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BLOCK: 2

SOCIOLOGICAL PERSPECTIVES OF
HEALTH

The present Block provides insights into different sociological perspectives of health
and gives a lucid analysis of each one of such perspectives linking issues with the
larger dimensions of global relevance. Unit 1 discusses the functionalist perspective
wherein the propounding father Talcott Parsons theses and “Sick Role”. Unit 2 deals
with the Marxian perspective of Health. Unit 3 gives a detail account of Post structural
perspective of health concerning power, but mark a turn away from a textual or
linguistic focus to address the range of materiality’s which affect health, illness and
health care. Unit 4 provides a feminist perspective of health wherein they argue
that medicine and patriarchy control women by enforcing passivity dependence and
submission as appropriate feminine traits.
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1.1

INTRODUCTION

The perception and interpretation of the two very commonly used terms, "health" and
"illness” appears to be quite subjective in sociological and other scientific disciplines
though they are not similar but stands close to each other. The multiple diverging
understandings of these words or concepts are not merely a work of sociological
interpretation but cut across the disciplines. Even though doctors and biologists have
claimed for centuries that health and illness have specific scientific, biological, or
physiological meanings, but meanings get blurry when interpreted and encountered
experts from other disciplinary scienc. A social scientist, for example, views these
terminologies from a different perspective than a doctor or biologist. Such a huge
difference in ideas and interpretation has so much to do with the socio-economic,
political, and cultural horizons and heterogeneity of the world that we live in today
that one finds a great challenge to differentiate between the two.
Therefore, must explore how social scientists and researchers have interpreted the
meaning of health, illness, and medicine over the period. There exists a socio-cultural
dimension to the seemingly scientific concepts of health and illness in sociological and
anthropological tradition. Truly, meanings of the two terms have varied across time,
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space, and culture, and thus should be seen and located in a socio-cultural context
while understanding these concepts. Besides, even the idea of a thing such as the
'normal body' is debatable and subject to revision and corrections.
These differing subjective interpretations of the concept of health and illness have
inspired sociologists to present various detailed theoretical approaches to study them
and provide quite different sociological insights. Furthermore, they reveal diverging
views and ideas on the efficacy and benefits of medicine (bio-medicine) in different
cultural contexts and periods. The exposition of these theoretical debates and
discussions also serves as a ground for several issues and concepts that are addressed
in-depth here. It pertains to the primacy of the biological model of health, which is
seen as the dominant method of understanding the body as perceived by medical
professionals, who in turn see the body as a machine that goes awry if not used
appropriately or isn't properly maintained. The function of medicine is to support
proper bodily maintenance and sustenance and to act in case something goes wrong.
The importance of this model of medical practice could not be overstated, since it
underlies the majority of the world's healthcare systems. To add to the debate, before
the advent of modern medical procedures and practices, the level of disease and death
rate began to fall. As a result, sociologists concluded that socio-economic status and
the living conditions of people are far more important than medication in the fight
against illness.
1.2

LEARNING OBJECTIVES


To understand, Health is not only about Biological but also a social fact



To know the relationship between health, Illness with society.



To understand the Functional discourse of health and illness



To know medicine and its consumption pattern has a relationship with
Individual as well as group or community



To know the function of the state concerning health, disease and medicine.
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1.3

THE FUNCTIONALIST PERSPECTIVE

Talcott Parsons' work inspired the functionalist approach to studying the sociology of
health and illness. Until Parsons began writing on health and disease in the early
1950s, quite a few sociologists had not devoted attention to the topic of illness.
Nevertheless, to prove that functionalism had laid-out a complete explanation of
society, Parsons needed to show that even seemingly biological components of social
life could be understood via the lens of sociology. As known, functionalism is the
most popular theoretical base in social sciences and also the oldest tradition in
sociology using an organismic analogy in explaining human societies and social
phenomenon. The main purpose of this school is to maintain an equilibrium and
stability to keep the social system functioning correctly. Similarly, the activeness and
function of the individual are important that are kept working through the social
institutions for the larger interest and benefits of human society. Parsons' basic premise
is that all social actions can be interpreted in terms of how they assist or hinder
society's ability to operate efficiently. An ill person is unable to carry out their
conventional social roles. According to Parsons, the principal approach to interpreting
illness sociologically is to perceive it as a form of deviance that disrupts society's
functioning in the same manner as criminality does. As a result, illness, like crime and
other forms of deviance, needed to be managed in some way, and the deviant get
assisted or compelled to resume their social positions. This prompted Parsons to study
the link between illness and social control. Those who do not completely reject the use
of the social structure or social system as concepts have great merit of attempting to
relate individuals' actions and interactions to the social system as a whole, and their
psychology to their social interaction and the problems of the social system
maintenance (Parsons, 1951).
The Parsonian approach has three major drawbacks. The first is that it does not
account for a society that is profoundly divided by gender, socio-economic class, and
ethnicity in terms of the population's health and disease experiences and access to the
health care system. The second drawback is that it is reductive and does not account
for differences in the evolution of healthcare institutions from one society to the next.
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The last one would be that it assumes an idealised picture of the doctor-patient
relationship as the model, with the profession's ideology serving as the norm. These
constraints, combined with Parsons' notions of system equilibrium, shift attention
away from a change towards time and space-less propositions about the nature of the
patient-doctor relationship, without acknowledging the time-space constraints within
which the theory was evolved and health is experienced. According to (Murcott,
1977), insufficient attention has been devoted to Parsons' proposal concerning the
significance of health and prevention and control of illness, to maintain the social
order. Then, the dominant ideas of the American Sociological School managed to
draw a great deal of attention towards the notion of the sick role. This could be partly
attributed to the easily available empirical evidence and partly because it was
conveniently incorporated into a behaviourist's perspective.
1.3.1 Talcott Parsons: the sick role
In his book, 'The Social System' (Parsons, 1951) proposed one of the most well-known
theories in the sociology of health and illness: the sick role. The sick role model was
the first such theoretical concept proposed by Parsons to the world of sociological
knowledge that concerned medical sociology and increased the position of medical
sociology in the mainstream. The sick role model was primarily framed and designed
to explain illness behaviour scientifically and within the functionalist way of looking
social system. Similar to other functionalists’ sociologists, Talcott Parsons also
worked keenly in value consensus and social order. Further, he focussed on the idea of
how social interaction or action produces social order. As evidently known, Parsons
primarily sought to analyse individual behaviour in the context of large-scale social
systems (Brad, 2012). Further, Parsons argued that individuals are primary units of
the society in terms of the roles they perform, and by the prevalent way, there is a high
prevalence of illness that is dysfunctional for society (Parsons 1951), that stops people
from fulfilling their social roles.
Bradby (2012:7) observed that “the onset of illness was of interest to Parsons because
it prevented the fulfilment of social roles, such as paid employment and parental
duties”. Illness is “one of the most important withdrawal behaviours in our society”
(Parsons 1951, p. 31). Instead of recognising illness as a biological phenomenon,
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Parsons proposed that it was a social construct and that being unwell implies acting or
posing in unusual and deviant ways in contrast to the norm expected from a member of
society. Parsons argues that “an ill individual take on to a sick role, which (like all roles)
provides them with a set of responsibilities and privileges” (Emke 2002). Being ill was

therefore a type of social function, with people responding in certain ways based on
culture and society's nature. This involves four separate aspects in modern Western
cultures, two of which are rights and two of which are obligations, as detailed below.
The rights of the sick role
The sick or disabled individual has the right to be excused or exempted from everyday
social duties, such as attending work or school or actively participating in the family or
social activities. Parsons further identified 'significant others' critical roles in
recognizing ill-health and the social referral for appropriate care. However, the length
to which the individual may assume the sick role and, therefore, evade normal
obligations as determined by the severity of the illness or disease and the acceptance
that they are genuinely unwell or sick by others in society.
Employers, for example, may reject an employee's assertion that they are ill and
unable to work or visit the office. They may claim that the person is simply not unwell
or in pain. For instance, a medical expert or a doctor is summoned to evaluate the
genuineness of the claim to be unhealthy or ill. Therefore, the physician legitimizes the
authenticity of the illness of an individual. The sick role is something that the person
cannot control and cannot be blamed for getting ill. Thus they have the right to be
cared for by others. The unwell individual is essentially protected from any blame or
condemnation for their social noncompliance.
The sick individual needs to recognise that their position is unfavourable and strive to
recover as quickly and smoothly as possible.
To recover or cure his or her sickness, the sick individual must obtain medical aid
immediately and cooperate with the medical professional.
According to Parsons, the rights of the sick role are wholly reliant on the sick
individual fulfilling the duties; else, their condition may not be regarded genuine, and
they could be accused of fraudulently exploiting the sick role. By implying that
sickness is simply one of several types of deviance (biological/physiological)
Odisha State Open University, Sambalpur
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detrimental to society. Parsons then goes on to define the concept of sickness to
include a social dimension. Falling sick becomes a societal abnormality as well as a
bodily or physiological abnormality. Sickness is a deviant and a threat to society, and
it must be appropriately managed for the sick individual. The sick role provides a
means for human society to quickly deal with deviance and return people to their
regular pattern of functioning, which may be advantageous to society.
Obligations of the sick role
The sick person should accept that their situation is undesirable and that they should
seek to get well as soon as possible.
The sick person must seek professional help and cooperate with the medical profession
to get better and overcome their illness to function traditional social role.
Parsons (1951) argues that the sick role's rights solely depend on the sick person
undertaking these obligations. If not, their illness may not be regarded as legitimate
and may be seen as unfairly appropriating the sick role. By suggesting that illness is
just one of several forms of deviance (biological/physiological) that would be harmful
to society, Parsons again clarifies the idea of illness to include a social dimension.
Being ill becomes not just a physical or physiological abnormality but also a social
abnormality. Illness is deviant and dangerous to society and should be controlled. The
sick role gives a way in which society can swiftly deal with the deviance and bring
people back to their normal pattern of functioning, which can be beneficial to society.

1.3.2. Criticisms of the sick role:
A host of sociologists have aggressively critiqued the notion and features of the sick
role. It could only apply to acute sickness; it's not a viable idea when dealing with
chronic disease when individuals remain unwell for an indeterminate amount of time
with no obvious sign of recovery and the responsibility to get better as soon as
possible not apply. Parsons (1975) answered all of these criticisms by stating that,
while total healing may not be attainable, people could 'manage' their illnesses by
leading as typical a life as feasible.
According to Parsons, the sick role occurs only when a medical expert validates the
sickness. However, Eliot Friedson (1970) emphasises that there is a complicated
network of lay referrals before seeing a physician. He emphasises that the unwell
Odisha State Open University, Sambalpur
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person would approach those close to them to determine whether they are sick and the
severity of their symptoms. Once this procedure is done, will the individual seek
medical attention?
Friedson (1970) claimed that other individuals besides Healthcare Professionals have a
part in determining whether an individual may or may not take up the sick role. The
chance that a person would be awarded a sick role can be viewed in terms of a process
of credibility.
(Friedson,1970) also proposed three basic types of validity. First, the individual is
deemed to have a sickness or disorder from which they can recuperate, and they may
be allowed conditional access to the sick position. Talcott Parsons was the one who
came up with this model.
Second, when the individuals absolutely cannot recover and are suffering from
apparent long-term illnesses or even risks death, provision of the sick role is
unconditionally legal once granted. There are no responsibilities to recover or get
healthier.
Third, others stigmatise the disease. For example, sexually transmitted diseases (STDs,
such as HIV) may be viewed as the responsibility of the sick individual; As a result,
the sick role could well be considered as deceitful, and the rights and entitlements of
the sick role are unlikely to be given.
Parsons also believes that everyone who is sick goes to the doctor's office. Meanwhile,
most of the studies show that a significant percentage of sickness is ignored/avoided or
is not characterised as being such. Attending a doctor's appointment also reflects
socioeconomic class, gender and sexuality, and ethnicity patterns, with working-class
individuals, men, women, and ethnic minorities having significantly lower inclusion
proportions than other groups.
Lastly, Parsons' depiction of the doctor-patient interaction has been panned by critics.
According to Bryan Turner (1995), Parsons presents physicians as unanimously
benevolent, competent, and selfless, while patients are docile, passive, and
appreciative. However, neither of these pictures is necessarily accurate. Doctors, on
the contrary, uphold their incomes and career while providing medical aid and
information. When patients come to the medical professionals, they have their wants
Odisha State Open University, Sambalpur
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and desires, which may or may not suit the role of uncritical acquiescence that Parsons
appears to propose.
Turner (1995) proposes that perhaps the doctor-patient relationship could be
understood better as a location of conflict between physicians' and patients' different
wants and aspirations.
Howard Waitzkin later went on to adopt a more detailed version of the sick role to
various organisational contexts, including the family, the mental institution, the
totalitarian regime, prisons facilities, the security agencies, and so on. In each of these
circumstances, he claimed, the sick role allowed the system to allow for a fair extent of
deviance, sparing more significant societal damage.
The sick role allowed many young boys to bypass being drafted into the military due
to physical or mental unfitness. Nevertheless, the sick role was still not employed
uniformly throughout American culture. A far more significant proportion of educated,
expressive young males than the poorer, illiterate males were classified as unwell. It
was precisely these very same young educated males who would have been the most
vocally opposed to fighting in the war. As a consequence of the sick role, societal
conflict was less severe than it would have been usually.
Waitzkin's (1971) rendition of Parsons' sick role meant to demonstrate that the basic
concept of the sick role is a valuable analytical tool. Still, nonetheless, Parsons was
unable to investigate the symbolic importance of power disparity and demonstrate how
the sick role could have been used to benefit the more privileged and powerful in
society. This emphasis on power disparity leads us to a materialist or political
economics point of view on health and sickness.
1.3.3 The Rehabilitation Role:
Parson's notion of the sick role proposed that individuals who are unwell or sick are
empowered to default on their usual social functions as long as they try to get
healthier. Following health, advice has been criticised because it does not apply to
people with a disability or those suffering from chronic disease or physical ailments.
Safilios-Roschild (1970) established the concept of the rehabilitation role in response
to the criticism he received. It gives handicapped and chronically sick persons a role
that requires them to accept and learn to live with their condition. It can only be
Odisha State Open University, Sambalpur
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realised by optimising their capabilities and coordinating with medical professionals or
physicians in the recovery procedure. The recovery process includes seeking/urging
the individual to recover back to normalcy and the individuals adapting
psychologically to their new life.

1.4

LET US SUM UP

The primary drive for the creation of health and medicine sociology was something
practical rather than theoretical. Furthermore, it originated outside of the boundaries of
sociology rather than from any established mainstream sociologists. It is critical to
comprehend the healthcare institutions of society as a whole. However, how society
manages the critical issues of birth and death, sickness, and health reflect and reinforce
the community's most essential institutions. Until Parsons, almost all sociological
theorists dismissed medicine as a social institution. Sociologists such as Comte,
Spencer, and Hobhouse studied a variety of social structures but not medicine. Both
Max Weber and Emile Durkheim recognised the relevance of religion, however, not
medicine. Karl Marx and Friedrich Engels both wrote about the health and wellness of
the working class.
However, the sociologists of then did not accept medicines' hegemony and were much
more preoccupied with health and disease than living and working situations. Still,
their studies did not result in advances in the sociology of health and illness. Thus,
before Parsons, no social theory acknowledged the centrality or impact of medicines
for society on the whole. Parsons viewed disease as deviance and relevance of the sick
role as a societal means of control, to the challenge that disease and sickness represent
for society and, hence, the necessity of the method of control. Simultaneously, he was
well aware of the unique nature of the social interactions associated when one person
gives his or her physical body or mind to someone else for treatments, of his or her
possible vulnerability, and the transaction's holy nature (Parsons, 1951). While
medicine got disregarded as a social institution, medicine as a career was not (e.g.,
Carr-Saunders and Wilson, 1933). This connection to the sociology of labour and
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occupations through the study of professions is an essential element of modern
research in the sociology of health and sickness.
1.5

GLOSSARY

Health -Health is a state of complete physical, mental, and social well-being and not
merely the absence of disease or infirmity.
Illness -a disease or period of sickness affecting the body or mind
Ethnicity -the fact or state of belonging to a social group that has a common national
or cultural tradition.
1.6

MODEL QUESTIONS

a) Discuss the functional perspectives of health and illness.
b) Explain Talcott Parsons’s idea of Health and sickness.
c) Critically examine the functional perspectives of Health.
d) Modern Medicine as a dominant model of the biomedical model, discuss.
e) Elucidate the rights and obligations of the sick role.
1.6
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2.1

INTRODUCTION

Political power and economic dominance in a capitalist society focus on Marxist
perspectives to study medical care in a capitalist society. The Marxist paradigm went
into eclipse during the early twentieth century, but the field has developed quite
rapidly in recent years. It is also true that a society's class structure is seen in the kind
of health system that controls the health care institutions, stratification of health
workers, and limited occupational mobility into health professions (Waitzkin, 1978).
Comprehension of Marxist theoretical understanding (production) in understanding
medicine and health in societal discourse required as theoretical production (like any
other production) could not be understood until examined in light of its contemporary
context. Furthermore, each theoretical work contains a view of reality that, deliberately
or subconsciously, propagates the interests of a specific caste, class, gender, race, and
every other power division in society. The articulation or framing of a theoretical
viewpoint with the prevalent power relations in a particular society determines
Odisha State Open University, Sambalpur
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whether it is dominating or not. Persuasive theoretical arguments explain, legitimize,
rationalize, and reproduce dominant/dominated relations in the societal structure
within a dominating pattern that is repeated not only via persuasion but mainly through
suppression of competing dominated positions.
The above predicament illustrates the violent oppression of Marxist viewpoints in
academia (a substantial set of scholarly agencies that, for the most part, reproduce
prevailing ideological views). This repression is produced by exclusion, repressing,
and disregarding Marxist viewpoints and by distortion and stereotyping. The chapter
on "The State of the Art in Medical Sociology" prepared for the "International
Sociological Association", a leading American Sociologist group, is an apt example of
the former. There isn't a single Marxist citation in the collection of sociological
research in medicine.
Similarly, Marxist interpretations are rarely seen in prominent social science
publications discussing health and medicine. And this quiet happens despite the
massive amount of theoretical Marxist output pouring into this field, particularly in the
recent few years. “The International Journal of Health Services", a journal accessible
to all viewpoints, has been a significant venue for such development, with Marxist
perspectives widely featured in its columns. Such influential theoretical development
in sociology cannot overlook the ongoing threat posed by dominated forces, of which
Marxist forces are seen as the most powerful. Dominant positions must evolve and
alter, responding to these threats continually.
Thus, while Marxist viewpoints may be suppressed, side-lined, or ostracized, they do
not lack power or impact. The dominating positions are frequently pushed or pressured
to respond to their dominance/hegemony, either directly or indirectly. While
repression is perhaps the most common type of dominance reproduction, it isn't the
only one. This essay will examine the interplay between dominant viewpoints
(mainstream in everyday language and bourgeoisie in Marxist terminology) and
Marxist viewpoints. It will address the vital theoretical productions in health and
medical analysis that have arisen in academia, placing them within the social
environment in which they are replicated as part of that framework. In other words,
this essay will examine how Marxist theoretical development has interacted with and
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contested dominant theoretical perspectives in the social sciences' understanding of
health and medicine.

2.2

LEARNING OBJECTIVES


To understand that health is not only about biological but also a social fact.



To know the relationship between health, illness, with economic conditions.



To understand the Marxian discourse of health and illness.



To know medicine and its consumption pattern has a relationship with market
and mode of production.



To know the political economy of the state concerning health, disease and
medicine.

2.3

THE ROOTS OF THE MARXIST ANALYSIS OF HEALTH

At the first Marxist understanding of health and illness are the byproducts and
determined by the bourgeoisie. The doctors are a class that shares an interest with the
ruling class whereby health and illness at times become a subjective decision. Under
the logic of capitalism, there have always been two primary ideas and views of health,
sickness and medicine. The above two concepts, which express the competing interests
of the capitalist (bourgeois) and working classes or marginalised classes (proletariat),
have served as the foundations for two significant bodies of thought and practice the
social, materialist, therapeutic and the individualist. The first approach, advocated by
Virchow and Engels, established the social justice issues and origins of health and
illness, linking them to socio-economic power dynamics. Virchow had researched the
typhus outbreak and famine of 1847-48 in 'Upper Silesia', a poor Prussian region. His
research was done in a revolting social setting. The Paris Commune had recently
happened, and revolutionary conflicts and popular upheavals had swept throughout
Germany. Virchow joined the protests and briefly served in the Democratic Congress.
He created Medical Reforms and finished his report with the catchphrase, "Medicine is
a social science, and politics is nothing but medicine on a grand scale was the personal
manifestation of a systemic issue. Virchow, considered one of the founders of social
Odisha State Open University, Sambalpur
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medicine and public health, recognised that social transformation was required to
enhance population health. These reforms endangered society's prevailing class
relations. His report on the Silesia typhus epidemic advocated for land reform,
economic redistribution, improved living conditions, and other socio-economic
measures. The earliest Marxist examination of medicine and health was the Situations
of the Working Poor in England. In that publication, Engels gave a thorough
examination of the aetiology and epidemiology of typhoid, TB, scrofula, and rickets
and maintained that medical intervention was inadequate to treat such illnesses. His
examination of the working class's health is a part of a larger examination of the
working class's living and working conditions under capitalism. He particularly linked
illness to the modes of production and the power structure that resulted from them.
Because the problem was rooted in capitalism, simple remedies demanded that
capitalism be transcended. Engels then co-wrote The Communist Manifesto with
Marx, which affirmed the necessity for revolutionary changes to change working-class
circumstances. It is the starting point for a Marxist critique of health and medicine.
This Marxist style got popular in the United States in the 1930s by Henry Sigerist, an
immigrant from Europe. He seemed to have a major influence on societal medicine
and health in the United States and other nations. The ruling classes in Engels' and
Virchow's period did not agree with these sociological (Virchow) and materialistic
(Engels) conceptions of health; they saw them as a threat to the social structure in
which they were prevailing. Instead, they advocated for a different view of sickness in
which social events were recast as natural phenomena regulated by natural, biological,
and harmonious principles. Sickness was described as the result of an agent—the
bacteria—which were constantly present in the sick body. Within that theoretical
framework, causality was described as a connection of observable occurrences, with
the micro-agent studied under the microscope serving as the topic of research. This has
been the bedrock of Flexnerian, technical, individualised medicine, of which the
hospital is the ultimate example. This construct's supremacy stems from its articulation
with the dominant/dominated interactions in society. The severe inadequacy of
Flexnerian Medicine to address the sick issues confronting society explains why
representatives of the prevailing perspective frequently advocate for health policy to
Odisha State Open University, Sambalpur
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incorporate actions other than medical care. For example, in the mid-1970s, the
Canadian government issued the very well-known Lalonde assessment, named for that
Govt's Health minister. In this study, healthcare reforms were viewed as just one
policy initiative among many others that were also required, such as environmental,
health in the workplace, living conditions, and social reforms. None of the
recommended proposals has really been implemented, with the exception of a few
medical reforms. Curative and individual therapeutic therapies have frequently been
advocated as a means of averting more radical societal transformations due to the
historical origins of Flexnerian Medicine and the alignment of medical knowledge,
practice, and institutions with dominant social relations in society, health providers,
especially academic institutions. According to George Bernard Shaw, medicine, the
military, and the clergy are by far the most conservative forces in our society. This
orthodoxy extends to the many social science fields that study health and medicine.
The sections that follow describe these prevailing viewpoints and alternative Marxist
positions in many fields of health and medicine.
2.4

MARXIST INTERPRETATIONS OF HEALTH AND MEDICINE

A significant methodological distinction between non-Marxist and Marxist approaches
in the research of medicine and health has been that the former has concentrated its
assessment on the behaviour and motivation of power groups inside of medical
science. In contrast, the latter has analysed these groups as part of a more significant
classification (such as race, caste, class, and gender) for whom the conflicts are the
organising parameters of altruism. As a result, Marxists see the history of
American/British medicine as inextricably linked to the evolution of American/British
capitalism. They were capable of explaining and foreseeing the corporatization /
marketisation of American/British medicine. As a result, there is the robust and active
participation of financial services and corporate investment in the funding,
administration, ownership, and possession of medical/health services. Marxists
contextualise the idea of doctors' proletarianisation where physicians work as workers
of corporate and evaluate the effects of corporatisation and marketisation of medicine
in the modern medical profession. Because of the substantial evidence of medical
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corporatisation, the major social sciences have recently begun to describe this
phenomenon as well. Corporatisation is described as introducing a new "power
group," namely corporations, into medicine. As a result, a powerful capitalist class
hierarchy emerges reinterpreted as an amalgamation of many interest groups, one of
which is depicted as the business community. Indeed, by disregarding the
socioeconomic, political environment in which it occurs and seeing corporate America
as just another interest group fighting for government favours, this new version of
"corporatisation of medicine" is incapable of understanding why it is occurring now.
According to Marxist writers, the corporate takeover of medicine is the predictable
consequence of capitalism's dynamics within a period of class struggle. The ruling
capitalist class continues to wield overwhelming power over the state's organs (various
components). This hegemonic domination explains why, even when the government
reacts to popular demands from working America, it does so within the boundaries and
circumstances of hegemonic forces within that capitalist or corporate class. In the
United States, the working class has virtually little power (a scenario unrivalled among
industrialised capitalist nations). It illustrates not just the welfare state's socioeconomic
disparities but also the corporate takeover of its medicine.
2.5

LET US SUM UP

The nature and culture of a society and its medicines are the product of propaganda
representation of citizens by trained bureaucracies, which have replaced the capitalist
class as the principal agents of oppression and exploitation. Marxist administrative and
professional control theorists argue that the process of industrialization has altered and
reinterpreted the character of our societies in such a way that authority, previously
thought to be divorced/separated from capital ownership (i.e. ownership of mode of
production), has shifted from the capital owners (capitalists) to the supervisors of that
capital. Furthermore, from there to technocrats-those with the skills and expertise
required to operate the primary social edifices/pillars of industrialization, the
professional bureaucracies. Professionals have supplanted capitalists as the new elites.
It can be assumed that the nature of medicine and medical care is the result of the
medical profession/manipulation of physicians' medical science/knowledge, practice,
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and institutions to maintain power, which has formed an addictive behaviour to
medicine that legitimizes its control over the population. The class conflict between
professional/doctor and patient replaces the class conflict. Several interpretations have
been called into question by Marxists on methodological, conceptual, and
political/ideological grounds. By concentrating on medicine, radicals have been unable
to see medicine as the interplay of power conflicts that take place within a matrix of
social power categories (class, race, gender, and others), with class serving as the
organizer of how those disputes, along with the doctor-patient conflict, actually
happen. Historical studies in the Marxist tradition have revealed how the American
medical system was formed with capital's backing. How the growth of medical
knowledge, practice, and institutions replicated class power relations.
The patient-physician (doctor) relation is a carrier of power divisions, and one of those
is class. Marxists have also argued that viewing medicine largely as a method of
enforcing (as power-elite theorists, especially radical/extremist variants, do) is an
instrumentalist conception of power. Medicine appears to be just a tool used by power
structures. On the other hand, medicine is a social relation in conflict, in which many
functions in contradiction are replicated under a system of power relations, in which
class power penetrates and exploits other power relations as specific political
significance is assigned to them. Racism, casteism, and sexism in medical science, for
example, serve to produce/reproduce power not just of white male and upper-caste
male (in Indian scenario) professions, but, rather more importantly, of the ruling class.
Racism and sexism manifest themselves in medicine through knowledge, practice, and
structures in which the ruling class is hegemonic. Racism, casteism, and sexism do not
exist in isolation but rather reinforce one other via class-dominated medical science. In
terms of exteriority, these various types of oppression (exploitative) have no relation to
one another: They are affirmed rather inside a series of relationships in which class is
the organizer of the power matrix where these other types of power exist. Medical
science is not a tool that exists and then is grabbed over by ruling elites. The lack of
understanding of this fact explains the emergence of Flexnerian (or any other modern
medicine) medicine as a result of the male (white/higher caste) takeover of medical
institutions. As Marxist historian Evan Stark has suggested, it was more. It was not so
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much a "takeover" as it was the development of medicine inside a social formation in
which a class (as well as a gender, a caste, and a race) controlled the change process.
Gender, race, caste, and class were not additional aspects of that dominant process.
The emergence of male dominance in medicine has strong class implications. A
socialist perspective of gender exploitation and its consequences for health, science,
and medicine has also been offered by Marxist feminists. This coupling of medical
science with the capitalist mode of production also reveals medicine's conflicting
functions: first, the predominant and ruling role (which Marx described as the
bourgeois function when referring to the employer) and the other, the helpful, healing,
and caring role (which Marx, again using the case of the foreman, referred to as the
coordinating and needed function). Likewise, in terms of exteriority (i.e., the good and
bad branches of medicine), these two functions have no relationship; rather, the
regulating function is performed through the help function. To consider medicine just
as a means of control, as radical authors do, is to miss the dialectical character of
medicine, in which there is also a beneficial and necessary purpose. To assume
otherwise would be to imagine that when the majority of Americans (elites) call for a
national health programme, they want more control. Because of this erroneous
understanding, the radical stance came disturbingly near to endorsing the conservative
position that the welfare state should be abolished. The working class (marginalized
class) wants medical services since it gains from their usage (for instance, medical
treatment (health facilities) has contributed significantly to the reduction in death rate
(mortality) among the aged). However, as long as these services are offered under the
framework of capitalism, they will be influenced by the ruling class, which will strive
to exploit these medical/health services as well as influence medical knowledge and
practice in order to maximize its own interests. In the same way that the capitalist and
working classes are inherently at odds (Capital is expropriated Labour), these two
functions—dominant and helpful in medicine—are likewise at odds. Marxist criticism
of the justification of health, illness, and medicine as chiefly a social control agent has
resulted in yet another redefinition of the radical/extreme position that can be called
for carrying out the struggle within health providers in an attempt to transform the
values of health care and completely eradicate its casteism, racism, and sexism. As per
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this radical/extreme strategy, what is needed is to continue a socio/cultural revolution
in each of those medical/health facilities in order to cleanse them and inculcate new
service ideals. The major intervention emphasis area in this strategy, which asks for
"an awakening of people's creativity," is culture and values. Culture must be
understood from a materialist standpoint, within the framework of its production and
reproduction.
2.6

GLOSSARY

Marxist-a supporter of the political and economic theories of Karl Marx and Friedrich
Engels
Legitimation- Legitimation in the social sciences refers to the process whereby an act,
process, or ideology becomes legitimate by its attachment to norms and values within
a given society.
Rationalisation -the act of attempting to explain or justify behaviour or an attitude
with logical reasons, even if these are not appropriate.
Bourgeoise- The bourgeoisie is a sociologically defined social class, equivalent to the
middle or upper-middle class. They are distinguished from, and traditionally
contrasted with, the proletariat by their relative affluence and their cultural and
financial capital.
Gender-Socially constructed role and relations between man and women.
Race-A race is a grouping of humans based on shared physical or social qualities into
categories generally viewed as distinct by society.
Caste-Caste is a form of social stratification characterized by endogamy, hereditary
transmission of a style of life which often includes an occupation, ritual status in a
hierarchy, and customary social interaction and exclusion based on cultural notions of
purity and pollution.
2.7

MODEL QUESTIONS

A) What do you mean by Sociology of Health?
B) Establish the relationship between Health and Society.
C) How Capitalism reflects Health, Disease and Medicine?
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D) Health is not merely biological or Physiological; rather, it’s something beyond that
Justify.
E) Is there any relationship of Health with the mode of production of society? If Yes,
then How?
F) Medicine as a product of Capitalism, Justify.
G) Medicine also about Class and Capitalism, discuss.
H) Illness or Disease also having a relationship with Class and Class Structure,
elucidate.
2.8

REFERENCES


(URL: https://www.jstor.org/stable/45130825)



.Navarro, V. (1976) Medicine Under Capitalism. Neale Watson, New York.



Barry, Anne- Marie and Chris Yuill (2016) Understanding the Sociology of
Health: An Introduction, Sage, London.



Blaxter, M (2010) Health, Polity, Cambridge:



Gabe, Jonathan and Lee, Manghan (2013) Medical Sociology, Sage, London.



Howson, Alexandra (2012) The Body in Society: An Introduction, Polity,
Cambridge.



Navarro, V. (1978) Class Struggle, the State and Medicine: A Historical and
Contemporary Analysis of the Medical Care Sector in Great Britain. Martin
Robertson



Navarro, Vicente(1985) U.S. Marxist Scholarship in the analysis of Health and
Medicine, International Journal of Health Services, Sage Publications ,Vol.
15, No. 4 , pp. 525-545.



Nettleton, Sarah (2013) The Sociology of Health and Illness, Polity,
Cambridge.



Turner, Bryan S. (2008) The Body and Society, Sage, London.



Twaddle, A. C. (1982) From medical sociology to the Sociology of Health:
Some Changing Concerns in the Sociological Study of Sickness and
Treatment. In Sociology: The State of the Art ( ed.) T. Bottomore, S. Nowak,

Odisha State Open University, Sambalpur

24

and

M.

Sokołowska

(International

Sociological

Association).

Safe

Publications, London and Beverly.

Odisha State Open University, Sambalpur

25

UNIT- 3

POST- STRUCTURALIST

Structure
3.1 Introduction
3.2 Learning Objectives
3.3 Post Structuralism and Health
3.3.1 Michel Foucault
3.3.2 Jacques Derrida
3.4 Let Us Sum Up
3.5 Glossary
3.6 Model questions
3.7 References
3.1

INTRODUCTION

In the structural sociological notion, structuralism was a theory that viewed elements
of the society as a part of a cohesive and self-supportive structure. Whereas in the new
developments, the post-structuralism emerging out of Michael Foucault’s work ‘The
Birth of the Clinic published in 1978 and a prominent study deriving from this
approach was Political Anatomy of Body published in 1983 where David Armstrong
brought the concern to sociology. Fox (1992) writes, “Foucault’s conjugation of power
and knowledge mutually constitutive, his replacement of social structures as the
mediators of social order with discourses of expertise upon the body; in the law, the
church, the school, the workplace as well as the hospital, and the ‘de-centring of
subjectivity’ have introduced the ‘linguistic turn’ which characterise into the sociology
of health and illness” (1992:1)
Theories about health and illness deal with the ideas people use to explain how to
maintain a healthy state and why they become ill. Ideas about illness causation may
include such ideas as a breach of taboo, soul loss, germs, upset in the hot-cold balance
of the body, or a weakening of the body’s immune system (Encyclopaedia.com).
The sociology of medicine and health arose historically inside the intellectual culture
of its parent field, sociology, and was originally an outcome of Western, European,
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and North American cultures. Sociology — aided by generational transition, massive
social and political upheavals, and the emergence of new communication technologies
– is anticipated to thrive in the millennium. As emerging national research paper
discusses complements and overcomes the various institutional barriers to contributing
to these expanding global arenas of knowledge production, these areas of social
practise and knowledge-making will become increasingly varied.
The sociology of health and disease has progressed from being a minor subfield of
sociology, largely peripheral to the main discussions on the subject, to occupying a
considerably more prominent and significant position. By challenging commonly held
beliefs about what it means to be healthy and sick, as well as the nature of the
handicapped vs the normal body, sociology has offered a crucial challenge to simple
physiological interpretations. What was formerly thought to be biological/
physiological is now acknowledged as having a social component. This extending of
the social into the physiological has also led to theories for why some individuals (or
groups of individuals) are more prone than others to struggle from illness and live
shorter lives. However, while there is widespread agreement in sociology about the
importance of social explanations in understanding health and illness, there is little
agreement on the precise mechanisms that link social class, gender, ethnicity, and
geography to different levels of health—with theories ranging from those that
emphasise the larger economic structure of society to those that Stress individual
lifestyle choices. The 20th century saw a considerable increase in life expectancy for
developed nations, and the World Health Organization predicted an increase in
worldwide average life expectancy at birth. Many gains in public health have been
credited to modern medicine’s efficacy, and it is commonly assumed that medical
research will continue to succeed in determining the biological origins of disease.
Health, disease, and the function of doctors are all intertwined with politics in a wider
context. Intellectuals such as M. Foucault and Turner have insinuated that the
relationship between the innovation of Allopathic medicine and the introduction of
various, subtle, strong, and potent forms of social control in societal structure, which
extend even to what is considered the appropriate or perfect form of the normal human
body.
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Perceptions of health, sickness, and illness under various paradigms have revealed that
the postmodern or post-structural approach to health and medicine has never been
fully divorced from contemporary science and technology. Health and illness are
believed to be products of social realities, with three stakeholders in constant
interaction: the agent, the structure, and the technology. This method is an attempt to
establish a viewpoint that incorporates issues about sickness knowledge and a patient’s
way of experiencing and understanding throughout therapy—using the example of TB
patients placed under isolation, which disregards the patient’s input in decisionmaking, the postmodern perspective analyses the consequences for the wider health
issue.

3.2

Learning Objectives:
•

To understand health and illness as a new discourse

•

To situate Health in Post Modern Society

•

Health and Medicine is no more controlled by Doctor only

•

Body is not only biological but also sociological.

•

To know the Post Structuralists perspectives of health given by
Foucault and Derrida.

3.3

POST STRUCTURALISM AND HEALTH

3.3.1 Michel Foucault
The French sociologist Michel Foucault is without question the most significant
person in understanding the social development of health and medicine. Foucault
explores the concept of medical knowledge, the characteristics of mental disease, the
connection between punitive action, control, and wellbeing, and the character of
sexuality in a book series titled "The Birth of the Clinic" (1973), "Madness and
Civilisation" (1971), "Discipline and Punish" (1977), "The Birth of the Prison" (1977),
and "The History of Sexuality" (1979).
The beginning point for Foucault is because there is no objective world out there ready
to be examined. Instead, social reality is formed in a variety of ways by the actions of
individuals. The resultant social reality offers a discussion and debate, which would be
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a method of understanding an issue and a structure for dialogue and action. The
meaning of the term and symbols that we employ in speech serves to restrict how we
think about things and perceive the world.
Discourses, according to Foucault, produce 'effects of truth,' that is, we believe the
resultant vision of the world is real, objective, and true. This method is used by
Foucault to the creation of medical knowledge, claiming that what we know about
health and sickness stems from the medical profession's ability to control discourse on
the subject. However, it is not a one-way street; the power of the medical profession is
produced by pre-existing knowledge. Power and knowledge, according to Foucault, go
hand in hand and reinforce each other:
The concept of 'control' runs across Foucault's work as well. All knowledge, according
to Foucault, has consequences for power relationships, and the history of
contemporary human civilisation is one of growing control over the masses.
According to Foucault, control has evolved through time from being enforced
externally with the fear of violence to individuals willingly cooperating to govern
themselves. He believes that medicine has an important part in this. Ruling elites have
always tried to maintain control over the populace, resorting to threats and violence in
the past. According to Foucault, when new kinds of knowledge development enable
states to control individuals more effectively; and medicine plays a major part in this.
Medicine was one of the first fields to examine the population and classify and split
individuals into distinct categories based on their health status.
This notion that individuals may be objectively categorised into separate groups is
now commonplace and is utilised in a variety of areas, including sociology.
Nevertheless, Foucault might argue that such a notion of separate groups of people—
the reality of distinct groups of people—is a social invention; it does not represent
objective truth and is, in fact, an example of discourse.
Once people are categorised, it is much simpler to divide and identify between groups
and, as a result, survey (or "keep an eye on") them. As a result, population control has
become increasingly structured, precise, and internalised. It is more structured and
detailed as more nuanced gradations of difference have been created to differentiate
across groupings.
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Most significantly, Foucault asserts that it is possible to discern between normal and
deviant/abnormal behaviour. In medical science, this could be a physically healthy
body against a sick body or a mentally normal individual versus a mentally ill person.
The objective understanding of what is acceptable and deviant, according to Foucault,
leads to greater command over individuals. This happens when people learn what is
normal and good and what is aberrant and incorrect. As a result, people are under
pressure to conform to the standard and shun the aberrant. There is a change in power
and control from externally imposed control to internally produced control. People
strive to act in a healthy manner, and those who get ill can only blame themselves for
acting in an unhealthy way. The third strand of Foucault's work develops from these
concepts and focuses on how we have learnt to see our own bodies. He contended that
human bodies exist in two ways: objectively as physically functioning creatures and
subjectively as socially created bodies that are beautiful or ugly, healthy or ill, and
sexually normal or aberrant.
According to a Foucauldian analysis of the mechanisms that control discourse,
biomedical discourse is part of the biopolitical tactics to 'administer, also, subjectivity,
imagination, and knowledge or desire of each of a particular population's
"individuals". In this way, the restoration storey may be viewed as a Foucauldian selftechnology with a powerful normalising force.
3.3.2 Jacques Derrida:
Derrida pinpoints the capitalistic dynamics at work in one of the sickness tales. When
a major sickness is diagnosed, hopes and plans of many previously taken for granted
abruptly evaporate. Even if the sickness has no immediate short-term health
repercussions, when the anticipated future is no longer conceivable or is halted until
further notice, some of our recent activities lose their raison d'être. Furthermore, when
confronted with the difficulty of experiencing the once-foreseen future, previous
efforts that led us to the present in its current shape may appear to have been in vain.
There is frequently a need to reconsider the broken relationship between the past,
present, and future in these conditions. Old maps must be extensively redrawn. In
reality, it is frequently necessary to create a whole new map to navigate the new
situation, which may look like wreckage. It is true not just for individuals whose
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sickness will result in death, but also for those who have a possibility of recovery - in
their case, a new map is required to account for the illness's meanwhile and after that.
The map needed by the sick is of a particular type, one that aids in navigating time
rather than area. That is a storey. As a result, there is a connection between medical
studies on the one hand and narrative theory on the other - the study of the interplay
between what happens and what is told about it. The methods we tell stories about our
experiences influence how we perceive and manage them. However, narratives do
more than only shape experiences. They also have an impact on one's subjectivity and
identity. Narratives are required for all subjects in order for them to create themselves.
Furthermore, narratives shape subjectivity. There is no subject before storytelling,
strictly speaking. Sickness cannot escape narratives. It is always experienced and
explained through narratives, be more or less structured, more or less conscious, more
or less one's creation. The ill always find themselves amid some narratives and
unavoidably 'borrows' from them, even when he/she thinks he/she is building new
ones.
It can be concluded that Derrida's account of messianism to expand narrative type, the
quest narrative, a type of illness narrative which might allow the ill person to have a
more personal. Moreover, hence richer experience because it is not delimited and
informed by a single predetermined horizon. Furthermore, we contend that this
discourse has the potential to compel not just the sick but moreover Western
civilization as a whole, particularly those whose lives are deeply entwined with a biocapitalistic logic. Overall, we hope to convey illness as an opportunity to reflect on
and construct narratives of one's individual and collective existence to counteract the
de-subjectify Ing forces of bio-capitalism. The final point is that such a storey – future-oriented, but just partially; facilitating
context inquiry; avoiding a triumphalist tone, and polyphonic – does not belong just to
the ill. Given her situation, the restitution discourse, in conjunction with biocapitalism, leads to a loss of expertise for the unwell person. In contrast, the quest
storey we presented, nestled inside a Derridean framework, may provide a more
incredible opportunity for experimenting with and expressing various thoughts and
feelings. However, even those who are not ill may be moved by this storey. The
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diagnosis of how bio-capitalism – and, with it, production and availability – influences
the lives of the ill by making it harder for them to experience anything outside the biocapitalistic scope of experience also applies to the rest of the population. It is
demonstrated how, when viewed through a Derridean lens, the quest narrative may
protect Western populations – not just the ill – by some of the bio—capitalistic forces
that choreograph more and more of our lives.

3.4

LET US SUM UP

Sociology has demonstrated that disease (and how it is handled) cannot be seen only in
physiological terms but must also be viewed through a social lens. The social
investigation of death exemplifies this most strongly. Sociologists have shown that
death has a social component as well, with socially acceptable ways of dying and
responses to death occurring in each community and developing through time. The
sociology of health and sickness might claim to be a branch of sociology that has
contested the notion that there are areas of knowledge that are "natural" and can only
be understood via a physiological framework. It has demonstrated that sociology has a
far wider variety of applications than previously thought.
Sociologists believe that health and sickness are social constructions as well as
medical factors. However, this is not the primary way in which health and sickness are
seen and understood in modern Western society. Alternatively, a medical model of
health and illness is accepted as true, and this medical/biological paradigm heavily
influences how health services are delivered. Sociological theories, on the other hand,
contend that the only way to comprehend health and sickness is to situate them within
social, political, and historical contexts.
Traditional health models (today known as traditional and complementary medicine)
commanded health care until the 19th century, when the biomedical paradigm began to
take hold. These traditional healthcare models were rapidly rendered obsolete by the
onslaught of new scientific approaches to health.
A contribution is being made, and it should be broadened, to better comprehend the
practice of medicine, its problems, tensions, and rewards for practitioners, whether
doctor, nurse, or other therapists. Such comprehension is required for the advancement
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of the practice and the workplace environment. It is also critical to acquire knowledge
of the meaning of sickness and patient care. There are now approaches available for
evaluating the dysfunctional elements of therapy. Indeed, these are not often
acknowledged as existing, particularly in the psycho-social realm (c.f. Hall and Stacey,
et al., 1978). The disease-based structure of medical knowledge makes it difficult for
practitioners to recognise these issues. Understanding the variations in meaning that
various practitioners and patients have might help to enhance dialogue between
practitioner and patient; however, that isn't always the case. It could do more: by
extending the medical view, it may offer new methods of addressing, classifying, and
treating suffering.
If Foucault was a profound and long-lasting catalyst for medical sociology, there have
been many other significant theorists, and the use of mainstream theory and theorists
has been increasingly frequent in the last twenty years (Scambler, 2001). Essays in
Cockerham's (2012) latest collection, "Medical Sociology on the Move: New
Directions in Theory", cover issues such as symbolic interactionism, social
constructionism, Marx, Foucault, and critical realism, fundamental cause theory,
gender theory, and Bourdieu, as well as reflexive modernisation, the rise and fall of the
medical profession, medicalisation, and social causation. These three collections show
that there is a strong dialectic between social and critical theory on the one hand and
most, if not all, medical sociology on the other. Furthermore, the sub-discipline has
stronger roots in European and Australasian territory (and increasingly abroad) and is
less reliant on North American institutions and viewpoints.
However, there is still a long journey ahead of us. Along with these well-known
theories, history has neglected to recall countless more. The example of Ludwig Fleck
exemplifies the challenges of the historiographic tradition since many major works of
study are placed on the shelf unrecognised until years after the theorist's death.
Furthermore, the sociological canon's Eurocentric, American-centric, male bias has
just recently received well-deserved attention. Women theorists from the nineteenth
century, such as Florence Nightingale, Harriet Martineau, and Charlotte Perkins
Gilman, as well as those from the twentieth century, such as Meg Stacey, Renée Fox,
and Anne Witz, haven't yet received the same recognition as their men equivalents,
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despite their significant contribution and shaping of the commendable past work to
which this volume is devoted. It is definitely past time for them to be included in the
field. This is the point made by Annandale (2013), who goes on to highlight that
gender social roles are now changing at a rapid pace. Theories based on the idea of a
binary difference between men and women today appear out of date since sociologists
and others stress that gender social connections have grown more fluid, complex and
contested. She claims that new disparities are emerging at the intersections of gender,
age, ethnicity, and sexuality and that each of these has repercussions for health. Binary
distinction and diversity now coexist side-by-side.

3.5

GLOSSARY

Structure- A structure is an arrangement and organisation of interrelated elements in a
material object or system, or the object or system so organised.
Power- the capacity or ability to direct or influence the behaviour of others or the
course of events
Medicalisation- Medicalisation or medicalisation is the process by which human
conditions and problems come to be defined and treated as medical conditions and
thus become the subject of medical study, diagnosis, prevention, or treatment.

3.6

MODEL QUESTIONS

a) Discuss health and illness as a new discourse in Sociology.
b) Explain the issues related to Health and Illness in Post Modern Society.
c) Health and Medicine is no more controlled by Doctor only, Justify.
d) Body is not only a biological but also sociological, Discuss.
e) Explain the Post Structuralist perspectives of health given by Foucault and
Derrida.
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4.1

INTRODUCTION

It is critical to understand how the discussion and debate on gender and well-being
have played out in the subject areas of Sociology of Health and Illness over the last
few decades. It is needed by focusing on how feminism

theory has informed

empirical work and the significance of gender studies for the feminist challenge to
misogyny and the patriarchal structure. The relationship between gender and wellbeing has assumed women's invisibility, grappled with the confluence of sexuality and
gender.

Further, it has questioned polarised binary thinking. It tends to use

sociological understandings of the body and novel post-structural connotations to
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observe gender-based roles and their interaction with gendered bodies (gendered
biological bodies) and states of health and illness.
There are several ways to conceptualise and understand health. Feminists have played
a critical part in movements that question, challenge, or refute the biological method.
Alternative ideas and knowledge have coexisted with 'legitimate' or accepted
knowledge. The holistic feminist conceptual framework is based on eight key ideas
and is distinguished by critical attitudes toward medical and public (social)
institutions. While biomedicine is a mechanical view of the body that separates the
individual into a compilation of parts, the complete (holistic) approach is based on a
view of the human being as a whole (body and mind) interacting with their social and
physical environments. Consequently, this approach defines health as a whole, as a
product of social interactions. In contrast to a homogenising view of health, the
comprehensive feminist approach advocates/validate the sexes' physiological and
social distinctions while also recognising/identifying differences between individuals,
including males and females.
It is also expected to understand how over the past quarter-century, the study on
gender and health has played out in the writings of the Sociology of Health and Illness,
paying particular attention to how a theory of gender has informed empirical work and
the relevance of gender studies for the feminist challenge to sexism and the patriarchal
order (Bradby, 2008).
4.2

4.3

LEARNING OBJECTIVES


To understand the relationship between Gender and Health.



To know the Feminist Perspectives of Health.



To know the relationship between Medicine and Gender.



How medical science is Men centric?



Where are the women in Medicine, Medical Science and Medical Profession?
THE FEMINIST PERSPECTIVES OF HEALTH

It will not be true to view feminism as a single agreed-upon position within sociology:
in fact, a number of writers prefer to discuss feminism (Coffey, 2004). Liberal
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feminism, socialist/Marxist feminism, radical feminism, and post-modern/poststructuralist feminism are significant examples. It is important to note that these are
different theoretical arguments/positions/orientations and that all feminists agree on
the fact/idea that there are significant powers differences between men and women in
society, which are reflected in trends of illness, health, and health care facilities. A
certain areas of intervention have been important to understand from feminist
perspectives. For instance, although popularly conceived as a biological and personal
experience, childbirth is also a cultural and political phenomenon, one that is both embedded
in and consequential for gender relations and it is an essential component to be studied from
feminist viewpoints.

4.3.1 Liberal feminism:
The liberal philosophy in health and illness usually attempts to balance the needs of
the individual with the concerns of the entire population. They are based on both moral
principles and utilitarian arguments. Elements of the liberal health care perspective
include a belief that health care is an equal right of all people, the implementation of
that right through a social insurance system that provides universal health coverage,
equitable financing of health care, and a commitment to equality in health care.
The liberal feminist approach has specifically focused on health disparities between
men and women, seeking reasons for these disparities within the various roles and
economic circumstances of men and women. As per this viewpoint, if women can
achieve the same socioeconomic standing as males, then healthcare standards must
increase. Similarly, this strategy has sought equality between men and women in
higher-status medical professions, and research has been undertaken to highlight the
lower proportion of women who occupy top medical positions, as well as the way
nursing is seen as a lower-status, feminine career.
Liberal feminism also emphasises women's lack of authority in their interactions with
the medical profession and calls for more say in women's health, notably in delivery
and contraception. Other types of feminism, according to Ellen Annandale (1998),
attack liberal feminism for its readiness to operate inside the patriarchal system:
because patriarchy is the basis of women's oppression, working within it is impossible.
She also adds that radical/essentialist and postmodern feminists criticise liberal
feminism for largely serving the interests of white, middle-class women since it
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promotes granting women equal access to professions and positions of power. As a
result, only those who compete for top professional jobs will ever benefit. Lastly,
Annandale believes that radical feminists regard women's bodies and emotional
expression as "disadvantages" those women must overcome in order to attain equality.
The body and emotionality, according to radical feminists, are essential to the very
character of being a woman.
4.3.2 Socialist Feminism:
The Socialist method connects Marxist and feminist ideas, and there are significant
disputes within it between those who claim that the approach is primarily based on
Marxism and others who argue that it is founded on feminism. With Marxist theories
thrown in for good measure. In order to be healthy and disease-free, the approach
echoes the liberal feminist model's emphasis on health and illness inequities.
Nevertheless, socialist feminists highlight that changing the roles of men and women
within a capitalist patriarchal society, as liberal feminists want to accomplish, is
impossible. Instead, a fundamental change in the structure of the economic system is
required, with capitalism being replaced by a socialist society in which males and
females have equal responsibilities and statuses. According to Lesley Doyal (1995),
medicine, for example, supports capitalism by defining disease as anything that
prevents workers from being productive. In representation of gender, medicine
supports patriarchy by defining women's health in terms of their ability to physically
reproduce the next generation of workers, their ability to perform the domestic tasks
required to run a household, and their ability to act as a reserve force of labour when
supplementary workers are needed. Women's health is also useful to capitalism in that
there is a lot of money to be earned by converting 'natural' female body activity into a
medical problem. New technology and medicines are being created and
commercialised to aid with pregnancy, childbirth, hormone cycles, and the prevention
of symptoms of ageing.
Doyal (1995) gives a thorough summary of the gender disparities in health. The
underlying reason for women's suffering is that they are required to work outside the
home while simultaneously taking on substantial domestic responsibilities—what she
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refers to as the "double day." The cumulative consequences of labour in production
and reproduction, according to Doyal, are the primary determinants of women's health.
Doyal (1995) then marshals evidence to show that women work more at home than
males and are expected to perform more care. Heterosexual intercourse is harmful to
women, both because of the sexual illnesses passed on to them, such as cervical
cancer, and because of the sexual diseases passed on to them. Women are not in
charge of their own fertility; males are, and the inability to affect one of the most
fundamental components of biological functioning can have serious consequences for
both physical and mental health. Women are also harmed by the dangers, poor pay,
and stress of their jobs. Finally, many women have been prescribed medications that,
like cigarette smoking, help them cope with stress in their life but are detrimental in
the long run. According to Doyal (1995), health care is a system of social connections
that serve to reinforce class, gender, and ethnic inequalities.
4.3.3 Radical feminism:
The exploitation and subjugation of females by males, according to radical feminists,
is the foundation of modern civilisation. This emphasises all areas of society.
Gaining/having equal rights or abolishing capitalism would not result in any
significant gains for women. They claim that regardless of ethnic or socioeconomic
class differences amongst women, there is underlying shared exploitation by all
women.
Ehrenreich (1978) provided insight/understanding into how patriarchal medicine
functions as a social control mechanism. She contended that medicine depoliticises the
social reasons of female ill-health by providing individualistic explanations for illhealth or bad health rather than pointing to the shared difficulties that all females
experience. Furthermore, medicine, which appears to be a neutral/rational and
scientific/logical subject, actually provides a powerful and significant measure of
societal control. Doctors' and physicists' scientific, rational, and logical information
isn't always knowledge at all, but rather social messages (for example, about correct
female behaviour) enveloped in technical, professional, or scientific terminology.
Ehrenreich and English (1978) presented an important and specific example of how
medicine has traditionally been used to restrict women. Their research looked at how
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women were treated in the latter half of the nineteenth century, specifically the
prominent medical beliefs of female health at the period. One especially significant
concept was that the organs in the body competed for the body's energy. This was
especially crucial for women because the prevalent belief was that women's primary
job was to reproduce. If women participate in other activities, energy might be
diverted away from female reproductive organs. According to Ehrenreich and
English's (1978) research, doctors attribute the majority of women's medical issues,
including headaches and sore throats, to uterine and ovarian 'disorders.'
Women were also seen to be 'naturally' frailer than males. Thus it was thought best not
to overexert oneself with activities such as higher education or sports. As a result,
medicine effectively helped legitimise women's repression, as medical reasons
appeared to take the malice out of sexual tyranny.
Medical control of women, according to radical feminists, is still going on now.
Graham and Oakley (1981) asserted, based on data from interviews with women in
London and York who already had recently given birth, that women and men have
fundamentally different perspectives on the entire process of pregnancy and delivery –
what Graham and Oakley (1981) refer to as different frames of reference. Whereas
male doctors tend to focus solely on the medical components of the event, women are
much more likely to perceive it in the context of their job, home, and family. Male
physicians saw delivery as a potentially dangerous occurrence, but mothers saw it as a
natural part of life.
Moreover, when physicians acquire information from women, purportedly for medical
reasons, they utilise it to exercise control and manage the actions of women, removing
some of the strong emotions associated with birthing. This information-gathering
method exemplifies the dominating male doctor/female 'patient' dynamic. Graham and
Oakley (1981) use the case of pregnant women getting administered for a medical
assessment who were already lying down when the doctor entered the cubicle, putting
the lady in a helpless position. When the check-up ended, the nurse (instead of the
doctor) would ask the lady whether she needed to inquire the doctor any queries - once
again, according to Graham and Oakley (1986), reaffirming the doctor's dominating
position and the nurse's and woman's inferior status.
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Even though the majority of women were discouraged towards not asking questions,
for the handful who did, the physicians' responses were more about comforting the
pregnant lady everything was going to be OK or making a joke of the issue. For the
few women who persisted in seeking knowledge, the physicians would use medical
jargon to emphasise the doctor/patient relationship: he is the expert, and she's the
patient who must rely on him. This type of study resulted in the formation of feminist
groups that aimed to reclaim control of reproduction from (male) doctors. The
Association of Radical Midwives, for example, aimed to restore women's power.
4.3.4 Criticisms of radical feminism:
Radical feminists have an essentialist view of men and women, claiming that all
females are, by definition, the same. Females are therefore naturally or physically and
socially related, regardless of their social situations or surroundings. If men's
patriarchal intrusions could be avoided, females would be able to cohabit in a more
natural womanly fashion.
According to Annandale (1998), feminist opponents of the radical feminist perspective
contest/oppose the idea that all females have some natural link. Females, like males,
differ from one another, and the best approach to comprehend these distinctions is to
look at society rather than nature.
4.3.5 Postmodern feminism
This critique of the radical feminist stance as essentialist stems from the postmodern
position, which opposes the premise that men and women must be fundamentally
different. According to postmodern feminists, this has resulted in a categorical
approach to gender issues in which men and women are regarded as being so distinct
from one another that society may be seen as benefitting either men or women.
Feminists influenced by liberal, socialist/Marxist, and radical views tend to stress
gender politics, with males wielding power and forcing it on women, as in a
patriarchal society. The goal of gender politics, according to these theoretical
perspectives, is to reclaim power for women.
Postmodern feminists argue that each of these methods focuses too much emphasis on
differences between genders and not enough on distinctions within each sex.
Following Connell's (I995) theories, postmodern feminism understands that there are
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several ways of expressing being male and female. Rather than seeing the two genders
as diametrically opposed, it is vital to understand that they have commonalities as well
as differences. Furthermore, conventional feminist views tended to omit discussions of
transgender and homosexual concerns.
As a result, postmodern feminists emphasise the fluidity and complexities of gender
boundaries. The major theoretical motivation for postmodernism is the belief that
gender is mostly created through 'discourse,' which refers to the kinds of linguistic and
cultural symbols associated with being either man or a woman. Individuals learn to
adopt the specific patterns of behaviour that are acceptable for the two genders that are
believed to exist. As a result, gender is 'performative,' according to Butler (1990).
Gender, in other words, is not inherent or intrinsic; rather, gender is constructed or
brought into being by the language we speak, produce pictures or texts, or show
ourselves to others. Individuals that do not fall into one of these categories are
considered odd, unconventional, or sexually deviant. Gender is flexible and can be
changed as a result of this.
Postmodern feminism has been especially influential in emphasising the significance
of "the body and its relation with gender." This emphasis on 'embodiment' (the study
of the physical body and its link to society) examines how people learn to display their
gender using facial expressions, walking patterns, and general 'body language.'
Young's (1990) article 'Throwing like a Girl’ is a notable example of this, in which
Young investigates how girls are taught to have little physical confidence and how
'feminine' motions are marked with hesitancy and caution. She compares this with
men's perceptions of their bodies as complete, passionate, and powerful. She illustrates
her point by contrasting how men and women toss balls. Males who are unable to
participate in physical activities are mocked, but women who excel in athletics are
frequently viewed as unfeminine.
These ideas of gender as constructed through discourse and embodiment, as well as
the assertion that there will be conflicts between distinctive groups of women (for
instance, by sexual orientation, class, faith, or ethnicity), combined with shared
interests with some men, have resulted in a shift away from an emphasis exclusively
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on women and a greater focus on linkage to the oppression of some groups of men—
particularly, however not exclusively, men of colour.
4.4

LET US SUM UP

The feminist viewpoint suggests the social determinants of health must be considered
in order to attain greater health. There are some elements that have the greatest impact
on health, like the economy, employment, and housing, among others. In contrast to an
interventionist, cure-oriented drug, the feminist approach argues that improving
people's health requires preventive and health promotion. Health is a question of social
justice and rights. As a result, states should not abandon their obligation to
enact/ensure legislation and rules/regulations in all areas affecting health determinants.
It's something that Quebec feminists have always advocated for, notably in women's
health care institutions. Self-care entails a deliberate effort to comprehend the
connections between one's health and one's living situations. It seeks to establish a
more equitable therapeutic relationship based on respect, communication, and the full
and equal participation of the individual seeking medical attention. Therapists and
physicians/doctors are obliged to respect patients' autonomy as well as their right to
informed consent. Because informed consent is a basic right, therapists and
physicians/doctors must disclose all relevant information to individuals who contact
them. As a result, certain forms of biological knowledge that have historically been
predicated on the exclusion of women must be reconsidered/re-examined. It is
important to practise attention and critical thinking when it comes to information that
is portrayed as global/universal, which is frequently supported by commercial interests
(e.g., the pharma industry during the Covid scenario). Finally, the feminist approach to
health differs from the mainstream medical method in its willingness to consider other
ways. Nevertheless, such approaches should be supported by rules and laws to protect
individuals' rights, both in their interactions with health professionals/doctors and in
their choice of the appropriate treatment best suited for them.
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4.5

MODEL QUESTIONS

a) Explain the relationship between Health and Women.
b) How Liberal Feminists see the relationship between Men and Medicine?
c) How Radical Feminist argues regarding health, illness and Women?
d) Critically examine the feminist approach to understand Health.
e) Discuss how our health system and medical science is gender biased?
f) Men and Medicine can be considered as a comfortable combination, Justify.
g) Medicine as a gendered construction, discuss.
h) Medicine as a product of Patriarchy, Justify.
i) Illness or Disease is feminine and Doctor and Medicine is masculine, Illucidate.
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