
different scores on these indices appear to be strongly related to the chances of go
health, or to healthelated behaviour, indepgre nt | y of oObi ol ogi cal
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Box 3. 4 Letds talk about sex
Sex 1 is usually taken to refer to the biological division between female and male.
Gender i is used to refer to the learnt social and cultural aspects of the difference between

feminine and masculine. The emphasis here is upon the socially constructed aspects of
femininity and masculinity.

Despite understanding that gender is complex, for practical reasons, in the majority c
guantitative analyses of health, we usually use a simple dictoats variable referring to
whether someone is male or female. While we do this, however, we should bear in min
that gender is about very much more than biology.

Beyond age and sex there are a whole host of variables which describe characteristics
pepl