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Introduction

PC MEDICINE—HAZARDOUS TO YOUR HEALTH


WHAT MAKES US SICK? Poison chemicals, viruses, smoking. These and hundreds of other things. But what about modern medicine itself?

More and more, social activists, scholars and even health professionals are telling us that the culture of medicine is to blame for many illnesses. No, they are not talking about health insurance woes, fifteen-minute office visits or medical mistakes. Here is what the critics are up to:
•  A report in the New England Journal of Medicine claims that white men get the best treatment for heart disease. Other experts cite discrimination in the care of patients as a cause of differences in health between blacks and whites.

•  Women’s health advocates assert that the patriarchal medical establishment has kept women from participating as research subjects, depriving them of the benefits of medical breakthroughs.

•  Former psychiatric patients, calling themselves “consumer-survivors,” condemn the health care system for violating their human rights. They are on a crusade to “limit the powers of psychiatry by making consumers full partners in diagnosis and treatment.”1 

•  Many nurses allege that they are oppressed by the male-dominated medical system and thus prevented from giving optimal service to patients. 


•  The 1998 Presidential Initiative on Race stated: “Research suggests that discrimination and racism create stress, leading to poorer health in minorities.” Some public health experts use this “research” to scoff at physicians who urge people to take personal responsibility for protecting their own health.





The common theme here is the health profession’s failure to make the connection between oppression—by society at large or by the medical establishment itself—and illness. It would be one thing if this were just a dry academic debate with no real-life consequences. But it isn’t. The critics are beginning to fashion a world of politically correct medicine. I began to worry about this in 1995 when I learned that some of my fellow psychiatrists at a San Francisco hospital were grouping inpatients according to race and sexual orientation so that they could organize treatment around psychological needs that were supposedly peculiar to those groups.

This book shows what PC medicine looks like and how the very efforts to correct perceived problems are making some people sick, or sicker than they need to be. I begin in chapter 1 by examining the philosophy of PC medicine where it is most forcefully articulated, in the schools of public health. A former dean of the Harvard School of Public Health has described his institution as “a school of justice.”2 Indeed, it is true that society’s sickest people tend also to be among its poorest and most disenfranchised, but many public health experts see their mission literally as attacking the conditions that lead to poverty and alienation in the first place. “The practice of public health,” says Brown University’s Sally Zierler, “is the process of redesigning society.”3 On the assumption that social conditions are the primary reason for ill health, she and her colleagues urge the redistribution of wealth to ensure the even distribution of health.

These political remedies may appeal to some—and to be sure, the relation between health and social status is not a trivial one—but what happens when a clinical enterprise like public health takes on the grandiose mission of “redesigning society”? For one thing, taking responsibility for one’s own health comes to be virtually ignored. After all, if AIDS is a “biological expression of inequality,” as Sally Zierler has put it, we can’t hold people accountable if they place themselves at risk for contracting HIV, the virus that causes the disease. Indeed, we must understand that using a condom is hardly a priority for those who are “seeking sanctuary from racial hatred through sexual connection,” as Zierler claims.4 In this worldview, public health experts who want to fight the AIDS epidemic should be promoting social and economic justice, not self-care. Doctors like me, on the other hand, who expect their addicted patients to stop using drugs and to start using condoms—and if all else fails, to use clean needles—are accused of blaming the victim.

In the course of expanding the purview of public health to encompass the quest for social justice, the academic elite are warping the indispensable mission of their profession: the practical, here-and-now prevention of injury and disease. This is what we need and expect from public health. It is not equipped to fight widespread injustice and cannot squander on a utopian vision the energy and resources needed to prevent and combat the chronic diseases and disabilities from which Americans are suffering.

In PC medicine the quest for social justice can be mounted on any level, from academic campaigns to grassroots activism. Chapter 2 is about the reforms demanded by a group of people who call themselves “the last minority”—former psychiatric patients who once used or “consumed” mental health services and now say they have “survived” them. Claiming that the system has abused them, these “consumer-survivors” compare themselves to the civil rights warriors of the 1960s. Many revile medication and fight against public policies that make sure psychotic patients take antipsychotic drugs and, when necessary, hospitalize them against their will. Consumer-survivors want nothing less than control of the mental health system.

Are there problems with that system? As a psychiatrist, I say yes. But the consumer-survivors are making things worse for the severely mentally ill. Chances are that most readers have never heard of the consumer-survivor movement, but I have devoted a chapter to it because, as we shall see, it gets much of its funding from state and federal taxes—money siphoned  away from treating mentally ill people who are genuinely sick, often helpless and sometimes dangerous. Aided by civil liberties lawyers, the consumer-survivors are acquiring real clout.

In Chapter 3 nurses are the ones who claim they are oppressed. To be sure, most nurses are dedicated to their jobs, suffer from serious staffing shortages and are worked to the bone. But a sizable fraction of them are disgruntled by what they perceive as a male-dominated system. Their misguided efforts to distance themselves from the medical “patriarchy” have led to a proliferation of fad therapies and a dumbing-down of nursing education—trends that can translate directly into botched diagnoses and care in medical centers and emergency rooms.

In Chapter 4 we again see women who claim mistreatment at the hands of a male-oriented society. These are the activists behind the modern women’s health movement, and as we will see, their complaints about receiving insufficient attention from the medical research and health care establishments have little basis in fact. It is not at all clear that the women’s health advocates of today—unlike their feisty sisters from the 1960s and 1970s who brought us a welcome breath of fresh air in Our Bodies, Ourselves—can fairly point to sexism as a problem.

Chapter 5 takes us to South Carolina and the problems associated with crack-addicted women having babies. I tell the story of the quest for “social justice” for these women—that is, the lawyer-mounted campaign for their freedom to use cocaine during pregnancy—a crusade that has trampled on the best clinical interests of their newborns and of the mothers themselves. South Carolina was a flashpoint for this drama because it is the only state where a viable fetus is considered a person; as a result, when these mothers take drugs during the third trimester, they are technically committing child abuse. As other states grapple with the rights of late-term fetuses, what happened in South Carolina will prove a riveting cautionary tale.

From South Carolina we return in Chapter 6 to Washington, D.C., where the federal government is trying to close the so-called health gap. While no one disputes the fact that minorities, especially black Americans, tend to be less healthy than whites, it is rash to ascribe this difference  mainly to bias in the health care system or to doctors’ subtle prejudice against minority patients. There are ample reasons for differences in health status—some easier to address than others—but the evidence does not support the charge of bias. The accusation is nonetheless being made by influential groups ranging from the U.S. Commission on Civil Rights to the Association of American Medical Colleges and by black leaders like the Reverend Al Sharpton. As if this rhetoric weren’t divisive enough, some of the remedies being implemented are deeply worrisome.

The final chapter explores the strange new world of psychotherapy for victims. One aspect of this is “multicultural counseling,” a practice strongly supported by the American Counseling Association. Multicultural counselors presume that nonwhite patients’ personal difficulties largely stem from their efforts to adjust to a racist society. By urging patients to find only external sources for their discontent, multicultural counseling makes a mockery of self-exploration—the true purpose of therapy—and self-determination.

 



Most Americans are familiar with three eras of public health—the sanitation, biological and lifestyle eras. The first of these, the sanitation era, began in the mid-1800s and focused on the control of such contagious diseases as typhoid, tuberculosis and yellow fever. It ushered in developments like water purification, refuse disposal and extermination of disease-carrying pests. The late 1800s marked the start of the biological era, when the bacteria that cause specific diseases could actually be seen under the microscope. The first half of the twentieth century brought antibiotics, vaccines and pasteurization, and with them a series of rapid victories against devastating diseases such as polio, smallpox and diphtheria. The 1970s brought the lifestyle era, marked by campaigns against preventable injury and chronic illness. The surgeon general took the lead in urging Americans to stop smoking, reduce alcohol use, exercise more, eat less fat, use seat belts and wear bicycle helmets.

Over the last 150 years, millions of lives have been saved, improved, and extended by the public health efforts of these three eras. Through the honest application of science, education and a focus on personal responsibility, public health professionals have kept lethal elements from invading our bodies and helped us define the part we can play in preserving our own health.

So sweeping were the transformations in America’s health during these eras that they are properly called revolutions. Now, at the turn of the twenty-first century, a fourth era, politically correct medicine, is emerging, powered by the idea that injustice produces disease and political empowerment is the cure. In stark contrast to the three revolutions that preceded it, the fourth “revolution” is counterfeit.

Though the activists appear to be waging “the good fight” for better health through social justice, their actions do not prevent disease, treat symptoms or perfect clinical methods. At best, they create distractions and waste money; at worst, they interfere with effective treatment. Although the activists themselves may end up feeling better, gratified to have taken part in the struggle for social justice, they undermine the Hippocratic ideal: the patient comes first.

PC medicine puts ideology before patients.

My goal is not to defend the status quo. There are many pressing problems, including how to deliver health care to everyone affordably. But it is critical to understand that injecting social justice into the mission of medicine diverts attention and resources from the effort to find ways of making everyone, regardless of race or sex, better off.

How did the activists—I call them “indoctrinologists,” since their prescriptions for cure are ideology and social reform—manage to gain their foothold? One way is simple momentum. For several decades the universities, the law profession and the workplace have been under assault by people claiming oppression of one sort or another. It’s almost surprising that medicine has been immune for so long. Another way is that the indoctrinologists’ objectives play into a well-earned sense of guilt that hangs over the medical profession. Psychiatry, for example, has its skeletons in the closet, such as the dismal back wards of state mental hospitals. The reputation of the U.S. Public Health Service still smarts from the notorious Tuskegee Syphilis Study. Not too long ago women were expected to submit, without question, to radical mastectomies and hysterectomies simply because the (male) doctor recommended them.

Finally, PC medicine has flourished because too few people have been paying attention. While the nation has been preoccupied with headline-grabbing subjects such as HMOs, Medicare coverage and the millions of uninsured Americans—all pressing issues indeed—the indoctrinologists have swooped in under the radar. While it is improbable that this activist cohort of public health professors will ever spark public leaders and politicians into enacting the massive social reforms they dream of—in short, to equalize the health status of all Americans by redistributing wealth—their animating spirit is being felt in a number of clinical domains. Their efforts to administer PC medicine, as we will see, are gaining momentum, and their prescriptions will be hazardous to our health.






1

Public Health and the Quest for Social Justice


ONE OF THE MOST FAMOUS MOMENTS in public health took place in 1854 in the Golden Square area of London, which was reeling from an epidemic of cholera. At the worst point five hundred people died over a ten-day period. John Snow, a British physician who once attended to Queen Victoria, got a map of London and marked the locations of the homes of cholera victims. Using clever detective work, he pinpointed the Broad Street pump as the source of the bacteria-contaminated water that townspeople were carrying by bucketfuls into their homes.1 Snow put the pump on Broad Street out of commission by removing the handle, and the cholera epidemic stopped virtually overnight.

Snow’s triumphant removal of the Broad Street pump handle is the stuff of medical legend. It harkens back to a simpler time when protection from communicable diseases was the exclusive focus of the public health profession. Its tasks were well defined—disease tracking and ensuring food and water safety—and its victories dramatic. Today public health is still very much concerned with infection control and epidemiology—the study of diseases in populations—but over the last century its scope has expanded to include activities such as monitoring air quality, administering public health services (such as vaccination programs and community-based clinics) and preventing chronic conditions like asthma, diabetes and heart disease. The effort to avert what were once called social diseases,  such as teen pregnancy, domestic violence and homelessness, is also within the orbit of public health.

Since many diseases and afflictions depend directly on living conditions, it was inevitable that public health would overlap with public policy. Indeed, the profession has always had a reformist spirit. In colonial times, for example, local governments passed sanitation laws and imposed fines for selling putrid meat or refusing to drain swamps. By the end of the 1800s some of those lessons had been forgotten. In fact, during the antituberculosis campaigns in this country, reformers argued strenuously, and often to no avail, that fighting the disease went beyond personal hygiene: nutrition, housing and working conditions had to be improved as well.

In the early part of the twentieth century the “industrial hygiene” movement played an important role in condemning the working conditions of many laborers, such as coal miners and factory workers, and the needlessly hazardous conditions that resulted in severe injuries, lung disease and poisoning from mercury, radium and solvents. In doing so, these health professionals recalled the spirit of Rudolf Virchow, the nineteenth-century German biologist, physician and statesman who spoke eloquently about the effect of social conditions on fitness and health, even calling physicians the “natural attorneys of the poor.”2


Documenting these phenomena and calling them to the attention of civic leaders is one thing. Some contemporary public health experts, however, have gone much further. As this chapter shows, a cadre of academics have put themselves in the business of condemning “competitive meritocracy,” opposing the free market system, supporting Affirmative action and derailing welfare reform—all in the name of health. Their rationale is simple: since health is inextricably tied to wealth and social position, we should try to equalize power in society. Hence the theme of the 1996 annual meeting of the American Public Health Association (APHA): “Empowering the Disadvantaged: Social Justice in Public Health.”

No one would second-guess Snow’s wisdom in disabling the Broad Street pump: it was causing the spread of cholera. Nor is there much dispute that public health professionals should monitor air quality or report infectious disease outbreaks or launch educational campaigns to discourage cigarette smoking, one of the most potent health risks. On the other hand, mobilizing against economic and social inequities to achieve the distant goal of better health is harder to justify. Yet, as we will see, many in the public health elite are putting more passion into the promotion of political doctrine than into direct efforts to improve health.




Postmodern Medicine 

This new activism in public health is the outgrowth of “political correctness,” which has deep philosophical roots in postmodernism. This popular social theory was first imported to the United States through the writings of Michel Foucault, the French social philosopher. Foucault condemned the “dominant culture” for imposing its values on society’s powerless and disenfranchised members. In his view, postmodern man is a mere cog in the social machine. Although he may think in Enlightenment terms that he is rational and self-governing, according to Foucault he is a mere malleable product of culture.3


Certainly the social environments in which people grow up and live exert influence on their thoughts and actions. Yet postmodernists see the influence as so strong and pervasive that certain groups, such as minorities, are perpetual victims of the status quo. Many university professors have avidly embraced the postmodern doctrine. On college campuses it has become an ideological staple in the humanities, fine arts and social studies. Until recently, the applied sciences have been spared, but the postmodern trend is creeping into those domains as well: for example, the practitioners of PC medicine tell us that unless the dominant culture is toppled, we will never close the health gap between whites and blacks.

I am by no means the first to describe this worldview. The medical economist Robert G. Evans comments in his 1994 book Why Are Some People Healthy and Others Not? that, “for those on the left, health differentials are markers for social inequality and injustice more generally, and further evidence of the need to redistribute wealth and power, and restructure or overturn the existing social order.”4 That is exactly how Sally Zierler of Brown University’s Department of Community Health sees AIDS—as “a  biological expression of social inequality.” During her lecture at the 1998 annual meeting of the American Public Health Association, I copied down her five recommendations for curbing the AIDS epidemic: limit the power of corporations, cap salaries of CEOs, eliminate corporate subsidies, prohibit corporate contributions to politicians and strengthen labor unions.5


Tuberculosis is another disease one might call a “biological expression” of disenfranchisement, since it primarily affects the poor, homeless and addicted. Yet it was New York City’s hard-nosed decision in the early 1990s to require that everyone who needed medication take it daily, right in front of a health worker, that checked TB’s spread. The workers’ utopia envisioned by Zierler would have cured no one of TB, and it is a ludicrous anti-AIDS prescription. Why try to change society in the name of health when prevention strategies are already at hand?

Ironically, indoctrinologists who want nothing less than revolution in the name of health have been quick to condemn practical hygiene efforts as dangerous social intrusion. As Paul Starr notes in his sweeping history The Social Transformation of American Medicine: “The recent anti-Progressive historians, including both Marxists and liberals, tend to reclassify as social control events like the conquest of disease that were once appropriately regarded as historic achievements of human freedom. They remember the public health nurse who instructed mothers in infant hygiene as a kind of surreptitious agent of the police, insinuating bourgeois ideals into the authentic culture of the working class.”6 That the nurse may have taught mothers how to prevent their babies from dying, Starr says, we are now supposed to pass over as secondary and irrelevant.

Starr’s observation exposes the hypocrisy of a movement that condemns the prevention of infections in infants as intolerable social control yet approves efforts to organize against capitalism and the meritocracy as pro-health. This paradox nicely captures the politicized culture of the new public health, a discipline whose practitioners consider themselves crusaders for social justice. As Brown’s Sally Zierler herself told a journalist: “Those of us who were activists in the 1960s are now professors. This is a way of continuing the work [only] we are now working from the inside. In the 1950s we would have been blacklisted. We couldn’t have had the agenda we have and be hired.”7


That agenda is to bring about political change in the name of health. It is typically advanced in Marxist terms in which the world is a zero-sum game: “The good fortune of some [is seen] as the cause of ill fortune in others, whether in economic terms or in terms of health, love, or other benefits.”8 In other words, the good health of the well-off somehow depends on the poor being sick. As Paula Braverman, a physician with the medical school at the University of California at San Francisco, claims, “illness is caused by the power imbalance” inherent in a capitalist society. “Even if those living on the lowest rung of the social ladder had sufficient material resources,” she said at a meeting of the American Public Health Association, “their health would still suffer because they are deprived relative to others.” Accordingly, she urged the audience to “counteract the free market with social programs.”9





Social Productionism 

Starting in the early 1990s, a new academic enterprise called the “social production of disease” was born. Many scholars consider Richard G. Wilkinson, professor of social epidemiology at the University of Sussex, the father of “social production theory.” That theory forms the basis of the study of social variables, among them classism, racism and sexism, that may contribute to disease.10 Wilkinson’s seminal 1992 article on the relationship between income and health was followed, as his colleagues put it, by “a virtual cascade of papers.”11 Social productionism posits two general pathways by which social disenfranchisement can lead to infirmity and shorter life expectancy. One is direct: through the stress of oppression. The other pathway is through material disadvantage and inferior access to health care, which take the greatest toll on the poor and on minorities, who are overrepresented among the poor.

It is well known that, on average, people who are further down on the socioeconomic ladder are less healthy and do not live as long as those above them. But the question is this: Is one’s health totally at the mercy of social forces? Some public health experts come extremely close to saying yes. Rodney Clark of Wayne State University’s Department of Psychology asserts that the emphasis on the role of personal responsibility in maintaining health constitutes a “subtler form of racism.”12 Richard S. Cooper, a physician with Loyola University Medical School in Chicago, is similarly pessimistic: “For all intents and purposes, black people in this society are imprisoned by institutional racism; this is the attribute of blackness which at bottom determines their health.”13 Hortensia Amaro of the Boston University School of Public Health says that “women’s social status is a central feature of their risk for HIV.”14


So powerful in fact are racism and sexism, claim Sally Zierler and her colleague Nancy Krieger, an epidemiologist at the Harvard School of Public Health, that they practically lead people to contract HIV from dirty needles and unprotected sex: “In response to daily assaults of racial prejudice and denial of dignity, women may turn to readily available mind altering substances for relief. . . . Seeking sanctuary from racial hatred through sexual connection as a way to enhance self-esteem . . . may offer rewards so compelling that condom use becomes less of a priority.”15


According to academics like Krieger, Zierler, Cooper and Amaro, the fundamental prescription for HIV prevention is the eradication of power inequalities in our country. And as public health experts conduct more research on health and inequality, says Krieger, “a major implication for public health intervention [will] be policies promoting social and economic justice.”16


No one disputes the fact that poor and disenfranchised people have fewer choices. At the very least, they cannot get medical care as easily. But is there no room for them to exercise personal responsibility over their health? The answer, according to Gladys H. Reynolds of the Centers for Disease Control (CDC), is no. To value self-care is to “bring issues of blame to our interpretations of sickness and health,” she writes in the Annals of Epidemiology. Scolding her colleagues she says: “We the scientific community are no different from the public or the media: We bring everything we have been taught by our culture—our xenophobia, our homophobia, our racism, our sexism, our ‘classism,’ our tendency to ‘otherize.’”17


Yet the notion that social forces are major determinants of health—that they are so overwhelming in fact that personal responsibility and self-care are reduced to quaint notions and middle-class values—is one of the most pernicious themes in PC medicine.

With the Centers for Disease Control (Reynolds’s own institution) estimating that at least 50 percent of premature deaths are caused by diseases that have modifiable risk factors, it is downright reckless to diminish the vital role of personal behavior.18 This is why regarding the patient, or the public, as a passive victim of malign social forces is a prescription for disaster.

Some of the greatest successes in public health have involved efforts to change personal behavior by educating the public about the risks of activities such as smoking, unhealthy eating and unprotected sex. As Richard Pasternack, director of preventive cardiology at Massachusetts General Hospital, says, “If you eliminate the factors that we know about, which are largely lifestyle issues—smoking, high blood pressure, high cholesterol, lack of exercise and diabetes—you can eliminate somewhere between 70 and 90 percent of disease in our population.”19


But setting out to eliminate “racism” or “classism” in the name of health leaves a trail of problems. First, the upstream conditions targeted by indoctrinologists (such as income inequality) correlate with, but do not necessarily cause, ill health. Indeed, inferences about the causal pathway to a disease become less and less secure the further upstream one looks for the root cause—thus, there is no guarantee that the social revisions they seek would even improve health. Second, abstract proposals for attaining social justice have vast repercussions for other sectors of society. Unlike discrete vaccination programs and cancer screening campaigns, activist prescriptions for social restructuring are intended to go far beyond the confines of a health care agenda. Third, there is much we can do by ourselves to safeguard our own health through diet, exercise, safe sex and so on.

My faith in such choices and in our capacity to take advantage of them comes from my work as a staff psychiatrist in a methadone clinic in northeast Washington, D.C. Our patients come from the “other” Washington, where violence and crumbling housing projects are standard features of the landscape. Methadone, a long-acting heroin replacement, is a treatment of last resort for many addicts. Yet with the exception of a handful of mentally ill patients, it is the rare patient at our clinic who is clueless about how to get himself together. Most have been addicts on and off  for so many years that there is little they don’t know about what makes them vulnerable to relapse.

They know, for example, that boredom is one of their worst enemies—show me a bored substance abuser, and I’ll show you someone who is seriously thinking about getting high. Users know that they have to stop associating with their drug-taking friends, and that it helps to spend time at Narcotics Anonymous meetings. They know that getting a job is more than just a way to make money. It keeps them busy, out of trouble, feeling productive and maybe even purposeful. Between help-wanted ads and training program announcements, my patients know how to get work. And most of them do.

Many of these men and women also know that they do best when external limits are placed on them. Those who are homeless may deliberately choose to stay at a local shelter that requires its residents to work or obtain a volunteer job. Such a shelter also helps them save some of their earnings and tests them for drugs on a weekly basis. A handful of patients talk about taking jobs, like truck-driving, that periodically drug-test. Patients who get a regular paycheck have their employer deposit it directly in their bank account so that they have no tempting cash on hand.

These are just some of the barriers that patients erect between themselves and their drugs. Not all of them want to take advantage of these techniques and the myriad other ways to protect themselves, but many patients choose to do so. Is it hard work? Most assuredly, but what can PC medicine offer them instead? Simply the demoralizing message that drug abusers truly don’t have a choice or a chance—that is, until sexism and racism disappear and inequalities in wealth are abolished.




Advocacy in Academia—Part 1 

The blurring of the boundaries between scholarship and political action is an ever-present risk in the classrooms of indoctrinologists. Mindy Thompson-Fullilove of the Columbia University School of Public Health exhorted her colleagues to “invent a new science that embodies human rights and civil rights essential to the health of human populations.”20  Vincent Iacopino, a physician with the School of Public Health at the University of California at Berkeley, speaking at an American Public Health Association panel called “Putting Politics Back into Public Health Education,” urged “merging the academy with advocacy.”21 He referred to the World Health Organization’s oft-quoted definition of health—“a state of complete physical, mental and social well being, not merely the absence of disease or infirmity”—as justification for doing so.

Such an expansive definition of health probably explains why Deborah Prothrow-Stith of the Harvard School of Public Health gets so impatient with her colleagues: “At our worst, public health professionals can be self-righteous know-it-alls: emphasizing a violence prevention curriculum when people want and need jobs and economic development; focusing on lead paint removal when people are homeless; preaching abstinence when people are looking for someone to love them. . . . We sometimes just don’t get it.”22


Prothrow-Stith is right in naming homelessness, joblessness and insufficient love as causes of much suffering. But the job of public health is to prevent injury and illness in practical ways, including making the public aware of risks for accidents and disease and ways to minimize them. Incorporating abstract, broad social goals into schools of public health will only divert them from imparting their practical mission to students and society. “We have nearly converted the school of public health from an institution committed to developing the scientific bases for disease prevention into one of many arenas for advancing social justice, or some people’s idea of social justice,” writes Philip Cole and his colleagues of the public health school of the University of Alabama at Birmingham.23


Here is a sample of what Cole is referring to when he says that academic public health is increasingly devoted to “some people’s idea of social justice.” In her statement explaining why she should be elected to the APHA governing board, Mary Anne Mercer of the School of Public Health of the University of Washington at Seattle wrote that it was “painful to see the recent welfare ‘reform’ pass without an effective response from the public health community.”24 At the 1998 annual APHA meeting, Sally Zierler told audience members that their goal as public  health professionals should be to overthrow the “competitive meritocracy.” Why? Because, in her words, “unequal distribution of goods and services and property and profit means that deprived populations are less able to reduce [HIV infection] in their community”25


David G. Whiteis of Indiana-Purdue University, another social production researcher, has proclaimed that any public health policy that ignores “social justice is unworthy of the name.” Whiteis literally calls for the designation of “poverty as a medical pathogen.”26 These matters make more appropriate subjects for politicians and activists, but indoctrinologists like Whiteis insist that they lie squarely within their purview. After all, the argument goes, since the health status of a population is closely related to wealth and social position, improving health depends on political empowerment.27


This reasoning is reflected in the broad definitions of public health that experts have put forth over the years. In 1920 C.-E. A. Winslow of the Yale School of Public Health proclaimed that, in addition to disease prevention and infection control, the profession should address the “development of the social machinery which will ensure to every individual . . . a standard of living adequate for the maintenance of health.”28 Others identified “decent housing, adequate income, freedom from war” as part of the public health mission.29 Arguing for a redefinition of the field half a century later, Carl M. Shy of the University of North Carolina School of Public Health said it should be the “study of the distribution and social determinants of the health status of populations.”30


Perhaps the most expansive outlook belongs to the former CDC director William H. Foege of the Emory University School of Public Health in Atlanta. “Every problem is a public health problem,” he said in 1993. “Our job in public health is to be indignant on behalf of everyone.”31 If Foege were correct, then it would indeed make sense to look to public health to solve all of society’s problems. According to Lawrence Wallack of Portland State University and Lori Dorfman of the School of Public Health of the University of California at Berkeley, “The practice of public health is, to a large degree, the process of redesigning society. . . . It is more about closing the ‘power gap’ than the ‘knowledge gap.’”32 Academically  speaking, postmodern medicine is best summed up by Harvey V. Fineberg, former dean of the Harvard School of Public Health: “A school of public health is like a school of justice.”33


If it is the nature of a social movement to advance ever more expansive definitions of the problem over which it seeks to provoke public outrage, then public health, as envisioned by the academic elite, is very much a social movement. Moreover, it is a movement in which social reform and utopian vision often masquerade as health policy. This is a dramatic departure from the founding missions of the APHA and schools of public health.

In 1872 several physicians formed the American Public Health Association to promote the “sanitary sciences,” and the following year the nation’s first public health journal, The Sanitarian, made its appearance. The rapid progress in understanding the linkage between bacteria and contagious diseases hastened the development of new approaches to public health, so that by the turn of the nineteenth century it was becoming clear that specialized training was needed to perform the job of public health officer. In 1916 the School of Hygiene and Public Health was founded at Johns Hopkins University, and soon Harvard, Yale and Columbia had established such schools.

These institutions had a pragmatic focus on reducing disease and maintaining health. In pursuit of these aims, various disciplines came together in one academic setting: epidemiology to trace outbreaks of disease; vital statistics to measure birth and death rates; diagnostics for identifying contagious diseases; and bacteriology, toxicology, sanitation and food and water inspection. Public health was thus a discipline of inquiry and practice, not a sociopolitical movement. True, progressive city health departments in the mid-1800s, such as New York’s, mounted actions against disease-promoting filth and congestion. And in the 1910s the APHA joined in the fight to influence government to ameliorate unhealthy factory conditions and eliminate decrepit and overcrowded housing. But these were practical reforms that addressed obvious and direct causes of illness and were driven by the recognition that dismal living and working conditions led to poor health. By contrast, the currents of political correctness now flowing through schools of public health and the APHA are generated not by local pragmatism to change real circumstances but by a global ideology to manipulate the way people think about disease and its remedies.




Advocacy in Academia—Part 2 

So uncomfortable with social hierarchy are the PC academics that when they do field research (for example, comparing the effectiveness of two HIV prevention programs in a community), they bend over backward to deny the simple fact that the researchers generally know more than community leaders about how to do a study. “Socially and economically marginalized communities often have not had the power to name or define their own experience,” states Barbara A. Israel of the University of Michigan School of Public Health. Her prescription: “All parties [should] participate as equal members and share control over all phases of the research process.”34 According to Ernest T. Stringer of Curtin University in Australia, the special training in inquiry should confer no special role in determining how the project should be designed. “All participants,” he says, “[should] share the perquisites of privilege.”35


This research style is known as “participatory research.” Unfortunately, not all parties are qualified to participate. “Sometimes community leaders push a study question, but it is unanswerable because they don’t know how to frame a hypothesis, operationalize variables and analyze data,” according to a program director at the U.S. Department of Health and Human Services (HHS) Office of Maternal and Child Health who did not want to be named. “When you point this out, they can get very offended.” M. Douglas Anglin, an addiction researcher at UCLA, experienced his own frustrations with local groups involved in a large-scale treatment project. “We spent hours educating members of these groups, one by one, on the limits of epidemiological research. They all loved the idea that they got a vote in designing the project, but we had to keep saying that you cannot do science by consensus if you want the work to be credible.”36


But without collaboration, empowerment researchers say, they would not be able to achieve one of their major goals in attending to social inequalities through empowerment. How best to empower, however, is a subject of considerable debate. As Meredith Minkler and her colleague Nina Wallerstein of the University of New Mexico ask, “Can people in positions of dominance or privilege derived from culture, gender, race, or class empower others, or must people empower themselves? If empowerment includes the dimension of transferring power to others,” they assert, “professionals may need to let go of their own power to make it more available to others.”37


The implication of all this, Professor Cole of the University of Alabama points out, “is that nothing lies outside the realm of public health.” Such mandates make schools of public health “all-inclusive, dilutes their resources and blur their focus.”38 As Donald E. Waite, professor emeritus of family medicine at Michigan State University College of Osteopathic Medicine, lamented to me, “The field has been co-opted by confused visionaries who are seeking what they view as a socialist utopia.”39 Indeed, epidemiology is being transformed from the study of disease in populations into a science for converting empirical findings—such as the demonstrated linkages between economic status and health—into a program of social action.40


It is a program whose barely concealed contempt for practical clinical achievement prompted the epidemiologist Kenneth Rothman and his colleagues to express their frustration: “It is remarkable that [we] are now chastised for our scientific accomplishments, which include such victories as the elaboration of the effects of tobacco smoking on many diseases, and the effect of folic acid on neural-tube defects. Countless other fragments of useful epidemiological knowledge have enabled many people to improve their health even if they could not avoid poverty and repression.”41


Along with schools of public health, academic journals are also risking their reputation as neutral arbiters of science when they publish second-rate studies purporting to show that the haves are literally making the have-nots sick. Indeed, race and ethnicity research has been criticized by many scholars for “lack of rigour in conceptualization, terminology and  interpretation,” according to a survey by Trude Bennett and Raj Bhopal of the medical school at Newcastle-upon-Tyne.42 With its strong emphasis on nonperformance criteria in admitting students to schools of public health—the American College of Epidemiology itself decries the “competitive meritocracy”—there is reason to worry about standards of scholarship. 43 The social production of disease seems well on its way to becoming the academic arm of the social justice movement in public health.

The gatekeepers of the scientific literature—the editors and peer reviewers—must be alert for weak science and for advocacy masquerading as scholarship. “These men and women are the safeguards against researchers indulging their ideologies,” says David A. Savitz, professor of epidemiology at the University of North Carolina. “Mixing scientific and activist roles not only threatens the validity of our work, it sows doubt that our methods are even capable of rigor.”44 Alexander M. Walker of the Harvard School of Public Health acknowledges that public health researchers may have to draw on disciplines such as economics and sociology, but he rightly insists that “we need to [choose] theories that can be challenged and refuted.”45


This is not to say that social production research is inevitably weak. Careful epidemiologists have produced first-rate analyses using social variables, such as accumulated wealth, educational level, church affiliation and community cohesion. The prevalence of venereal disease, for example, has been strongly linked to signs of neighborhood deterioration (such as garbage pileups, graffiti and abandoned cars) independent of the local poverty indices.46 These researchers know that variables must be meticulously defined and measured.

A variable like “feeling discriminated against,” however, is hard to measure and verify because it relies on a subject’s inferences about the attitudes and intentions of another person (the potential discriminator). Not surprisingly, society can act as a Rorschach test pattern upon which individuals project their expectations and fears. For example, UCLA anthropologists found that many black customers interpreted the “relative restraint” of the demeanor of Korean American storekeepers as a sign of  racism. Conversely, the storekeepers tended to interpret the “relatively personable involvement” of the black patrons as disrespectful.47 How to separate such projections from true (intentional) racial discrimination? The National Institutes of Health (NIH) has recently taken on that demanding task. The agency is now awarding grants to study the relationship between health and “powerlessness,” “discrimination,” “racism” and “classism.”48 The epidemiologist David Savitz believes that this research could be useful, though he acknowledges how difficult it is to do properly. He urges peer reviewers and editors who judge the findings from such studies to maintain rigorous scientific standards.




Can Racism Make You Sick? 

One avenue of social production research is the health effects of racial discrimination. Blood pressure is a good condition to evaluate in this context because it is easy to measure and responsive to stress. Moreover, high blood pressure, also called hypertension, is two to three times more likely to afflict black Americans than whites. Curiously, even when known risk factors such as diet and exercise are taken into account, blacks are still more likely to have high blood pressure. Several explanations have been posed—most often genetic predisposition or diet or a combination of the two—but the issue has continued to intrigue medical researchers.

In 1996 Nancy Krieger of the Harvard School of Public Health and her colleague, Stephen Sidney, a physician at a Kaiser Foundation Research Institute, claimed to have solved the white-black blood pressure puzzle: racism was the culprit. The stress of being a victim of racial bias, they say, could explain the higher levels of hypertension within the black population. Krieger and Sidney’s study “Racial Discrimination and Blood Pressure” appeared in the American Journal of Public Health, and it made news instantly.49


“Study: Discrimination May Cause Hypertension in Blacks,” declared the Washington Post.50 National Public Radio broadcast a lengthy report in which one psychologist interviewed about the study said, “We now have concrete data showing that what society does to you affects your  health.”51 The study has been widely cited, including in a 1998 report from President Clinton’s Initiative on Race, which stated that “research suggests discrimination and racism create stress leading to poorer health [in minorities].” 52 Brent Staples, an editorial writer at the New York Times, wrote a column titled “Death by Discrimination? Of Prejudice and Heart Attacks.” 53 Three years later Staples was still commenting on the study’s findings, going so far as to remark that “the medical system has yet to list ‘racism’ as a cause of death [even though] some social scientists now see tension related to discrimination as a health hazard on par with smoking and a high fat diet.”54 It is not unreasonable to think that the stress of being a victim of discrimination could produce certain kinds of illnesses. After all, it is well established that many key physiological processes respond to psychological stress.55 For example, our immune and hormonal systems and cardiovascular functioning can be affected by emotional states. And indeed, since the Krieger and Sidney article appeared in the fall of 1996, it has practically become a medical truism that racism doesn’t just make its targets sick at heart but can make them physically ill as well.56 As we will see, however, Krieger and Sidney’s claim fails to pass scientific muster.




Blood Pressure and Racial Discrimination 

What evidence do Nancy Krieger and Stephen Sidney put forth to support the conclusions they drew in their much-discussed 1996 article? They collected information on some forty-one hundred black and white men and women between the ages of twenty-five and thirty-seven who were questioned about their “experiences of racial discrimination and unfair treatment.” The researchers asked, for example, whether the subjects had “ever been prevented from doing something (for example, getting a job, securing housing) or been hassled or made to feel inferior” because of their sex or race. They divided their subjects into three groups based on the number of times they reported having been victims of racial discrimination over their lifetimes: zero episodes, one or two episodes, or three or more episodes. Meanwhile, known risk factors for high blood pressure such as  obesity and smoking were taken into account so that they would not skew the results. (The researchers, however, omitted salt intake, which is one of the major determinants of blood pressure levels, particularly in African Americans.)

The authors looked at individual blood pressure readings within the groups to see whether the levels correlated with the subjects’ experiences of bias. They assumed that the incidents perceived by subjects as discriminatory produced an equal amount of distress in all of them; otherwise, there would be no reason to hypothesize a linear “dose-response” relationship between stress and blood pressure. But this questionable assumption became even more tenuous once the relationship between blood pressure levels and the reported episodes of discrimination was revealed.

Instead of showing a clear linkage between blood pressure and discrimination, the results were all over the map. Black working-class men and women who reported zero episodes of discrimination had higher blood pressure readings than those reporting one or more. Black professional women who reported one or two episodes of discrimination had lower blood pressure readings than those with none or with three or more. And black professional men with one or two episodes of discrimination had higher readings than those with none or with three or more.

Krieger and Sidney also asked subjects how they responded to being discriminated against: Did they “do nothing about it” or did they “talk to someone about it”? Again, the results were scattershot. The highest blood pressures were found among black working-class women who “did nothing,” while black working-class men who “did nothing” had lower readings. Thus, in order to align the findings with the theory, Krieger and Sidney had to assume that the subjects underreported discrimination, either because their experiences of racism were “too painful to talk about” or because somehow the subjects felt they deserved to be treated unfairly because of their race, a process called internalized oppression. (The possibility that some subjects overreported episodes of discrimination was not entertained.)

Krieger and Sidney’s assumptions about why subjects did or did not report certain experiences raise a red flag: conveniently, they can be used  to explain away any finding that does not neatly fit the expected direction of the data. It is a standard rule of research that hypotheses must survive attempts to falsify them before they can be regarded as true (more precisely, as highly probable). In other words, Krieger and Sidney would have had to show that subjects reporting none or few episodes of discrimination did so for reasons other than that talking about such treatment was “too painful” or that they felt undeserving of respect. The catch is that internalized oppression, by its very nature, is not falsifiable. After all, how could Krieger and Sidney possibly know that their black subjects were in some way thinking they deserved mistreatment because of their race, especially when they were apparently unaware of those thoughts themselves? Nonetheless, the researchers confidently conclude, “Our results indicate that racial discrimination shapes patterns of blood pressure among the U.S. Black population.”57


One more observation. The subjects studied by Krieger and Sidney were healthy men and women under age forty with normal blood pressures. In fact, the average blood pressure readings recorded—109/67 for black women and 115/72 for black men—would make any internist very happy, the ideal reading being 120/80. As these women and men age, it is likely that many will be diagnosed with hypertension (140/90 or higher). But those who develop the condition can count on this: if they faithfully take care of themselves, they will do a lot more for their health in a matter of weeks than could any campaign for social equality.

Research continues to show that self-management through medication and diet has considerable impact. According to the NIH “Hypertension Detection and Follow-up Study,” the inverse relationship between education/socioeconomic status and elevated blood pressure disappears when patients take blood pressure medication.58 Another large study called “Dietary Approaches to Stop Hypertension” (or DASH-Sodium) found that eating less salt can significantly reduce blood pressure.59 Sometimes a low-salt diet can, by itself, correct high blood pressure, especially in black patients, who tend to have “salt-sensitive” hypertension more often than whites.60 Thus, pharmaceutical and dietary changes can literally save lives today by averting stroke or heart attack.




The Redistribution of Health? 

In addition to physiological changes supposedly engendered by the stress of oppression—the changes that Krieger and Sidney claimed to have found amid their scattered data—PC medicine emphasizes the relationship between health and wealth. To be sure, those higher up on the socioeconomic ladder, on average, enjoy better health than those below them. But does this mean that inhabitants of the lower rungs are necessarily doomed to illness and disability? Is it true, as David Whiteis of Indiana University says, that there is something about poverty itself that makes it a health problem? If so, would redistributing wealth (beyond simply extending health coverage) make poor people healthier?

A sizable number of public health experts think so and advocate as much in a 1999 collection of essays called The Society and Population Health Reader: Income Inequality and Health. “The higher health achievement of egalitarian societies makes a persuasive case for the redistribution of income,” claim the Reader’s editors, who are from the Harvard School of Public Health and the University of Sussex, England.61 Clearly, this is a complicated and politically delicate issue. With that in mind, let us explore the basic interactions between health and wealth.

In general, the wealthier one is, the healthier one is. In London during the Black Plague in the 1660s, the wealthy had the means to flee the infested inner cities; they also benefited from better nutrition and sanitation, which made them more resistant to bubonic plague and more likely to survive if infected. In the modern era, too, wealth gives people access to better health care, better nutrition and better living and occupational conditions.

Conversely, people who are healthy are more likely to hold jobs and to work competitively, activities that help them advance their socioeconomic position and, in turn, protect their health. Sociologists call this the healthy worker effect. The pattern is especially obvious among the elderly members of minority groups. Because of poorer health histories, they are much more likely to lose functional ability than are whites and so are unable to generate income in their senior years.62


The overall probability of dying between the ages of twenty-five and sixty-four has been declining since 1960, but poor and poorly educated people still die younger.63 This phenomenon is related to a host of factors over which people have minimal day-to-day control. For example, low-paying jobs tend to have less flexible hours, making it difficult for the worker to fit in doctors’ appointments or take the day off when they have the flu. Simply finding a reliable baby-sitter in order to take two city buses to the doctor can be a major task. Poorer people cannot afford to buy bigger, safer cars, and they are more likely to be the victims of violent crime. They generally know less about how to stay healthy. Social service bureaucracies can be intimidating, waiting lists stalled and scheduling inconvenient. (I once tried to refer a patient to a free clinic in Baltimore, but I was permitted to call the intake counselor only between seven and eight o’clock in the morning on Wednesdays.)

When these forces influence health and access to care, it makes sense to say that “social class gets into the body,” in the words of Nancy Moss of the Pacific Institute for Women’s Health.64 I think about my patients whose children have asthma. This lung condition has been on the rise since the 1980s and now afflicts about five million children. Black children are four to six times as likely to die from it as white children.65 One important trigger for asthma, especially among inner-city kids, is the mundane cockroach.66 Tiny parts of the insects’ bodies are shed and inhaled, causing allergic reactions that constrict small airway passages in the lungs. My patients (mainly single mothers) may keep a clean apartment, but there is little they can do about their neighbors’ housekeeping habits. The city may eventually get around to fumigating, but the roaches (and the rodents and the dust mites) come back because the neighbors don’t change their habits.

Social class got “into the body” of the son of one of my patients who was burned out of her apartment house by a neighbor who fell asleep with a cigarette. She had no fire insurance, and her only local relative, a sister, with whom she fleetingly considered staying, sometimes smoked crack and had an alcoholic boyfriend. So the mother and son spent weeks in a damp shelter until the asthmatic child developed pneumonia and had to be hospitalized. In these situations I am more of a social worker than a  physician as I try to help people navigate the District of Columbia’s impossibly byzantine social services maze.

Then, of course, there are the obvious issues of access to care. Low-wage workers and minorities are less likely to have employer-based health insurance than are better-paid employees.67 Not having a regular source of care is a big obstacle to receiving timely care and maintaining a familiar relationship with a doctor. Even when they are enrolled in managed care, minorities are more likely to pay the price when managed care plans weed out doctors with caseloads weighted with Medicaid-insured patients or sicker—and thus more costly—patients. Patients themselves can be excluded from plans if their care is too expensive, and older patients are penalized when nursing homes limit the number of Medicaid recipients they accept or when home health workers refuse to make visits in dangerous neighborhoods.68


Finally, simply having insurance can itself be a proxy for social and attitudinal factors that influence health. For example, a 1993 study of thousands of New Jersey women with invasive breast cancer found that women who were not privately insured received the diagnosis later and died sooner after diagnosis than those with private insurance.69 Obviously, private insurance means better access to care, but coverage of services is not always enough. In fact, the New Jersey women whose mammogram costs were covered by public insurance did as poorly as those with no coverage at all. Why? In large part because women who live on the lower rungs of the socioeconomic ladder are more likely to deny cancer symptoms, to distrust the medical system and to fail to perform self-examination. Some are not aware that public insurance will pay for screening services. These are all possible explanations for higher mortality among poor women.
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