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Objectives
After completing this Unit, you shall be able to:

To understand what sociology of health is

To know definition of Sociology of Health

To know the scope , nature and importance of the Sociology of Health

To know about relationship between sociology with health and well-being and how the
interplay of structure and agency is there.

Introduction

Sociology is a discipline customised to have a scientific approach to understanding the people in
society. In Simple terms, it focuses on social structure and how the structures interact to modify
human behaviour, actions, and opportunities, and how the patterns of social existence engender
social problems. Social Institutions play a key role in society, where H. E Barnes mentions as social
institutions are “the social structure and machinery through which human society organizes, directs
and executes the multifarious activities required to society for human need.” They are broad
conceptual frameworks that look into and govern a particular aspect of societal life i.e. these
institutions works as pillars that hold up society because they are the integral parts of the society
and these parts are interdependent and interrelated with specialised functions for the survival of
society. Due to this reason, human society is often referred to as a social system. Every institution
performs some functional requirements. The family as an institution functions in procreation and
socialising its member to become part of the society. Similarly, the economic institution contributes
in production and distribution of goods and services. But, at the same time both family and
economic system is complementing each other’s, whereas the Heath Institution is mechanised in
providing the wellbeing and survival of human beings.

Social scientists define basic needs as food, water, and shelter from the traditional days onwards
but as the years moved the societies became advanced and the modern references cite it as where
minimum consumption of the basic needs not only food, water, clothing and shelter but along with
that sanitation, education, and healthcare (Denton, 1990). Contemporary society addresses health as
a social problem and it is vital for human survival in society. As Weber (1995, p. 9) defined social
problems “as a social phenomenon that is destructive to the society or its members, is perceived as
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such, and is socially remediable.” i.e. as any issue that threatens the well-being or survival of the
society is regarded as a social problem. The twenty-first century has witnessed various contagious
diseases like Influenza, Nipah virus, Ebola Virus Disease, and Coronavirus disease and how they
hard hit society and made life up and down. At this juncture, the sociology of health and well-being
became crucial to the social scientist to understand and analyse the changing situation in the arena
of health and how that impacts society need to be addressed.

1.1 Sociology of Health: Definition

WHO (The World Health Organisation) defined “Health” in the Constitution of the World Health
Organization, 1948 as “a state of complete physical, mental and social well-being and not merely
the absence of disease or infirmity, as it adds that the enjoyment of the maximum achievement of
standard of health is one of the fundamental rights of every human being irrespective of race,
religion, political belief, economic or social condition. This announcements underlines that health
is not a private affair but it is the responsibility of the society as well. Professor William Cockerham
of University of Alabama, observes “it is clear that most diseases have social connotations i.e the
social context can shape the risk of exposure, susceptibility of the host, and the disease’s course and
outcome- regardless of whether the disease is infectious, genetic, metabolic, malignant or
degenerative (Cockerham, 2007:2). Thus looking closer one can understand the health and society is
interconnected, here comes the responsibility and scope for the study of sociology of health. As
Michael Bury (1997) mentions, “Sociology can relate to health and illness in two different ways. On
the one hand, a sociological perspective can be applied to the experience and social distribution of
health and health disorders and to the institutions through which care and cure are provided.
Keeping this perspective, medical sociology can have an applied orientation to understanding and
improving health, and can be seen as one of many disciplines that might appropriately be studied
by providers of health care, i.e. the sociological study of health, illness and institutions of health
care can stand alongside analysis of other significant social experiences and institutions, as a means
of understanding the society under study.

1.2 Significance Sociology of Health

The significance of the Sociology health is described as below
Sociology of health examines the interaction between society and health
It is important to differentiate between sociology in Health and Sociology of health.

Good health is defined as a condition, where both our body as well as our mind are
working properly.

Our body becomes free from various forms of disorders, so that we get longer life and
create a good society.

We can live without suffering from aches, pain or discomfort in society.

1.3 Scope Sociology of Health

The scope of the sociology of health is discussed by sociologists, anthropologists and historians on
the social basis of health and illness in a wide range of studies, including ethnographies of specific
communities. They have discovered issues of health care, the performance of ‘the sick role’, the
construction of mental illness as a disease, the wider creation of medical belief systems and the
relationship between these and the exercise of power and social control. The sociology of health is
concerned with the social origins and influences on disease, rather than with exploring its organic
manifestation in individual bodies. The sociology of medicine is concerned with exploring the
social, historical and cultural reasons for the rise to dominance of medicine - especially the
biomedical model - in the definition and treatment of illness. These fields are closely related, since
how professional (or orthodox) medicine defines and manages illness reflects wider social
dynamics that shape the perception and experience of the disease.

Sociology of health (Sociology of wellness, sociology of health and wellness) studies and analyses
the relationship between society and health in a structural way. It is a specialized field of sociology
which is interested in all aspects of life, i.e. contemporary as well as traditional aspects and connects
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that to understand the impact and modify our health and wellbeing (Nettleton, 2013), (White, 2002).
The development of the sociology of health and illness has to be understood in terms of its relation
to the dominant paradigm of western medicine called Biomedicine. Many of the central concerns of
the sociology of health and illness have emerged as a reaction to, and critique of this paradigm. As
it underlines that health and diseases are socially patterned, health status is the consequence of
factors other than biology, and this is evidenced by the fact that it does not occur at random. The
pattern of mortality and morbidity, or a person’s life chances are related to the social structure and
vary according to gender, social class, race and age. Health, or lack of health, was once merely
attributed to biological or natural conditions. Sociologists have proven that the spread of diseases is
deeply influenced by the socioeconomic status of individuals, ethnic traditions or beliefs, and other
cultural factors. Where medical research might collect statistics on a disease, a sociological
perspective of an illness would provide insight into what external factors caused the demographics
that contracted the disease to become ill.

Social medicine is a social science discipline which focuses on understanding how social and
economic conditions are influencing health, disease, and the practice of medicine and it tries in
improving to lead a healthier society. It uses social science as well as humanities research
techniques to improve the practice of medicine, the delivery of treatment, and the development of
healthcare. As it focuses on the wider determinants of health or upstream factors which include
housing, education, income, poverty, transportation, healthcare organisations, and environmental
and genetic influences. By aiming these factors which can help in preventing the illness from
happening and so save costs of lives. Social medicine focuses on areas including social
epidemiology, social pathology, medical geography, medical sociology, health economics, etc.
whereas Public health works apply the findings of social medicine to improve the services and
healthy population. In most cases, social medicine is considered an academic arm of public health
while some will address as it a bridge between medicine and public health.

Medical sociology is a sub-discipline of sociology that studies the social causes and consequences of
health and illness (Cockerham 2004), i.e. it deals with a sociological analysis of medical
organisations and institutions. The production of knowledge, selection of methods, the actions and
interactions of healthcare professionals, and the social or cultural effects of medical practices. This
discipline came in the late 1940 and early 1950 in an intellectual climate far different from
traditional sociology’s specialisations but became in strength only in the mid-twentieth century as
an applied field in which sociologists could produce knowledge useful in medical practice and
developing public policy in health matters.

But certain other studies mention as both medical sociology and sociology of health and illness got
emerged as independent disciplines under sociology in the anglophone world, i.e. among the
English-speaking people whereas they referred to Medical sociology (as the sub-discipline was first
named and which term is still preferred in the United States), or the sociology of health and illness
(the term preferred in Britain and Australia), was primarily concerned with systematic empiricism
using the measurement of objective variables estimated as quantifiable. As in the beginning stage of
development, to be accepted as a quasi-scientific discipline applied to a scientific discipline (that is,
medicine), medical sociology adopted largely positivist values which to some extent are still
evident, although more so in the United States than Britain and Australia. As a result, often medical
sociology could best have been described as a derivative of social medicine rather than as a sub-
discipline of critical sociology (Jordanova, 1983; Mechanic, 1993; Scambler, 1987).

Theoretical approach to the Sociology of Health
Sociology of health is understood by analysing three theoretical perspectives, they are
A. Functionalist perspective

According to the functionalist perspective, health is vital to the stability of the society, and therefore
sickness is a sanctioned form of deviance. Talcott Parsons (The Social System, 1951) was the first to
discuss this in terms of the sick role: patterns of expectations that define appropriate behaviour for
the sick and for those who take care of them.

According to Parsons, the sick person has a specific role with both rights and responsibilities. To
start with, they have not chosen to be sick and should not be treated as responsible for their
condition. The sick person also has the right of being exempt from normal social roles; they are not
required to fulfil the obligation of a well person and can avoid normal responsibilities without
censure. However, this exemption is temporary and relative to the severity of the illness. The

LOVELY PROFESSIONAL UNIVERSITY

Notes



Notes

Sociology of Health

exemption also requires legitimization by a physician; that is, a physician must certify that the
illness is genuine. The responsibility of the sick person is twofold: to try to get well and to seek
technically competent help from a physician. If the sick person stays ill longer than is appropriate
(malingers), they may be stigmatized.

I;nage 11

Parsons argues that since the sick are unable to fulfil their normal societal roles, their sickness
weakens the society. Therefore, it is sometimes necessary for various forms of social control to bring
the behaviour of a sick person back in line with normal expectations. In this model, doctors serve as
gatekeepers, deciding who is healthy and who is sick — a relationship in which the doctor has all the
power. Moreover, medical providers function as dispensers of resources for the healing of the sick.
But is it appropriate to allow doctors so broad discretion in deciding who is and is not sick? And
what about people who are sick, but are unwilling to leave their positions for any number of
reasons (e.g., personal/social obligations, financial need, or lack of insurance).

The theory was not much welcomed by the critiques, the major criticism to the theory was initiated
by Ann Oakley (1974), who had suggested that the rights of the sick role were not afforded to
women in the same way they are for men. When a woman is ill they are rarely excused from their
'normal social role' of being the housekeeper / mother. Another criticism on Parson’s theory is with
regards to health could be said to be the Interpretivists. They have argued that building an ideal
type model of all doctor-patient interactions with only one type of relationship (led by the ‘expert’
doctor) is both unrealistic and misguided. For Interpretivists it is very rare that both the patient and
doctor live up to the expectations as set out by Parsons.

B. Conflict perspective

Theorists using the conflict perspective by suggestingthat issues with the healthcare system, as with
most other social problems, are rooted in capitalist society. According to conflict theorists,
capitalism and the pursuit of profit lead to the commodification of health, i.e. the changing of
something not generally thought of as a commodity into something that can be bought and sold in
a marketplace. In this perspective, people with money and power —the dominant group—are the
ones who make decisions about how the healthcare system should work. They, therefore, confirm
that they will have healthcare coverage, while simultaneously ensuring that subordinate groups
stay subordinate through lack of access. This creates significant healthcare —and health — disparities
between the dominant and subordinate groups.

Alongside the health disparities created by class inequalities, there are several health disparities
created by racism, sexism, ageism, and heterosexism. When health is a commodity, the poor are
more likely to experience illness caused by poor diet, living conditions and work in unhealthy
environments, and are less likely to challenge the system. Keeping the situation of Indian health
care system, it have both the public as well as private services which is access to the commoners.
The private health care system is mainly located in the urban centres, whereas the government
health care services apart from government hospitals, it works in three phases as Sub-centres,
community medical centres and primary health centres. As per WHO records of the 2007, India has
been raked 184 out of 191 countries in the amount of public expenditure spent on healthcare out of
total GDP. But the situation is not same as in the other places, as in the United States, a
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disproportionate number of racial minorities also have less economic power, so they bear a great
deal of the burden of poor health. It is not only the poor who suffer from the conflict between
dominant and subordinate groups. For many years now, homosexual couples have been denied
spousal benefits, either in the form of health insurance or in terms of medical responsibility. Further
adding to the issue, doctors hold a disproportionate amount of power in the doctor/patient
relationship, which provides them with extensive social and economic benefits.

Excessive
beuracrasiationof the Everybody should be

Health care reflects access to the health care

. o - healthcare system and . .
inequality in society. AR system irrespective of
privatisation leads to . -
disparity.

excess cost.

Image 1.2

While conflict theorists are accurate in pointing out certain inequalities in the healthcare system,
they do not give enough credit to medical advances that would not have been made without an
economic structure to support and reward researchers, a structure dependent on profitability.
Additionally, in their criticism of the power differential between doctor and patient, they are
perhaps dismissive of the hard-won medical expertise possessed by doctors and not patients, which
renders a truly egalitarian relationship more indefinable.

C. Symbolic Interactionism

According to symbolic Interactionists, health and illness are both socially constructed. As
interactionists focus on the specific meanings and cause people to attribute to illness. The term
medicalization of deviance refers to the process that changes “bad” behaviour into “sick”
behaviour. A related process is de-medicalization, in which “sick” behaviour is normalized again.
Medicalization and de-medicalization affect who responds to the patient, how people respond to
the patient, and how people view the personal responsibility of the patient (Conrad and Schneider
1992). Under this perspective, as our perception of a condition changes, so do the social
consequences of that condition.

An example of medicalization is illustrated by the history of how our society views alcohol and
alcoholism. During the nineteenth century, those who drank too much were considered bad, lazy
people. They were called drunks, and it was not uncommon for them to be arrested or run out of
town. Drunks were not treated sympathetically because, at that time, it was thought that it was
their fault that they could not stop drinking. During the latter half of the twentieth century,
however, people who drank too much were increasingly defined as alcoholics: people with a
disease or a genetic predisposition to addiction who were not responsible for their drinking. With
alcoholism defined as a disease and not a personal choice, alcoholics came to be viewed with more
compassion and understanding. Thus, “badness” was transformed into “sickness”.

There are numerous examples of de-medicalization in history as well but the more recent example
is homosexuality, which was labelled a mental disorder or a sexual orientation disturbance by the
American Psychological Association until 1973. Similarly, the Indian judiciary after the judgement
of section 377 followed by discussions made by the Indian psychological association has declared
underlined that homosexuality is not an illness. While interactionism does acknowledge the
subjective nature of the diagnosis, it is important to remember who most benefits when behaviour
becomes defined as illness or condition. Pharmaceutical companies make billions in treating
illnesses such as fatigue, insomnia, and hyperactivity that may not be illnesses in need of treatment.

Sociology with Health and well-being-Interplay of structure and agency

The relationship between individuals and the society or the structure in which they live is specific
and distinct. Antony Giddens has well defined how structure (society) influences the actions and
experiences of individuals. For the same, he used the analogy of language to illustrate the
relationship that individuals have with the wider social structure. None of us has invented the
languages which we use to communicate in the everyday life but without them, social activity
would be impossible because it is through our shared meanings that sustain society. However, as
Giddens (1994) also points out, each of us is capable of using language in a creative, distinct and
individual way, and yet no one person creates language. In the same way, human behaviour is not
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determined mechanically by the structure we call society. The relationship and interplay between
society and the individual are explained in terms of Structure and agency. The latter is a concept
used to refer to a cluster of ideas about the potential for individuals to determine their lives, change
their environment and ultimately influence the wider structure. The concept of agency, therefore,
allows us to appreciate how we are shaped by society and in turn shape society.

If the subject matter of sociology is human society and behaviour is explained primarily in terms of
‘structure” then this logically denotes specific factors in the explanatory framework of the
discipline. Sociological explanations of what determines our state of health will necessarily differ
from, for example, biological explanations. The disease is a biological and physical entity
experienced through the medium of the body. The cause of the disease, while biological, can also be
considered in terms of social and structural factors. The immediate cause of disease may be an
infection but the factors that lead to this may be many and varied. This we may call the social
determinants of health. The social determinants of health are the conditions in which people are
born, grow, live, work and age. These circumstances are shaped by the distribution of money,
power and resources at global, national and local levels. The social determinants of health are
mostly responsible for health inequities - the unfair and avoidable differences in health status seen
within and between countries.

Class and health inequalities: Class refers to a complex stratification of society based on access to
and control of power, status and economic resources. It is a complex and dynamic power
relationship between people. Class societies are also distinct from other societies that are also
stratified. For example in feudal society distinction between people was rigid, immobile and seen to
be religiously ordained. The reason why someone was a lord or a peasant was that God willed it
that way and there was no way to change it. But in contemporary societies, one can be more
socially mobile between classes. This is because in many ways one achieves one’s class position and
it is not fixed by his birth.

There is a great deal of difference between people’s life expectancy depending on the class to which
they belong. If someone is from a manual or working-class background, generally speaking, likely
die younger, age faster and encounter more long-term limiting illnesses than someone from a non-
manual or middle-class, background. This lamentable state of affairs has been apparent in much of
the research looking at class and health for some time now. Going back to the mid-1800s, Marx’s
collaborator Engels wrote about the poor health of the working class in Manchester. He claimed
that the levels of disease, illness and death were a form of ‘social murder’ committed by the
bourgeoisie. More recently, landmark reports such as the Black Report published in 1980 and the
Acheson Report published in 1998 both strongly indicated that which class you are in affects your
health. However, there are two perspectives as Psycho-social perspective and the Neo-material
perspective that attempt to explain the existence of class and health inequalities. Both of the
approaches are provided by Lynch et al. (2000).

Psycho-social perspective: It refers to an explanation of class and health inequality that
emphasize the negative emotional experiences of living in an unequal society, particularly
feeling of stress and powerlessness. Wilkinson’s (1996) work in the 1980s and 1990s
demonstrated that in influential societies it is relative, not average, income that affects health.
Wilkinson argues that the greater the inequality in a given society, the less social cohesion it has
and therefore, the more insecurity and isolation experienced by the most disadvantaged groups
in that society. This insecurity and isolation result in greater levels of chronic stress. In turn, this
chronic stress moves down biological pathways (particularly the nervous system) in the human
body causing all sorts of harm.

Neo-material perspective: It refers to explanations of class and health inequality that emphasise
unequal distribution of resources such as housing, income and access to education. Thus, there
are consistent and persistent differences in class and health in contemporary society. Such
differences are part of the array of inequalities to do with wealth, income and other recourses.
Perhaps it is in health that the social division of class is most evidently visible, with the bodies
of people affected and changed by their location in society. As discussed earlier the bodies of
working-class people are more likely to age quicker, be more susceptible to illness and be much
more likely to encounter limiting long-term conditions than those located higher in society.
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1.4 Ethnicity, Race and Health

Race refers to biological differences between people based on skin colour and other physical
features, though the actual differences between them genetically are extremely small. Ethnicity
refers to the cultural heritage and identity of a group of people where a common cultural heritage is
socially learned and constructed. Race is supposed to be based on biological or genetic traits
whereas ethnicity is a purely social phenomenon. Discrimination refers to the supposed racial
superiority of one group over another.

There has been much research on ethnicity and health over the years. What much of the research
indicates is that there is a burden of ill-health among ethnic minority groups in the UK. Many
people from ethnic minority groups report poor health and long-term limiting illnesses. This is
even more notable as ethnic minority groups tend to have a younger age profile than the white
majority population. Researchers in the past often favoured explanations that drew attention to
either genetic or cultural reasons for ill health. The implication was that there was something
wrong with the biology of ethnic groups, which predisposed them to certain types of ill-health or
that the culture of the ethnic group was to blame. An indicative example of this older approach can
be noted in research on ‘South Asians and coronary heart disease (CHD) (Nazroo1998). The work
by Gupta et.al. (1995) inferred that it was something to do with either the genetic make-up of ‘South
Asians’ that predisposed them to CHD, something in cultural practices such as cooking with ghee,
or exercising or not making the best use of medical services. In the past few years, however, the
work of other researchers, such as Ahmad (2000), Nazroo (2006) and Smaje (1996), have put
forward a more challenging and sophisticated explanation of the complex way in which ethnicity,
society and health interact.

Thus it can be summarised, that variations in ethnicity and health and ill-health, ‘arise from the
coalescence of complex factors such as migration, cultural adaptation, racism, reception by the host
community, socio-economic influences, and prevailing societal ideologies’. Reviewing a range of
research and reports, Chahal (2004) concluded that medical and health care services can be
problematic for Black and ethnic minority people, with negative experiences of medical and health
services being a common problem. This is particularly evident with mental health services. Black
people are overrepresented in mental illness statistics, more likely to be placed in secure wards and
to receive different if not poorer -treatment and care than Whites. Thus, class and socio-economic
differences affect the health of ethnic minority groups. Even within the same ethnic minority group,
there are differences in health, with those from the non-manual occupation class having better
health than those in manual occupation classes. Moreover, the psycho-social effects of racism can
have a strong impact on the health of ethnic minority groups.

1.5 Health Promotion and Sociology

According to the World Health Organization, “health promotion is the process of enabling people
to increase control over the determinants of health and thus improve their health. It moves beyond
a focus on individual behaviour towards a wide range of social and environmental interventions.”
Since 1984 the promotion of health has become a principal feature of health policy at local, national
and international levels, forming part of global health initiatives such as those sanctioned by the
World Health Organization. Sociologists have tended to contribute to the development and
refinement of health promotion activities rather than analyzing them as an object of inquiry. They
have carried out surveys, interviews and observations of people’s lifestyles to provide information
for health promotion campaigns. Following are some of the major contributions of sociology
regarding health promotion.

Health promotion is the attention that it gives to the facilitation of healthy lives: the idea that
it is not just telling people that they should change their lifestyles but also altering their
social, economic and ecological environments' health.

The promotion aims to work not only at the level of individuals but also at the level of
socioeconomic structures and to encourage the creation and implementation of “healthy
public policies such as those concerned with transport, environment, and agriculture and so
on.

Promotion aims to work not only at the level of individuals but also at the level
socioeconomic structures and to encourage the creation and implementation of “healthy
public policies” such as those concerned with transport, environment, agriculture and so on.
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The promulgation of healthy lifestyles and the discourse of health promotion and the ‘new
public health more generally are important and topical subjects which, although retaining
some continuities with past health policy, can increasingly be viewed as representing a new
paradigm of health care (Nettleton, 1995).

An aetiology and distribution of health and illness which reveal that adequate health
policies must take structural and environmental factors have been analysed and focused on.
The political and ideological bases of health education and health promotion activities have
also been debated.

The dominant strand of the sociology of health promotion is its concern to analyse the
phenomena as a characteristic of the much wider set of socio-economic and cultural
processes associated with late modernism.

Sociological analyses of health promotion; develop analyses on matters concerning health
promotion which are of interest to contemporary sociology, including risk, the body,
consumption, and processes of surveillance and normalization; and develop critiques of
health promotion which are of interest to health and medical practitioners, including issues
of gender and race in the implementation of health programmes, cultural dimensions of
lifestyles and health behaviours, and the marketing and consumption of health-related
activities.

Some major contributions of Sociology of Health and illness

On the social psychological level, Mechanic has extended the early work on the sick role to
consider illness behaviour and what constitutes trust. Parsons (1951) made a major
contribution in identifying the components of the sick role in terms of what was expected of
the patient. Over the years, others criticized and expanded this model to include expectations
of those with chronic illnesses and disabilities.

Mechanic (1962) made contributions in considering what it meant to be ill and how one
experienced and expressed illness. This work led him to reconsider the doctor-patient
relationship and, on a more macro level, what illness meant in society. This stream of research
has laid conceptual building blocks and theoretical foundations that make discussions of trust
and social justice more sophisticated. As Mechanic (1989) points out, trust is the social glue
that makes diagnosis and treatment possible on the individual level and social policy possible
on the community and societal levels.

On the organizational level, studies of national health care services, multiple hospital systems,
assisted care facilities, hospices, support groups for those with HIV/AIDS and the
environment within which these organizations operate have led to important findings about
how the organization of health care directly impacts the cost, access and quality of care. This
work is now expanding to important sets of cross-national studies that are examining the
essentials of effective health care systems, how different organizational models may produce
similar results and how the mix of populations served to interact with the organizational
structures of the delivery system to yield variable results. In other words, the organization of
health care needs to be tailored to the needs of the population and local culture and
environment. That is why there is a persistent interest in the comparative health care system.

Inequality in health has also been a dominant theme of the sociology of health and illness
which has evolved from a consideration of differences in behaviour and material
circumstances to a complex consideration of how health behaviours and material and social
resources interact to produce differences in health outcomes both on the individual and
community levels. Researchers in this area have illustrated the importance of social capital in
dealing with health issues.

Social capital refers to the social resources and networks available to individuals that help
them define and cope with health problems. Consistent findings show that larger amounts of
social capital are predictive of less disability, more support and a higher quality of life.

Research on social equity has also highlighted the need to do multi-level analysis; to consider
individuals in their environments and as members of a community and nation. Each layer of
relationships is likely to explain some of the health outcomes and considering individuals in
context permits a more fine-grained analysis of health and disease realities.
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Health-related quality of life research has directed attention beyond issues of mortality and
morbidity to how people are living (Levine, 1987, 1995). This concept is applicable across the
lifespan and groups of individuals.

Investigations into quality of life have led to important distinctions between objective and
subjective indicators of well-being. AlbrechtandDevlieger (1999) discovered, for example, that
there was a disability paradox raised by the apparent discrepancies between the quality of life
of disabled people as perceived by the general public and those living with the disability.
About 50 per cent of the people with serious and persistent disabilities in the study reported
that they had a good or very good quality of life even though outside observers might deem
otherwise. This type of result suggests that clinical and policy decision-makers need multiple
sources of data to understand the desires, wants and experiences of vulnerable and disable
people. As a consequence, quality of life is being incorporated into most judgments of
treatment outcomes. Much progress is being made in this area.

The work on health-related quality of life has also drawn renewed attention to the concepts of
normalcy and deviancy (Phelan et al., 2000).

The women’s movement and interest in international health have illustrated how white male
norms established at one point in history in post-industrial countries do not serve as useful
reference points for the behaviour of all people.

Most research has been traditionally done on men by men and for men. Yet, recent research
clearly demonstrates that women'’s health experiences and issues are different from those of
men, requiring considerable changes in the conceptualization and delivery of health care for
women and children. In fact, one of the major factors in improving the health of a nation is to
educate women and make health resources available to them, for women are usually the
people who care for children, older parents and disabled people.

Summary

Sociology of health is a discipline of sociology which was emerged in the latter half of the twenty-
first century and studies society and health. Health sociology uses the insight to critique long-
established ideas around the human body as a mechanical entity alongside disrupting the idea that
the mind and body can be treated as distinct spaces. The sociology of health is concerned with the
social origins of and influences on disease, rather than with exploring its organic manifestation in
individual bodies. This hold close connection with the Sociology of Medicine, Sociology of body,
and sociology of diseases.

Keywords

Health - a state of complete physical, mental” and social well-being
Sick role - patterns of behaviour defined as appropriate for people who are ill.

Biomedicine- It is a branch of medical science that applies biological and physiological principles to
clinical practice

Mortality- the incidence of death in a country’s population.

Social medicine- an approach to the prevention and treatment of disease that is based on the study
of human heredity, environment, social structures, and cultural values.

Self Assessment

1 Healthis...................

A. Weight of body according to height

B. Absence of disease or infirmity

C. State of complete physical, mental and social well-being.

D. None of these.
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Sociology of Health

Who proposed Sick role theory?
Robert K. Merton

Clifford Geertz

Jeffrey C. Alexander

O N w0

Talcott Parson

In Antony Giddens, theory of structuration, primary is granted
Structure

Agency

Habitus

On = » @

Structure and Agency

Conflict theory emerged asa. ......
Critique of feminist theory
Alternative to Anthony Giddens’s structuration theory.

Alternative to structural-functionalism.

O N = o+

Critique of postmodernism.

Sociology of health examines the interaction between ............
Society and wellness

Structure and agency

Society and health

Health and illness

OnNn w9
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........... is considered an academic arm of public health
Social medicine

Social epidemiology

Social pathology

Public health

9N = >

According to ........... sickness is a form of deviance.
Functionalists
Conflict theorists

Symbolic interactionists

9N = N

Positivists
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If we promote equality we must.............

Treat everyone the same

Treat people based on their status

n = »

Treat everyone with equal respect but take account of individual needs and make

accommodation to mee