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Editorial Foreword
University of Liverpool Editorial Team

We would like to welcome all readers to this first edition of Medical Sociology online
(MSo). As many of you will be aware, MSo has grown out of Medical Sociology News
(MSN), the previous publication of the British Sociological Association’s Medical
Sociology Group. While wishing to retain many of the newsletter functions of MSN,
our team at the University of Liverpool has made two radical changes to the MSN
format. Firstly, we have transformed MSN from a subscription based paper
publication to this open access electronic format, and secondly, we have set up a peer-
review system for longer articles. These changes have been made to make the journal
more accessible to everyone interested in the sociology of medicine, and also in
response to the desire of all authors, including those at a very early stage of their
career, to publish in peer-reviewed publications. To reflect these changes, we have
altered the title of Medical Sociology News to Medical Sociology online (MSo).

We will produce at least two editions a year, with the possibility of further issues
depending on the material submitted to us. Details of how to submit can be found at
http://www.medicalsociologyonline.org/submissions.html

The deadlines for submissions of articles intended for peer-review are here.

Spring issue — 5™ March 2007 (Published May 2007)
Autumn issue — 2" July 2007 (Published October 2007)

We see MSo as providing a place for publishing the work of both new and more
established authors in the broad area of medical sociology. In this issue we have two
articles offering insights into contemporary issues in very different settings, one from
a service user perspective, the other from a practitioner perspective. Divya Rajaraman
and Rebecca Surender examine attitudes surrounding HIV testing in Botswana,
focusing upon patient perspectives of acceptability of HIV testing as an HIV
prevention and care tool. Their paper contributes to debates surrounding ways to
tackle the continuing HIV/AIDS epidemic in sub-Saharan Africa. In contrast, Helen
Prosser and Tom Walley focus upon factors which influence GPs’ prescribing of a
new drug in the UK, adding to the growing body of work examining the marketing of
drugs.

We want MSo to provide a platform for debate and critical review of important
issues in the field of medical sociology, reflecting the interaction that goes on at
conferences and meetings, both in academic and other settings, where issues of
importance are discussed openly and frankly between colleagues. In the Opinion
Piece, Gareth Williams reflects on the nature of ‘real suffering’ and how this has been
represented (or under represented) in the works of sociologists. He also considers
their contribution in making visible the connections between suffering, everyday life
and wider social structures. Both Arthur Frank and lain Wilkinson (winner of this
year’s Sociology of Health and Iliness Book Prize ) have responded to Gareth’s paper,
with Gareth providing his final thoughts in response to lain and Arthur in Shoulder to
Shoulder .

www.medicalsociologyonline.org 1
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Robert Dingwall’s plenary at this year’s BSA Medical Sociology Group
Conference, at Heriot-Watt University proved to be controversial. His impassioned
talk challenged the imposition of what he describes as the ‘illegitimate generalization
of a model of research governance’ on research into health and illness. We have
published his summary of the talk, and a response from Edwin Van Teijlingen, but
hope that this is only the start of the discussion on the role of ethical review and
research. Linda McKie’s plenary critiques presumptions about gender and violence,
and goes on to consider the complex issues surrounding the introduction of
sociological insights around violence and everyday life into the planning and delivery
of health care services. We are also publishing a response to this plenary from Dorte
Gannik, which highlights a number of issues that the respondent feels should have
been addressed in Linda McKie’s paper, and we would like to invite others to engage
with this important discussion.

One of the key roles of Medical Sociology online, alongside the JISC Malil
MedSocNews, is to keep members of the medical sociology community in touch with
one another. In Postgraduate Study and Awards and Congratulations we are
celebrating the achievements of colleagues, and would also like to invite contributions
to a new section, Research Abstracts, to publicise ongoing or future research in
medical sociology.

In our conference section, we have included two complementary, and at times
contrasting, views of the recent International Sociological Association (ISA)
Conference in Durban, South Africa. Whereas Caragh Brosnan’s informative review
describes the conference and related visits in the area, Chris Scanlon takes a more
critically reflective stance, and introduces the question that probably should be asked
(and answered?) more often by people involved in the study of society: to what extent
does our own academic praxis of attending conferences impact on the lived lives of
others? To encourage responses to our published material, we have developed a
response form to enable readers to email us directly with their views.

The Conferences section also includes a report by Susan Gregory and Linda
McKie of the Second British and American Medical Sociology Conference which
took place in Edinburgh in June 2006, and includes a summary of the plenary by Kath
Melia, reflections by workshop leaders, a report of Mike Bury and Peter Conrad’s
discussion, as well as reports by postgraduates attending the conference. We also have
Hayley Davies’ review of a lecture by Marilyn Strathern and reviews of a visit by
Hannah Bradby and others to the Old Operating Theatre at St Thomas’s hospital in
London. Rather than just providing summaries of what happened at various
conferences, we want to develop this section to include reflective and informative
pieces that give a real insight into particular conferences, meetings and other fora for
discussion. If you feel you have something original and insightful to say about a
particular event, we would very much like to hear from you.

Although Aunt Marge has taken a sabbatical, we have revived an old Medical
Sociology News (MSN) feature: A Day in the Life of..., and Alex Scott-Samuel at the
University of Liverpool has written our first contribution. Alex was a subscriber to the
early editions of MSN, and this is the second time he has written such a piece. If
anyone has a copy of his original Day in the Life we would be interested to see it,
perhaps to reflect on any changes to the nature of academic life.

This first edition of Medical Sociology online is the product of many months’
work by all of the editorial team. We are very grateful to the last editorial team from
the University of Aberdeen for their support and advice when we first took on the
editorial role, and to the continuing support of the BSA Medical Sociology Group and
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Committee. We would also like to acknowledge the expressions of support that we
have had from people in the wider community of medical sociology, who have
encouraged us to continue with MSo, and promised to contribute to future editions.
We are all looking forward to the production of our next issue in May 2007, which
will include a new ‘News, Views and Comments’ section to incorporate your
responses to the current edition. We welcome any feedback on the new format, and
are looking forward to engaging with the vibrant medical sociology community over
the next 2 years.

www.medicalsociologyonline.org 3
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HIV testing in Botswana: Lessons for Policy and Practice

Divya Rajaraman
University of Oxford

Rebecca Surender
University of Oxford

ABSTRACT

Until the 1990s, public health responses to HIVV/AIDS were closely associated
with the protection of individual human rights. Consequently, measures such as
routine screening were rejected on the grounds that they might violate individual
rights, and increase discrimination. Recently however, the alarming spread of
HIV/AIDS has precipitated renewed interest in voluntary testing as a key
intervention, and the call for a scale up of testing services in countries with high
HIV prevalence can be heard in both academic and policy forums. Nevertheless
there remain concerns that routine HIV testing could be unacceptable to the public,
thereby deterring health care seeking and harming population health. The current
debate over policy direction calls for an examination of the acceptability of HIV
testing interventions in high prevalence populations, and the various motivators for
and barriers to testing. This information is crucial for gauging the likely impact of
changes in HIV testing policies, and for informing future programme design and
policy direction.

This qualitative study examines public attitudes towards and experiences of
HIV testing in Botswana. It compares the views of those who have tested and
those who have not in order to discover the key factors influencing decisions to
test. Semi-structured interviews were conducted with forty adults attending
outpatient clinics at the government hospital in Gaborone in 2004.

Findings suggest routine testing is acceptable and desirable amongst the
sample. Although antiretroviral treatment and ‘Prevention of Mother to Child
Transmission’ are strong incentives for testing, most respondents only test when
advised by a health professional, often at a late stage of the illness. While
knowledge of HIV and the benefits of testing appeared high, information alone is
an insufficient catalyst for behavioural change. This observed gap between health
information and health seeking behaviour is influenced by a complex interaction of
social, environmental and structural factors.

KEY WORDS
HIV/AIDS / Voluntary Counselling and Testing / Botswana / Public health
interventions / behavioural change
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Introduction

During the 1980s and 1990s, global responses to HIV/AIDS were closely associated
with the protection of individual human rights. Consequently some public health
measures such as routine screening, partner notification and contact tracing were
rejected on the grounds that they might violate individual rights, and increase stigma
and discrimination (Danziger, 1996). An elaborate and arguably burdensome system
of informed consent around HIV testing was instituted first in western countries and
later in many developing countries, including in sub-Saharan Africa (Scheper-
Hughes, 1993, Richards, 1999). In recent years however, the alarming spread of the
epidemic in sub-Saharan Africa, together with the increased availability of treatment
for opportunistic infections and viral suppression, has led to a reconsideration of past
policies on testing. Some public health specialists and international organisations are
now calling for a scale up of HIV testing services in high HIV prevalence countries,
especially in conjunction with programmes for Prevention of Mother To Child
Transmission (PMTCT) and other medical services (Piot, Feachem, Jong-Wook and
Wolfensohn, 2004, De Cock, Marum and Mbori-Ngacha, 2003). Advocates of testing
have drawn on evidence which demonstrates its role in reducing risky sexual
behaviour (Marum, Campbell, Msowoya, Barnaba and Dillon, 2002), decreasing
infectivity of persons living with HIV/AIDS (PLWHA) and improving access to
treatment programmes (Salomon, Hogan, Stover, Stanecki, Walker, Ghys and
Schwartlander, 2005). Nevertheless, there remain concerns that routine HIV testing at
health services could be unacceptable to the public, thereby deterring health care
seeking and harming population health (Heywood, 2005). Others have feared that the
policy could result in discrimination and violence against those who are HIV positive
(Abdool Karim, Abdool Karim, Coovadia and Susser, 1998, Rennie and Behets,
2006). The current debate over policy direction calls for an examination of the
acceptability of HIV testing interventions in high prevalence populations, and the
various motivators for and barriers to testing. This information is crucial for gauging
the likely impact of changes in HIV testing policies, and for informing future
programme design and policy direction.

Although previous research into attitudes towards testing in developing countries
provided some important insights into barriers to testing, the existing data have
limitations. Early studies gauged ‘acceptability’ through indirect measures such as
uptake of testing in the context of clinical trials for PMTCT (Cartoux, Meda, Van de
Perre, Newell, De Vincenzi and Dabis, 1998, Temmerman, Ndinya-Achola, Ambani
and Piot, 1995). They also did not typically compare attitudes towards testing with
actual take-up amongst study participants (Castle, 2003, Kalichman and Simbayi,
2003). This is an important area for investigation given that researchers have
frequently observed a gap between intentions and actual behaviour in many health
contexts (Fylkesnes, Haworth, Rosensvard and Kwapa, 1999, DeGraft-Johnson, Paz-
Soldan, Kasote and Tsui, 2005, Glanz, Rimer and Lewis, 2002). Such studies also fail
to shed light on any underlying differences in the attitudes and motivators between
those who choose to test and those who do not. Finally, most published studies from
developing countries have not been conducted in settings where antiretroviral
treatment is available (Kalichman and Simbayi, 2003). Given that increased access to
treatment has been used as a major justification for recommending routine HIV
testing, it is necessary to consider attitudes towards testing where anti-retroviral
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way. The editors have designed the book in such a way that particular relevant
research topics can be easily identified and individual chapters can be selected in
order to clarify the researchers knowledge and add to their understanding. | personally
found the book easier to use in this way, and when | had completed my project was
interested to find that | had looked at most sections and chapters in the book at some
time during the course of my research.

If | was asked to undertake any further research | would use this book again as I
believe it would be useful for both novice and experienced nurse researchers. | have
also found it very useful and helpful as an aid to interpreting existing research
findings in order to develop my ‘evidence based’ clinical practice.

This book is directly relevant for hospital and community nurses of all specialities
and because the research process is the same irrespective of the discipline studied,
allied health professionals, such as physiotherapists, will also find this book relevant
and useful.

New from Palgrave Macmillan

aneJbled

ueyjiwoew

Living with the Genome

Ethical and Social Aspects of Human Genetics
Edited by Angus Clarke and Flo Ticehurst

A whole new world of genetics research is underway with its exciting
potential for a better understanding of heredity and genetically
inherited disease. But the current explosion of human genetic
information has the potential for abuse also - for damage to rights,
privacy and fair treatment for individuals and vulnerable groups.

Featuring contributions from the prestigious and authoritative
Encyclopedia of the Human Genome, this book brings us up to date on
the urgent social, legal and ethical aspects of the Human Genome
enterprise, accessibly written and introduced for the undergraduate,
postgraduate and general reader.

September 2006 Paperback £19.99 1-4039-3621-8

B +44 (0)1256 302866

Available from all good bookshops or direct from www.palgrave.com
# www.palgrave.com
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Submitting a book review

MSo welcomes the submission of book reviews within the discipline of medical
sociology. A list of books available for review will be published in each edition (see
below), and books may be obtained from the editorial team. However, the editorial
team will also be happy to consider reviews of books not listed, provided they are of
relevance to the medical sociology community. There is no prescribed format for
reviews, although reviewers should provide the full reference of the book, including
the price, number of pages and the ISBN. Book reviews should be no longer than
1000 words. Completed reviews should be submitted as a Microsoft Word document
via email to MSO@liverpool.ac.uk. Book reviews will not be subject to peer review,
and the decision to publish will be made by the editorial team. The editorial team also
reserve the right to edit articles prior to publication.

The editorial team would also strongly encourage readers of MSo to specify
particular areas of medical sociology that they would like to see book reviews in, or
key medical sociology texts they would be interested to read a review on.

Books available for review

Martine Rothblatt (2004) Your Life or Mine: How Geoethics Can Resolve The
Conflict Between Public and Private Interests In Xenotransplantation.
Aldershot: Ashgate.

Colin Francombe (2004) Abortion in the USA and the UK Aldershot: Ashgate.
David M. Oshinsky (2005) Polio: An American Story. The Crusade That Mobilized
the Nation Against the 20™ Century’s Most Feared Disease. New York: Oxford

University Press.

Tudor Hart, J. (2006) The Political Economy of Health Care Health and Society
Series. Bristol: The Policy Press.

Allen, D. and Pilnick, A. (2006) The Social Organisation of Healthcare Work.
Oxford: Blackwell Publishing.

Shakespeare, T. (2006). Disability Rights and Wrongs. London: Routledge
Kuhlman, E. (2006). Modernising Health Care: Reinventing professions, the State
and the Public. Bristol: Policy Press.

If you wish to review one of books listed above please contact the editorial team,
mso@Iliverpool.ac.uk.
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The Sociology of Health and lliness (SHI) Book Prize

The Sociology of Health and Iliness (SHI) Book Prize is awarded annually each
September to the author(s) or editor(s) of the book making the most significant
contribution to the sub-discipline of medical sociology / sociology of health and
illness. All nominations for the prize should be published during the three years
preceding the award, and the winning author(s) / editor(s) receive a prize of £1000.

2006 Book Prize

This year’s panel, convened to judge the nominated books, consisted of Mildred
Blaxter, Oonagh Corrigan and David Rankin.

The following books were short listed for the 2006 award.

Rob Baggott, Judith Allsop & Kathryn Jones
Speaking for Patients and Carers
Palgrave Macmillan

Lisa Smyth

Abortion and Nation: The Politics of Reproduction in Contemporary
Ireland

Ashgate Publishing

lain Wilkinson
*Suffering: A Sociological Introduction
Polity Press

Alan Petersen
*Engendering Emotions
Palgrave Macmillan

Simon Dyson
Ethnicity & Screening for Sickle Cell/Thalassaemia
Churchill Livingstone

Andrew Lakoff
Pharmaceutical Reason: Knowledge and Value in global psychiatry
Cambridge University Press

Monica Konrad
Narrating the New Predictive Genetics: ethics, Ethnography and Science
Cambridge University Press

The award was announced by chair of the committee, Mildred Blaxter at the Annual
General Meeting of the BSA Medical Sociology group at Heriot-Watt, University,
Edinburgh, September 2006.
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The 2006 winner as judged by the committee was Suffering: A Sociological
Introduction, by lain Wilkinson, Senior Lecturer in Sociology in The School of
Social Policy, Sociology and Social Research, University of Kent.

* Look out for reviews of these books in forthcoming editions of MSo.

2007 Book Prize

Nominations are now being sought for the 2007 SHI Book Prize.

The BSA Medical Sociology Group will award this prize to the author(s) or editor(s)
of the book judged to have made the most original and significant contribution to the

sub-discipline, published within the last 3 years.

Nominations can be made by an individual or a publishing company who have not
been involved in editorship or authorship of the book that has been nominated.

A full copy of the rules and a nomination form can be found at the website:

http://www.britsoc.co.uk/specialisms/103

Nominations must be received by 28" February 2007.

A list of short listed books will be included in the Spring 2007 Edition of MSo.
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Postgraduate abstracts 1° edition November 2006

This section of Medical Sociology Online provides the opportunity for postgraduate
researchers (at any stage of their research) to publicise their research and to create
networking opportunities with other researchers in the field. Work in progress or
recently completed work can be included.

PhD students, post-doctoral researchers, other researchers new in post and
students completing a Master’s degree by research are encouraged to submit details of
their research project.

To submit for the next edition of MSo please go to
http://www.medicalsociologyonline.org/submissions.html

Sara Louise Elliott Edwards

Sara Edwards, began her PhD in March 2006 on a full-time basis and expects to
complete in 2009. She is based within the department of primary care at the
University of Liverpool.

Funded by the Medical Research Council (MRC), the thesis is currently titled,
“The impact of doctors’ perceptions and emotional responses during consultations
with patients who present medically unexplained symptoms in primary care.’

Supervisors

Professor Peter Salmon (University of Liverpool)
Professor Chris Dowrick (University of Liverpool)

Aim
An investigation into how GPs’ management of medically unexplained symptoms can
be improved.

Objectives

1. Gain an insight into why GPs propose somatic and other responses for patients
with medically unexplained symptoms.

2. Test the hypotheses that somatic responses are related to (i) perceptions of
patients’ intentions, (ii) GPs’ negative emotional reactions to the consultation.

3. Identify influences on, and effect of, GPs” own goals to disengage from, or to
please the patient.
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4. Explore which kinds of GP responses patients experience as meeting or
negating their needs for legitimating explanation and support, and why
patients moderate or escalate their presentation following these responses.

5. Establish how these findings can best be used educationally with GPs.

Methods
The research is being conducted using a transdisciplinary approach.
1. Triangulation of consultations with GP and patient interviews.

GPs will be asked to record consultations with consecutive patients and to fill in a
checklist to identify patients who they feel demonstrate medically unexplained
symptoms. The consultation will be analysed using the Liverpool Clinical Interaction
Analysis Scheme, a coding scheme developed from previous research conducted by
Salmon & Dowrick (supervisors).

Semi-structured interviews will also be conducted with both the patient and the
GP individually within seven days of the consultation. The tape-assisted recall method
will be used during the interview to help participants reflect on the interaction which
took place during the consultation. Thematic analysis of patients” and GPs’ interviews
will be conducted in parallel.

The research will include 30-40 recorded consultations involving patients with
medically unexplained symptoms. Interviews will be conducted with both the patient
and the doctor from each of the consultations and thus 60-80 participants will be
included in the study.

2. Focus groups with participating general practitioners.

On completion of the study, focus groups will be conducted with participating GPs
(approximately 30) to enable respondent validation of the findings, and to identify
opportunities and barriers concerning their implementation in educational
interventions.

Stage of research process

Having successfully obtained ethical approval and conducted my pilot study, I am
currently liaising with practice managers and meeting with GPs to organise the
fieldwork, which will begin in the New Year.

Contact details
Telephone: 0151 794 5595
Email: sara.edwards@liv.ac.uk
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Dr Kate Weiner

Kate Weiner, based at the University of Nottingham took up a full time ESRC/MRS
post-doctoral fellowship in April 2006, to be completed in March 2008.

Title
‘Lipids, genetics and coronary heart disease: the construction of a field.’
Aims and objectives

The aim of my doctoral research was to explore the empirical basis of the
geneticisation thesis, by looking at the place of genetic discourses and practices in one
specific area. The thesis focuses on familial hypercholesterolaemia (FH), a treatable
hereditary cholesterol condition associated with high rates of coronary heart disease
(CHD). It asks how much and in what ways patients with FH and professionals
involved with the condition construct FH and CHD as genetic conditions.

The aims of the fellowship are (1) to disseminate the findings of my doctoral
research to social science and medical audiences through publication and conference
presentation and (2) to develop and extend this work by undertaking limited further
research and developing research proposals concerned with the emergence of a
genomic model of CHD in biomedical discourses and with patients” constructions of
FH and raised cholesterol.

Methods/approach

The doctoral work employed a number of qualitative methods drawing upon several

different types of data sources. The main methods were:

1. Analysis of biomedical literature, including a small number of recent
commentary papers providing general accounts of CHD and selected publications
of professional members of HEART UK, the main UK health charity involved with
inherited lipid disorders and cholesterol.

2. Ethnographic work with HEART UK, involving observation of the organisation’s
public activities and analysis of the documents it produces.

3. Interviews with 10 staff and senior members of HEART UK, and with 31 people
with FH recruited through a large lipid clinic in the north of England. Lipid clinics
are specialist outpatient clinics concerned with the care of people with a range of
lipid disorders, including, but not limited to FH.

Arguments/results to date

My doctoral research establishes that there are a number of models of CHD and
suggests that biomedical professionals involved with HEART UK largely do not
focus on genetic models of CHD in their own research. Furthermore, HEART UK’s
activities do not focus on genetics in relation to CHD risks generally or in relation to
FH. The organisation was characterised by a CHD culture rather than genetic disease
culture.

When people with FH explained their condition, they always included some talk
of heredity. However, the condition was framed in a number of, sometimes,
contradictory ways. Their accounts of CHD in general did not draw heavily on
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genetics. Even their explanations of cases of CHD in people with FH were not fixed
on the hereditary aspect, but drew on a range of factors. In short, lay models of CHD,
embodied by the idea of the *coronary candidate’, appear to be very tenacious, even
where specifically hereditary explanations are available.

These people with FH situate the condition as part of normal, acceptable,
unavoidable, treatable and manageable illness and drew a firm boundary between it
and ‘serious’ genetic diseases. Reproductive decision-making was not seen as a
relevant theme in relation to FH. Their talk revealed a strong sense of responsibility
for their offsprings’ welfare, but a looser sense of obligation to wider kin. This again
suggests that these interviewees did not construct FH through a strongly genetic
frame.

In sum, the analysis suggests that FH is not understood or managed within a
strong genetic frame, and that neither professionals involved in HEART UK, nor
people with FH, provided or contributed to radically new or geneticised accounts of
CHD.

Conclusions/recommendations

The research suggests that geneticisation overstates the transformatory potential of
genetics, and that factors such as the availability of effective therapeutics, the sites
where care takes place, the disciplines involved, and existing lay and professional
models of disease are important for the construction of a particular field.
Furthermore, in arguing that FH is not associated with a strong specific disease
identity or community, the analysis questions the notion of biosociality, suggesting
that is may be less relevant to some biological states or conditions than to others.

Please see the Congratulations! section for details of Kate’s publications and
conference presentations.

Contact details
Email: kate.weiner@nottingham.ac.uk
Telephone: 0115 846 7173
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Congratulations

Dr Carol Eastwood
Carolmoi@hotmail.com

Congratulations to Carol Eastwood who was awarded her PhD from the University of
Teeside in July 2006. Her thesis is titled: ‘Endometriosis: medical delegitimation and
the reconstruction of narrative identity.” This thesis was self-funded.

Planned written work

“The Social Construction of Endometriosis: Discourses of Gender, Race and Class’
(working title). To be submitted to Medical Sociology. This paper will focus on how
biomedical texts have constructed this disease in ways which reveal longstanding
cultural assumptions and prejudices about women and their bodies, gender, class and
race. It therefore offers an epistemological challenge to biomedical understandings of
endometriosis.

Carol also hopes to write pieces on how the narrative method used in the thesis
has helped to reveal aspects of sufferers’ sense of self and identity.

A further piece is planned to show how selves are threatened by contested or
delayed diagnosis. Carol intends to write about the use of her own personal
experience of endometriosis and the construction of her own narrative as a way of
arriving at key themes in the thesis.

Conference presentations

Paper presented, ‘Endometriosis and the problem of delayed diagnoses’, BSA
Medical Sociology Conference, University of York, Sept, 2000.

Paper presented, ‘Endometriosis and medical delegitimation’ Title of Conference:
‘Gender and Biomedicine’, University of Teeside, March, 2001.

Paper presented, ‘Endometriosis and the medical encounter’, Title of Conference:
“The Gendered Medical Encounter’, University of Teeside, October: 2001.

Paper presented, ‘Endometriosis and Threats to Femininity’. Title of Conference:
‘Gender and the Illness Experience’, University of the West of England, July: 2002.

Future directions

Currently applying for an ESRC small grant with Prof. Jill Radford and Dr Anna Van
Werch. The theme is the problem of delayed diagnosis of endometriosis amongst
adolescent girls.
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Dr Jane Richardson
j.c.richardson@keele.ac.uk

Congratulations to Jane Richardson who was awarded a PhD from Keele University
for her thesis titled, ‘Living a life with chronic widespread pain.” Her PhD, funded by
the NHS(E) Capacity Building Programme was awarded in November 2005. Jane is
now in post as a Lecturer in Health Services Research, Centre for Primary Care
Musculoskeletal Research, Keele University.

Associated written work

Richardson JC, Ong BN & Sim J. (2006) Is chronic widespread pain biographically
disruptive? Social Science and Medicine. 63 (6); 1573-1585.

Richardson JC, Ong BN & Sim J. (2006) Remaking the future: contemplating a life
with chronic widespread pain. Chronic IlIness, 2(3); 209-218.

Richardson JC, Ong BN & Sim J. (In press) Experiencing chronic widespread pain in
a family context: giving and receiving practical and emotional support.
Sociology of Health and IlIness.

Richardson, J.C., Ong, B.N. & Sim, J. (2004) ‘ldle Devils’ and ‘Household
Engineers’: ldentity in chronic widespread pain. In D. Robinson, C. Horrocks,
N. Kelly and B. Roberts (Eds.) Narrative, memory and identity: theoretical and
methodological issues. Huddersfield; University of Huddersfield Press; pp.183-
191.

Associated conference presentations
Using a life grid for qualitative interviewing in health. Social Science & Medicine
Annual Conference, Leeds, 2006.

Remaking the future: contemplating a life with chronic widespread pain. Society for
Academic Primary Care Annual Conference, Keele, 2006.

”1t’s always the little things, isn’t it?”: living everyday life with chronic widespread
pain. BSA Medical Sociology Conference, University of York, 2005.
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Making the invisible visible: communicating chronic widespread pain. UK
Federation of Primary Care Research Organisations Conference, Bristol, 2005.

Experiencing chronic widespread pain in a family context: complexities in caring.
BSA Medical Sociology Conference, University of York, 2004.

Dr Kate Weiner
kate.weiner@nottingham.ac.uk
Telephone: 0115 846 7173

Congratulations to Kate Weiner who was awarded a PhD for her thesis titled, ‘Patient
and professional constructions of familial hypercholesterolaemia and heart disease:
Testing the limits of the geneticisation thesis.” The PhD was awarded by Nottingham
University in  May 2006. The full thesis can be viewed at
http://etheses.nottingham.ac.uk/archive/00000190/

Kate began an ESRC/MRC postdoctoral fellowship at the University of
Nottingham in April 2006. Please see postgraduate research abstracts for further
details.

Written work in progress

Weiner, K., A genetic future for CHD? Submitted to Sociology of Health & IlIness.
Weiner, K., and Durrington, P.N., Patients’ understandings and experiences of FH,
Submitted to British Medical Journal.

Weiner, K., “Government and industry are impressed that we’ve actually got patients
on the committees”: the construction of expertise and participation within H.E.A.R.T.
UK. Submitted to Social Science and Medicine.

Conference presentations

“Government and industry are impressed that we’ve actually got patients on the
committees”: constructing expertise and identity within H.E.A.R.T. UK, BSA
Medical Sociology Group Annual Conference, Heriot-Watt University, Edinburgh,
14-16 September 2006.

Patients’ understandings of familial hypercholesterolaemia, HEART UK 20" Annual
Medical & Scientific Meeting, University of Kent, Canterbury, 28-30 June 2006.

Are we giving up on geneticisation? CSG and CESAGen 3™ International Conference
on Genomics & Society, Renaissance Hotel, Amsterdam, 20-21 April 2006.
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Are we giving up on geneticisation? PFGS Ninth Colloquium, Cardiff University, 31
August — 2 September, 2005.

What happens when a genetic condition leads to a common and treatable disease?
Patient constructions of FH, CESAGen 2" International Conference on Genomics and
Society, The Royal Society, London, 12-14 April 2005.

What happens when a genetic condition leads to a common and treatable disease?
Patient constructions of FH, BSA Medical Sociology Group Annual Conference,
University of York, 16-18 September 2004.

A genomic future for coronary heart disease? 4S & EASST Meeting, Ecole des
Mines, Paris, 25-28 August, 2004.

A genomic future for coronary heart disease? CESAGen 1% International Conference
on Genomics and Society, The Royal Society, London, 2-3 March 2004.
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Report on the ISA XVI World Congress of Sociology

Caragh Brosnan
University of Cambridge

I recently attended the International Sociological Association’s XVI World Congress
of Sociology, held in Durban, South Africa, from 23-29 July, thanks to a postgraduate
bursary from the Foundation for the Sociology of Health and Iliness. Being in the
final year of my PhD, the Congress provided an excellent opportunity to present my
research in an international forum, and to gain a global perspective on the current
trends and potential future directions of the profession. The week involved a packed
schedule, from the opening ceremony on Sunday night to the final Presidential
Session the following Saturday. With more than fifty research committee sessions on
at any given time, the choice of what to go to each day was overwhelming. | had
papers in two of the Sociology of Health research committee (RC15) sessions, and
mainly attended this stream, which in itself had a very varied programme, ranging
from sessions on men’s health and women’s health, to bioethics, to the regulation of
professional groups. However, | also attended many other streams, and, having lately
been confined to concentrating on my own specific thesis topic, it was refreshing to
have a whole week in which to explore different areas of sociology!

I was particularly pleased to be able to attend the first World Congress held in
Africa. The theme was ‘The Quality of Social Existence in a Globalising World’, and
the relevance of this topic was reinforced throughout the week, both during the paper
sessions and each time we ventured outside of Durban’s heavily policed International
Convention Centre and engaged with the society around us - one clearly in transition.
On Wednesday morning | joined a small group of delegates from RC15 on a visit to
St Mary’s Hospital, which serves an impoverished community on the outskirts of
Durban. We met the staff and were given a tour of the hospital, whose main
challenge is tackling HIV/AIDS, with approximately one third of the local population
infected. Although St Mary’s has instigated a successful anti-retroviral treatment
programme, we were told that due to lack of resources, many people remain on the
waiting list. Meanwhile, the infection rate is compounded by poor living conditions,
malnutrition, lack of education, patriarchal family structure, sexual violence and
stigma. Back at the Congress that afternoon, | attended a session on the Sociology of
HIV and AIDS and enjoyed a lively debate between South African sociologists over
exactly how these various factors interact. This inspired me to explore the issues
further by attending related sessions in the Family Research, Women in Society,
Sociology of Population and African Thematic Foci streams. That the same problem
can be studied from so many perspectives within one discipline, reminded me of the
richness and diversity of sociology. So, as well as meeting lots of people and coming
away with some ideas for my current work, I discovered fresh areas of interest and
was left with a renewed appreciation of the purpose and usefulness of sociology itself.
Overall, attending the Congress was a rewarding experience and | am very grateful to
the SHI Foundation for its assistance.
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A personal reflection on the ISA Durban Conference
2006

Christopher Scanlon
RMIT University, Australia

In Stanislaw Lem’s satirical novel The Futurological Congress, the accident-prone
ljon Tichy attends the Eighth World Futurological Congress at the Costa Rica Hilton.
A sense of unreality dominates proceedings. After the US consul and his staff are
taken hostage by a guerilla outfit, the US ambassador delivers a speech on the need
for international co-operation surrounded by six burly bodyguards with their guns on
the assembled scholars. An Indian delegate is shot while reaching for his
handkerchief. Responding to the hostage takers, the authorities contaminate the water
supply with a drug with effects similar to those of Ecstasy.

Even without the mass outbreak of love, the Futurological Congress was always
bound to be an odd affair. The large number of delegates meant that speakers were
allotted 4 minutes in which to deliver and defend their papers. To deal with such
severe time restrictions, each paper, distributed and read beforehand, was composed
of numbered paragraphs. Discussion and debate was conducted solely by reference to
the numbers. ‘3, 7, 2, 11, from which it followed that 22 and only 221"’ the head of
US delegation triumphantly exclaims while defending his paper. 22, it turns out,
means the end of the world.

While the 2006 ISA World Congress of Sociology held in Durban in August never
reached the heights of unreality as Lem’s imagined Congress, it nevertheless had an
unreality all its own. To be fair, this unreality is not exclusive to the ISA, but is a
feature of most such gatherings. There is, after all, something preposterous about
travelling half way around the globe to spend a week or so with a couple of thousand
of one’s colleagues, most of whom you’ll never see again, delivering and hearing
papers that have to be fit into neat half-hour blocks on subjects that, it must be said, in
many cases, struggle to rise beyond the parochial conditions within which they first
arose.

It’s particularly ironic when the speakers make reference to the plight of the
world’s poor or the environmental crisis taking over the globe, given that the lives of
many of the delegates (myself included) depend on the continuation of such structural
inequalities, or that just days or hours earlier, we stepped off long haul flights that
directly contribute to said environmental crisis.

As with Lem’s imagined Congress, the security situation in Durban compounded
these absurdities. These were real enough. Checking into the hotel, | was advised not
to leave the premises. If | should want anything from the shops — a two minute walk
away — a hotel employee would fetch it for me. Not being very good at following
rules where curbs on freedom of movement are concerned, | ignored such advice and
spent days wandering around downtown Durban, slowing only slightly when a
number of delegates were assaulted during the first days of the conference.

The response of Durban’s authorities was a massive and visible security presence.
The daily ten minute walk from the hotel to the conference venue was accompanied
by 2-3 police on every second corner and regular passes from numerous flat-tray
utility vehicles with yet more police riding in the back.
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This had an immediate effect on the security and wellbeing of the delegates. Local
businesses and taxi drivers told of how much they liked such large conferences, since
for those few days, at least, the crime rate dropped noticeably. While | was thankful
for their presence, every time | saw a utility vehicle with cops standing in the back, I
had to wonder whether they had been re-deployed from somewhere else and what was
happening in those communities while the conference was on.

Most delegates seemed to take such absurdities in their stride, if they noticed them
at all. Their approach to dealing with the unreality of the situation was to confine
themselves to the hotel-conference venue-restaurant triangle, ferrying between each
via taxi, while bitching about the whole situation. This was not a wholly unreasonable
response given that threats to personal wellbeing and security were very real. It does
call attention, though, to the ethics and sustainability of this mode of life; a mode of
life that is structured around reconstituting places such as Durban to attend to the
needs of globally mobile workers who plonk down for a moment and then up and on
to the next mega-event.

The economists will no doubt tell us that places like Durban are better off for such
events in the longer term, and that without them they would slip even further behind
in the global economy. That may be true, but, as John Maynard Keynes once noted
‘Economists set themselves too easy, too useless a task if in tempestuous seasons they
can only tell us that when the storm is past the ocean is flat again’.

Lem’s satire ends with ljon Tichy discovering that the preceding events and the
world that he had taken to be real is nothing more than a pharmaceutically induced
simulation. In reality, the world is on the brink of environmental collapse and the
solution, such as it is, is to put whole populations in to drug-induced hallucinations.
Walking around central Durban, away from the rarefied atmosphere of the convention
centre and beach front hotels, along street after street of the bored and unemployed,
the benefits of such events — intellectual or economic — seemed a world away and
the thought that there has to be a better alternative than global talk-fests grew more
insistent.
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Picture Credits

Chris Scanlon dining in Durban (Photo: Clare Thetford)

Township on the outskirts of Durban (Photo: Clare Thetford)

Police in Durban. Source : www.voiceoftheturtle.org/raj/blog. Accessed 15.11.06
ICC Convention Centre, Durban. Source : www.ICC.co.za Accessed 15.11.06
Street Scene in downtown Durban (Photo: Chris Scanlon)
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Review of Marilyn Strathern’s lecture in British
Museum 2nd February 2006: Anthropology and Medical
Research.

Hayley Davies
University of Warwick

The over-subscribed attendance at this evening lecture held in the grand architectural
structure that is London’s British Museum was affirmation of Dame Marilyn
Strathern’s prominence in the field of anthropology, sociology and medicine.
Strathern is renowned for her international research and for her work on gender
relations and feminist scholarship; legal anthropology; knowledge and intellectual
property; English kinship and the new reproductive technologies; and biotechnology
and bioethics, to name just some areas of her expertise.

Strathern opened the lecture by discussing the role of anthropology in medical
research. The discipline’s contribution to medical research in the developing world,
and its way of ‘making things better’, she claimed, was its recognition of the
importance of context. By studying and becoming familiar with local knowledge,
beliefs and practices, anthropologists attempt to make sense of, and understand, social
actions or behaviours characteristic of that context or setting. In doing so, she
suggested it was possible to take a different perspective on matters and most
importantly, she indicated that this was useful in medical research where cultural
beliefs concerning the origins of, or treatment of, illness differed from Western
perceptions. Her lecture highlighted the tension between the approach of medical
research and social science research.

Much of her discussion was informed by her position as a committee member for
the Nuffield Council of Bioethics, in particular, her attendance at a workshop, co-
hosted by the South African Medical Research Council, entitled ‘The ethics of
research related to healthcare in developing countries’ in February 2004. Reporting
on medical research discussed at this workshop, she relayed to the audience that
researchers involved in this study had commented that the Kenyan participants
recruited to provide blood samples for pharmaceutical research seemed to have little
real knowledge of why blood was being taken. Among the locals, there were many
speculative theories as to why blood was being taken. While she acknowledged that
this type of research was potentially exploitative, she suggested that one way of
overcoming this was through gaining informed consent; the imparting of knowledge
to the potential research participants in order for them to make an educated decision
as to whether or not to participate. This, it seems, was where anthropology fitted in —
imparting knowledge and attempting to understand how locals produced their own
knowledge.

The relatively powerless and vulnerable position of research participants was
identified and attributed to the ‘gap in knowledge’ between them and the researcher,
(and to individual and family needs for improved health care). Furthermore, the
difficulty of encouraging individuals to participate in research was magnified where
health needs were considerable and would not be addressed by any other agency.
Absent from Strathern’s account was an explanation of the drawn out process of
developing successful drugs, and that the drugs, especially when new to the market,
with no available alternative, would be financially unviable for most ordinary Kenyan
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individuals to purchase. The unaffordability of the drugs that they are helping to
develop further would only serve to exacerbate the often unequal relationship between
the researcher and the researched that she reported upon.

While knowledge was a central theme throughout the lecture, and was seen as a
prerequisite for informed consent, Strathern highlighted that in the Western world we
assume that our knowledge is paramount and superior while often overlooking its
limitations. Strathern was a member of the working group set up to follow the Select
Committee of the Department of Culture, Media and Sport’s recommendations on
repatriation of Aborigine bones. Her understanding of the issue was that for the
Aborigines, the human remains belonged to their ancestors and were significant to the
Aborigines in a way that no knowledge gained by scientists in the United Kingdom
from such remains could possibly compare. Here, she highlighted that it was not
knowledge that was important but being “party to a certain type of relationship’ which
defined their entitlement.

Strathern concluded the lecture by taking questions, any enjoyment of which was
somewhat hampered by the lack of audio-technology and by her immodest and
unresponsive approach. The combination of technical problems and her apparent
disinterest in the questions received was by far the most disappointing aspect of the
lecture. However, the lecture did draw attention to one significant dilemma: Strathern
highlighted the altruistic contribution of anthropology to medical research in serving
to reduce the power inequality between researcher and research participants. But
taking a different perspective, does the involvement of anthropologists and
sociologists in this type of medical research represent them collaborating in the
exploitation of these people?
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Visits To The Old Operating Theatre Museum

Hannah Bradby

University of Warwick
H.Bradby@warwick.ac.uk

Address: 9a St Thomas Street, London, SE1 9RY

Telephone: 020 7188 2679

Web: http://www.thegarret.org.uk/

Opening hours: 10:30-5:00pm

Admissions: Full price £3:25, Child (under 16) £2:75, Family (up to 2 adults and 4
children) £10:00

On a cold, sunny February day a dozen students from the University of Warwick,
Department of Sociology, converge on an unprepossessing London address just south
of the river Thames. Inside the welcome is friendly and a cup of coffee is available,
alongside a bowl of blood-letting leeches.

The main event of our visit is a lecture given by the museum curator, which
involves describing St Thomas’s hospital in its heyday. The lecturer tells engrossing
and detailed stories from the point of view of various characters: the dashing fearless
surgeon, the injured impoverished Londoner, the rowdy medical student. So
compelling is the re-enactment of an amputation (using a brave student volunteer),
that | worry that the paler students might faint before we arrive at the final un-
sterilised cat-gut suture. The curator tells me she developed the characters that
populate her lecture in a creative writing evening class. This, perhaps, explains the
sense | have of her being a witness from the past. This is appropriate for our party,
since it is mainly made up of students of the sociology of story who are writing their
own fictionalised accounts of death and disease.

Three students give their own interpretations of the visit below. We hope that
these persuade you to visit for yourself. The leeches, by the way, are fed on the
Museum staff’s own blood and the only donations required by visitors are pecuniary.
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First Impressions of the Old Operating Theatre

Natasha Shpakovata
University of Warwick

The first impression of the Old Operating Theatre of St. Thomas’s is slight
disappointment, for one expects a rather grand Victorian church building containing a
large museum and an impressive theatre (somebody must have thought it worth
displaying to public). What one finds is a two-room museum in the basement of a
church hidden behind the scaffolding and no viewing of the theatre.

However, having overcome the disappointment of choosing the wrong time to
visit, one is more than impressed. The collection contained in the tiny museum (try to
ignore the fact that this is the basement where they used to keep the coffins) is
fascinating, ranging from a multitude of herbs and spices used in medicine of the
time, to absolutely horrifying obstetric tools, and the lecture is informative and well...
atmospheric.

The thing that strikes one throughout is that women had it tough in Victorian
times. From the above mentioned tools of torture to the fact that an average nurse
earned 20 GBP per year compared to 1000 GBP per operation earned by famous
surgeons (all men, of course), from the fact that for quite some time men had a theatre
to have operations in, while women were operated on in the wards, to the bad
reputation of women working as nurses. The drawings and models in the museum
depict important-looking men and caring-looking women over children’s beds, in the
good old gender role assignment — the men are the clever ones pronouncing the
reasonable, studied diagnosis and the women are there to soothe, care and, let’s face
it, clean up.

How must it have felt for women to have horrible operations without
anaesthesia in front of dozens, perhaps hundreds of upper class men, in a theatre
smelling of smoke, food and blood, by a surgeon whose main purpose is probably to
display his skills rather than save your life? It is definitely worth visiting the Old
Operating Theatre just to be able to imagine a tiny bit better what it must have been
like to be poor, and to be a woman, in Victorian England.
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Evelina Children’s Hospital — Now and Then

Gemma Pargeter
University of Warwick

An easy stroll from London Bridge station
and down St Thomas Street brought me to
the Old Operating Theatre situated within
the old St Thomas Church. Arriving at the
church was somewhat of an anti-climax as |
gazed up expectantly to see the old building
suffocated (or perhaps supported?) by
masses of scaffolding. Needless to say | had
doubts as to what | would find inside.
However, upon entering the church crypt,
where the old operating theatre museum is
currently being housed, | was greeted with
the authenticity of a musky smell that only
old buildings can  muster, which
immediately had the effect of transporting
me back in time.

It felt quite exciting gazing around,
and being surrounded by, so many artefacts
from the history of St Thomas’s. The piece
that caught my eye was a life-size model of
a wrought iron cot with a child’s figure
inside and two life-like adults looming over

The model at St Thomas Church is a

lifelike reconstruction of this
photograph, of Rothschild standing

at the foot of a child’s cot in the
Fvelina Hnanital

avanns

This photograph was taken at the
new Evelina Children’s hospital,
reflecting the child-friendly
signposts marking each floor of the
hospital with the use of colour and
pictures.

the cot to see to the child. This was to represent
the Evelina Children’s Hospital which was built
in 1869, funded by Rothschild in memory of his
late wife Evelina, who had died in childbirth.

A small plague above the cot illustrates
the history of the Evelina hospital and the
changes it has undergone throughout its lifetime,
such as joining Guy’s hospital with the
introduction of the NHS and moving its location
to Guy tower in the seventies. This piece is
particularly interesting as it marks the re-
opening of the hospital in 2005, which was built
on the grounds of St Thomas’s, and is in
keeping with Rothschild’s expectations of a
special place for children of all different
backgrounds.

The new hospital is an exciting one that
has been built with the help of its patients, the
children, to create a child friendly hospital that

is as welcoming as Rothschild had hoped.
Walking back into the bright daylight | stepped back into the 21% Century with
the clear intention of visiting the Evelina Children’s Hospital to see it for myself.
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A Review of a Visit to the Old Operating Theatre

Anna Robottom
University of Warwick

Visitors to the OIld Operating Theatre may be met with an initial feeling of
disappointment; the original roof space is currently undergoing renovation work, and
so the museum has been temporarily relocated into the crypt of the building, thus
lacking some of the history one may otherwise experience. However, once inside, the
museum has the feel of entering an old curiosity shop, with shelves stacked full of
different herbs, potions and even leeches. The museum is not for the faint hearted,
with one cabinet holding instruments used in nineteenth century childbirth; the
cervical dilator being enough to make any women glad they live in a century of
anaesthetics. For those of a more technical nature the museum offers computer
programmes which perform virtual operations, although our investigations of this led
only to the repeated lobotomy of the unfortunate man on screen. A word of warning to
anyone scared of needles; this procedure involves an image of the same man being
injected into his eyeball. The museum is by no means based solely on off-putting
imagery; displays are accompanied by written information, and there is a small
selection of activities for the younger visitor. A large proportion of our time was spent
listening to a talk by one of the museum’s curators, and this proved very interesting.
The speaker has an obvious wealth of knowledge; any questions put to her were dealt
with in depth, and were sure to lead on to other related areas. The Old Operating
Theatre is a useful source of information to anyone holding an interest in the history
of medicine, in particular the development of amputations in the nineteenth century.
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Recipe for Amputation

Hannah-Marie Davis
University of Warwick

INSTRUMENTS REQUIRED:
Tourniquets — 2 for amputation
Compress for artery

Large amputating knife

Smaller amputating knife

Large Straight edged scalpel

Small scalpel

Small hook

Amputation saw

Small light saw

Bone nippers

Lint

Dressings

Compresses for stump

Blood box filled with wood shavings

Time:
Dependent upon skill of surgeon

Audience:
Middle class medical students who wish to observe the amputation of some vagrant’s leg
without anaesthetic.

N.B. should be armed with a strong stomach and obligatory glass of wine.

Step 1

Don the surgeon’s coat which is slightly stiff with old bodily fluids. If in doubt about which is
the correct garment, sniff. The surgeon’s coat should have the pungent aroma of rotting flesh,
aged pus and putrefying blood.

Step 2

Address the audience of eagerly awaiting, if not slightly merry medical students whilst
offering the patient a blindfold (to prevent patient from having to suffer the audience’s glare).
Instruct assistant to firmly hold the patient down and to keep the patient as motionless and
quiet as is humanely possible whilst the said patient is having a limb amputated (no
anaesthetic or pain relief).

Step 3

Take the amputation knife (long thin blade and straight handle) an in one swift circular move
sweep round the circumference of the limb which is to be amputated. Repeat this circular
cutting motion, cutting deeper each time. Once, you have successfully divided the muscle
tissue exposing the bone, return the knife to the velvet lined box (no need to worry about
sterilization, the patient is probably infected with something anyway).

N.B. It may be useful to strategically place the blood box (filled with wood shavings) under
the operating table to minimise mess.
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Step 4

Retract the tissue back from the bone. This may require some firm tugging. It is essential to
preserve some tissue to create the stump later so do not cut away and discard all tissue at this
stage.

Step 5

Take the amputation saw and quickly saw through the bone in a backwards and forwards
motion. If the bone is proving to be particularly hardy, utilise the bone splinter and chip
away! To finish off this stage, use the bone knippers to trim the end of the bone into a
relatively neat semi circular shape.

N.B. If the patient is still unlucky enough to be conscious, this stage may be difficult due to the
patient squirming. It may be necessary to use another assistant to keep the patient still.

Step 6
Dispose of limb into bucket.

Step 7

Using the small hook, wheedle out the blood vessels and pull on them firmly in a downward
direction. Then tie with silk knots. Work as fast a possible as the patient will be bleeding
heavily now.

Step 8

To create a neat stump fold tissue over the bone in a delicate manner and arrange in the
neatest way possible. In order to hold everything together and encourage a neat heal bandage
quickly and heavily, using several compresses to stem the free flowing blood.

Step 9
Address audience with a brief comment on the amputation and take a limited amount of
guestions.

Step 10
Finally, administer the patient with aspirin to help with pain relief.
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British and American Medical Sociology Conference

Medical Sociology in the 21st Century: Themes and
Trends, Dilemmas and Debates.

University of Edinburgh, June 2006

Susan Gregory,
University of Edinburgh

Linda McKie
Glasgow Caledonian University

Background and Role of the Conference

The first British and American Medical Sociology conference was the brain child of
Mike Bury (Royal Holloway University of London) and Peter Conrad (Brandeis
University), who wanted to bring together medical sociologists from Britain and
America, with the potential to develop future projects and careers. They also wanted
to create an environment that would allow a real opportunity for discussion and
debate — something that also does not happen very much in modern academic
conferences driven by the numbers of conference papers to be presented. The
conference was designed around working groups with topic areas (reflecting key
issues in research, policy and practice) with a final discussion plenary. The groups
were interspersed by plenary presentations from international scholars. That
conference took place at Royal Holloway in 1999 and, by all accounts, was a great
success, leading to a range of new, renewed and deeper collaborations.

The second International Medical Sociology conference was organised by another
British and American collaboration: Susan Gregory (University of Edinburgh) Linda
McKie (Glasgow Caledonian University) Jonathan Tritter, (University of Warwick)
Karen Lutfey (New England Research Institutes) and William Cockerham (University
of Alabama at Birmingham). The conference was held in Edinburgh in June 2006,
and has been equally as successful attracting delegates from across the world. As
well as Britain and America, people came from: Australia, Canada, China, France,
Greece, Ireland, Italy, Israel, Norway, and The Netherlands. They came from across
the academic career spectrum, and varied settings, from traditional university
departments to dedicated independent research centres.

Professor Kath Melia, (Head of the newly formed School of Health in Social
Science, University of Edinburgh), opened the event with a welcome plenary from the
University of Edinburgh and a talk entitled ‘All Roads lead to Medical Sociology’.
Three further plenary sessions included: Professor Joan Busfield (University of
Essex) who spoke on ‘Consuming Pills: Needs, Wants and Desires’; Professor Ken
Judge, (University of Glasgow but on his way to the University of Bath in September
2006) who spoke on “Tackling Health Inequalities: a tide turned but mountains yet to
come’ and Professor Bernice Pescosolido (Indiana University) who spoke on
‘Dismantling the Many ‘Us vs Then” Walls: Pathways for the future of Medical
Sociology’.
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Conference participants took part in one of 5 working groups: Chronic IlIness;
Changing Structures of Health; Gender and Health; Health Inequalities; and Medical
Knowledge. Each group met on 3 occasions during the course of the conference and
were invited to identify issues of particular relevance to the topic in the 21% century
and ideas of ways forward for theory and research. The groups were aided by two
facilitators who had been pre-recruited from the conference delegates. Each group
developed different ways of undertaking the exercise which is reflected in the way in
which this has been recorded, but it is also interesting to note the overlap in ideas and
thoughts that came out of these different topic areas. The following linked documents
contain a precis of the feedback from each of the 5 working groups and of the
discussion that followed.

Group A - Chronic IlIness

Group B - Changing Structures of Health
Group C - Gender and Health

Group D - Health Inequalities

Group E - Medical Knowledge.

Utilising the structure of the original conference, the conference organisers added
a number of innovations: Mike Bury and Peter Conrad, the organisers of the original
conference, were invited to act as discussants in the feedback plenary. They had a
roving brief to look in on all of the groups, to liaise with the facilitators, and to bring
their own ‘take’ on what was discussed. After the facilitators provided an outline of
the areas of interest discussed in the 5 groups, Mike and Peter, who had had a roving
brief to attend and contribute to the group discussions, took turns in providing their
own personal take on the issues that had arisen, summarised in Report from
Discussants and Comments from the Floor.

Virginia Olesen (University of California, San Francisco) was invited to chair this
session, to manage time and inputs to ensure every one had an opportunity to speak.
This was followed by a final plenary ‘Futures, Networking, Funding and
Publications’, introduced to provide space to take ideas further and the potential for
developments directly or indirectly following on from the conference to be explored.
A funding opportunities document (produced by the University of Edinburgh
Research and Innovation Department for the conference) had been circulated in
advance of the conference to aid thinking for future collaborative work and delegates
were encouraged to share information about a range of future opportunities, including
publications. The final,” futures’, plenary invited sharing experiences and information
about the potential for future work in medical sociology, both collaboratively and
individually. A number of publishing opportunities were suggested, Potential for
Funding and Publications. Participants were encouraged to consider planning for a
third such conference, in America this time if possible, and preferably earlier than in
another seven years time. To that end, suggestions from delegates have been recorded
and appear in Feedback from Workshop Facilitators.

In addition, and in the spirit or promoting the careers of future medical
sociologists, five PhD students were invited to attend the conference, supported by 5
bursaries funded by the Sociology of Health and Iliness Foundation. A brief report on
his or her experiences is provided from each bursary holder in Reports from PhD
Students.
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A Day in the Life...

Alex Scott-Samuel

University of Liverpool
alexss@liv.ac.uk

September 7 2006: following a few e-mails and my ¢
first pint of filter coffee, the day starts with a meeting with
research colleague Helen West. We are piloting a mental
wellbeing impact assessment (MWIA) tool on selected
aspects of the Liverpool Capital of Culture 2008
programme. The tool was developed by a consortium of
statutory and voluntary public health and mental health
agencies in London and the North West: as well as the
Liverpool piloting exercise, health / social care
partnerships within the region and in London are also
testing it out on local policies and projects. Helen and 1
draft the scope (or study design) for the tool’s first outing
in Liverpool.

Next comes a telephone conference, with my academic colleagues Debbi
Stanistreet, Dan Pope, Viren Swami and yours truly sat around my speakerphone - at
the other end of which is Clare Bambra, our research collaborator at Durham
University. We are engaged in several studies following up our publication last year
identifying patriarchy as a possible cause of men’s universally shorter life expectancy.
In the current academic climate, which is overshadowed (as all researchers will know
only too well) by the virtual obsession of higher education institutions with the
forthcoming Research Assessment Exercise, there is inevitably a trade-off between
the need to develop sound theory and test it out adequately, and the pressure to
publish. In addition, men, gender and health is a subdiscipline barely out of its
infancy, with its ‘paradigm wars’, ideological disputes and other developmental
growing pains by no means resolved. Our team - containing as it does qualitative and
quantitative researchers encompassing political science, social policy, evolutionary
psychology and social epidemiology — is not immune to the uncertainties which these
dynamics cause. As always, we have an interesting meeting.

For the café society enthusiast which I count myself, Liverpool is blest with an
embarras de choix: we lunch at one of the university’s quality venues (characteristics
of a good café for me relate not only to the food and the coffee but also to the
presence of natural light, the décor, the view, the clientele, and hopefully, the music.
There are no less than 4 *acceptable’ cafes within five minutes walk of my workplace
—and 10 minutes away is my ‘favourite café in the world’, the Green Fish in Upper
Newington. My favourite restaurant on the other hand is Soul Mama in St Kilda,
Melbourne).

Lunch is followed by a catch-up meeting with Debbie Abrahams, just back from
leave. Debbie is deputy director of IMPACT, the International Health Impact
Assessment Consortium, which | co-founded in 2000. Current work includes health
impact assessments (HIAs) of antisocial behaviour policies; HIA capacity building
with Liverpool PCT and City Council; the MWIA project; and various HIA
consultancy commissions. There are also requests to run a training course in
Mississippi and to undertake capacity building work with the government in Chile
(and also, with the primary care trust (PCT) in St Helens). We peruse a draft produced
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by the university’s Business Services, of a licence to enable a new HIA consultancy in
Florida to use our training materials. Finally, we discuss with some trepidation the
imminent decision by the European Commission on our 13-partner bid for an HIA
development project.

More e-mailing and coffee is followed by a meeting with the R&D director and an
analyst from the Cardiothoracic Centre Liverpool, which is applying for foundation
trust status. They want to carry out an HIA in support of the application. Also at this
meeting is Nigel Fleeman, a researcher with Liverpool Public Health Observatory
(LPHO). After helping launch HIA in the UK in the 1990s LPHO resumed its role of
undertaking R&D projects commissioned by the Merseyside PCTs. Recently
however, these commissions have included HIAs of the Government’s ‘Choice
agenda’, and also of a series of NHS capital developments in Liverpool — the latter
undertaken by Nigel.

Finally, I listen to the university’s irritating voicemail prompt message, and pick
up a call from the HQ of the Keep Our NHS Public (KONP) campaign (I’m on its
steering group in my capacity as co-chair of the Politics of Health Group). I will be
speaking at KONP’s fringe meeting at the forthcoming Labour Party conference,
together with Frank Dobson, Neal Lawson and others. I’'m looking forward to this
opportunity to spell out what a progressive, publicly-provided health service might
look like — as opposed to the ‘modern’, increasingly privately-provided NHS of
Blair’s neoliberal vision.

Websites

IMPACT — www.ihia.org.uk

Liverpool Public Health Observatory — http://www.liv.ac.uk/PublicHealth/obs
Keep Our NHS Public — www.KeepOurNHSPublic.com

Politics of Health Group — www.pohg.org.uk
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A free access publication - of the British Sociological Association

MSe

Medical Sociologg Online

Formerly Medical Sociology News (MSN)

Medical Sociology online (MSo) will publish high quality articles in the broad area of
medical sociology based on original research using qualitative and quantitative
methods. As a publication of the BSA MedSoc Group, MSo has a special interest in
promoting the work of all sections of the academic community, including

postgraduates and first time authors as well as people established in their field. MSo

encourages and welcomes the submission of articles or commentary pieces on

research methodology, ethical issues in research, and the teaching and learning of

medical sociology.

Medical Sociology online is now seeking articles

Deadline for SPring issue — 5th March 2007

Deadline for Autumn issue — 2" Julg 2007

Please access the website

http://www.britsoc.co.uk/publications/MSonline.htm

for full submission details, or email the editors on MSo@liv.ac.uk.
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British and American Medical Sociology Conference: Medical Sociology in
the 21st Century: Themes and Trends, Dilemmas and Debates.

University of Edinburgh, June 2006
Feedback from Working Group A: Chronic lliness.

This group identified the following areas of interest.

Firstly, changing practices of medicine (professional/patients interface) in which
there was noted a growth in both monitoring/surveillance by medicine and individual
responsibilities in and assessing of risks. It was felt that as a result there has been an
increase in symptomatology coupled with the emergence of subcultures of illness
(exacerbated by genetic material).

Second, there was a discussion of definitions of chronic illness and how these had
changed. A notion of ‘chronicity’ was suggested as the consequence of medical
monitoring with use of the term ‘condition’ as an indicator of change in focus.
Multiple pathways into and out of chronic illness ‘conditions’ led on to the idea of
monitored selves made responsible for avoiding either acute onset or relapse that
might lead to ‘biographical diffraction’ compared to the ‘biographical disruption’ that
Bury originally described concerning the impact of chronic disease.

Finally the group identified the area of experience in context. It was noted that the
idea of surveillance medicine should be tempered with the realisation that not all
sections of society enjoy the same level of medical care or attention. Those out of
reach of medicine might (paradoxically) consider themselves as “healthy’” and among
the poorest, financial benefits and employment opportunities would influence
decisions on how ‘healthy’ they need to appear, with family, race and gender issues
still impacting on diagnosis and treatment of different chronic diseases. Nevertheless
a culture of consumerism, with a requirement to appear attractive, youthful and
‘healthy’, results in an expanding designation of people who are symptomatically ill
that contrasts with a need to appear healthy and be morally responsible. The formation
of activist groups and changing professional response in the light of this (e.g. Arthur
Frank’s ‘remission society’) means that experience then arises not just in the context
of illness but with the making of context by patients who share what they have
undergone. This raises issues about the status of patient’s stories (the patient’s view)
as valid and truthful records of the experience of chronic illness.

Feedback from Working Group B: Changing Structures of Health

The group identified an overview, that interaction of °‘systems’ suggests the
consideration of spectrums that range from: macro (secondary care / policies) to micro
(local level and familial interactions), or from the biomedical to the complementary.
Within this overview the following areas of interest were identified:

Firstly, culture and organisational arrangements, including social networks and
political debates (e.g. cancer drugs; expectations versus finance).

Second, choices and tensions. A series of bifurcations including: decentralisation /
integration (cross national and cross UK differences in approaches); public / private;
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professionals (expanding team) / public; citizenship / consumer pressures and tensions
and resolutions.

Feedback from Working Group C: Gender and Health.

The group identified the following three areas of interest:

Firstly the politics/policy/political economy spectrum, in which they discussed the
women’s health movement and whether this was a success. It was noted that there
was differential successes in various arenas, the implications of cultural/national
differences, and the criteria for success was important

Second, whether Sociological forces silence or amplify gender? (for example a
source of silence might be seen in ethics committees).

Thirdly the blind spots of medical sociologists, their omissions and sticking
points, which might be: personal; disciplinary; cultural; falling into the
cracks/between two stools; International migration and health / health of families.

Feedback from Working Group D: Health Inequalities

The group identified three areas of interest:

Firstly, the intersection of politics/policy/research, within which the following
observations were made: national service provision structure (at macro level) shapes
practical engagement strategies; striking cross-national differences; social service
systems structure (at meso level) influences intervention opportunities and therefore
research agenda; points of entry for intervention vary dramatically (e.g., how much
attention do social scientists expect to get from their politicians? How useful is that
attention?).

Second, different philosophical frameworks implicit in varying social contexts
imply different theoretical/practical research agendas and interventions, within which
the following observations were made: a “social justice” framework in UK offers
more opportunities for broad interventions compared to the US; Theoretical
framework may not be necessary for interventions, but these do shape opportunities

Third, the groups discussed the case study in terms of how health inequalities in
working poor families might be approached. Within this context, the following
recommendations were made: the need for as wide a diversity of approaches as
possible; intervention vs. general research; the examination of a multiplicity of
sociological pieces: geography, family structure, caregivers’ health status, and the
incorporation of intellectual neighbours would be helpful, such as sociology of work,
sociology of family, bioethics, biogenetics, historical sociology.

Feedback from Working Group E: Medical Knowledge

This working group began by noting that it was difficult to proceed with this topic in
the absence of any shared reading or set of questions to address, and even the
impossibility of identifying a single "knowledge™ to discuss. Thus, it was decided to
focus attention to sociological knowledges of medical knowledges, and the following
three areas were identified:
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Firstly, mapping medical knowledges, within which the following comments were
made: The lack of a key text on sociological perspectives on medical knowledges, so
an outcome of the group could be a text (not textbook) to map transformations of
medical knowledges over time, and corresponding sociological knowledge(s). This
could incorporate historical, cross-national and interactional mapping. Key would be
the local and global contexts for knowledge production, and taking account of science
studies and other related fields of knowledge. Concepts such as "bricolage” and
"hybrid” were seen as more useful than those of “boundary™ and "border™ in guiding
such a project.

Second, the group imagined a specific empirical project asking what people do
*as* medical knowledge, beginning from differing locations, suggesting sites such as:
a hospital, tracing pathways through the hospital system ethnographically and
comparatively, possibly continuing through pharmaceutical industries and technology
firms. The usefulness of detailed cross-national comparisons was abundantly clear.
Another location might be: the pharmaceutical industry, tracing through medical
education, clinics, and hospitals to explore the forms, formats, and uses of medical
knowledge produced at various sites, and to reflection sociological constructions
about medical knowledges in these sites.

Finally the group had ideas for future conferences: to provide more structure to
the working groups (such as pre-reading one or two (short) key texts in advance) and
less structure to the plenary sessions was proposed, (with seminars, led by plenary
speakers). This, it was suggested, might have been more productive than lectures
followed by questions and answers.
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