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YOU ARE DANGEROUS TO YOUR HEALTH: 
THE IDEOLOGY AND POLITICS OF VICTIM BLAMING 

Robert  Crawford 

This article describes the emergence of an ideology which blames the individual 
for her or his illness and proposes that, instead of relying on costly and inefficient 
medical services, the individual should take more responsibility for her or his health. 
At-risk behavior is seen as the problem and changing life-style, through education 
and/or economic sanctions, as the solution. The emergence of the ideology is 
explained by the contradictions arising from the threat of high medical costs, popular 
expectations of medicine along with political pressures for protection or extension 
of entitlements, and the politicization of environmental and occupational health 
issues. These contradictions produce a crisis which is at once economic, political and 
ideological, and which requires responses to destabilizing conditions in each of these 
spheres. These ideological initiatives, on the one hand, serve to reorder expectations 
and to justify the retrenchment from rights and entitlements for access to medical 
services, and, on the other, attempt to divert attention from the social causation of 
disease in the commercial and industrial sectors. 

“A11 the proposals for National Health Insurance embrace, without qualification, 
the no-fault principle. They therefore choose to ignore, or to treat as irrelevant, the 
importance of personal responsibility for the state of  one’s health. As a result, they 
pass up an opportunity to build both positive and negative inducements into the 
insurance payment plan, by measures such as refising or reducing benefits for chronic 
respiratory disease care to persons who continue to smoke. ’’ 

Leon Kass (1, p. 4 1) 

“The idea of individual responsibility has been submerged in individual rights- 
rights or demands to be guaranteed by beneficent Big Brother and delivered by public 
and private institutions. . . . One man’s or woman’s freedom in health is now another 
man’s shackle in taxes and insurance premiums. 

“But now the cost of individual irresponsibility in health has become prohibitive. 
The choice is in fact, over the long range, individual responsibility or social failure.” 

John Knowles, President, Rockefeller Foundation (2, pp. 2,3) 
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“For once we cannot blame the environment as much as we have to blame our- 

Ernst Wynder, M.D. (2, p. 5 2 )  
selves. The problem now is the inability of man to fake care of himself. ’’ 

“We must stop throwing an array of technological processes and systems at life- 
style problems and stop equating more health services with better health. . . . People 
must have the capability and the will to take greater responsibility for their own 
health. ” 

Walter McNerney, President, Blue Cross Association (2, pp. 4, 5) 

Although these statements may not appear to reflect class positions, in fact, insofar 
as they conceal the nature of the current health crisis-the growing contradiction 
between the social production of disease and the burden of a costly and ineffective 
medical system-and propose solutions most likely to reproduce existing class rela- 
tions, they represent a class strategy. In other words, these statements take on the 
character of an ideology. This is not to suggest that these statements should be viewed 
in instrumentalist terms. Instead, what must be understood is how ideology functions 
to reinforce political objectives, even though it is perhaps not initially articulated for 
that purpose, or is perhaps articulated by people not having a direct stake in the larger 
political interests which might benefit. Ideology reflects an underlying social structure 
and emerges from the contradictions present in that structure. A clear understanding 
of why the victim blaming ideology is gaining so much popularity at this particular 
historical point can only be achieved by examining those contradictions. 

THE CHALLENGE TO MEDICINE 

During the last twenty years and especially the last decade we have witnessed a 
remarkable expansion in the health sector. Health expenditures in the United States 
were 4.1 percent of the gross national product in 1950, 5.2 percent in 1960,7.1 per- 
cent in 1970, and 8.1 percent in 1976. Estimates are that they will exceed 10 percent 
of the GNP by the early 1980s. Other growth indicators, including employment, the 
extent of corporate investment, physical infrastructure, and numbers of people obtain- 
ing services, have been steadily climbing. Health sector expansion has been powered 
by a growth coalition able to win the extension of employee health benefits, the 
socialization of costs for the aged and many of the poor, and the direct subsidization 
of medical research and provider and training institutions. Medicine has come to 
capture the imagination and hope of the American public, some observers claiming 
that the hospital has become the archetype institution of American life. 

In the last few years, however, the hegemony of medicine has been challenged. 
First, the women’s and self-help movements have undercut professional authority 
and raised the issue of overmedicalization. Of more immediate interest for this dis- 
cussion has been the profusion of monographs, conferences, and policy statements 
shifting debate from a concern with issues of equality of access to the irrelevancy 
or limits of medicine for maintaining health. Impressive evidence on the relative 
ineffectiveness of medicine in reducing mortality and morbidity is being added to 
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the academic literature by McKeown (3, 4), Cochrane (9, Powles (6), and others, 
and is being popularized in the United States by Illich (7), Fuchs (8), and Carlson (9). 
Illich has had a particularly profound effect in writing Medical Nemesis and lecturing 
widely on his views. 

More concrete recommendations for a reorientation from medical care to health 
promotion by the Canadian Minister of National Health and Welfare, Marc Lalonde 
(lo), have generated considerable interest. In the US., Anne Somers (11 )  seems to 
have sparked a new interest in health education as an alternative to continued expan- 
sion of the medical system. Medicine, in short, confronts a number of critiques ranging 
from what has been called “therapeutic nihilism” (12) to more modest proposals for 
therapeutic constraint. Together they constitute the most serious challenge to 
medicine since the pre-Flexnerian period. 

The victim blaming ideology as applied to health is emerging alongside the limits 
of medicine argument. Indeed, that argument is its first premise. Basing itself on the 
irrefutable and increasingly obvious fact that medicine has been oversold, the new 
ideology argues that individuals, if they take appropriate actions, if they, in other 
words, adopt life-styles which avoid unhealthy behavior, may prevent most diseases. 
“Living a long life is essentially a do-it-yourself proposition,” as it was put by one 
pundit. Policy, it is argued, must be redirected away from the extension of social pro- 
grams which characterized the 1960s toward a health promotion strategy which 
calls upon the individual to become more responsible for his or her own health rather 
than to rely on ineffective medical services. 

While the emergence of the new victim blaming ideology seems to have been 
facilitated by the attack on medicine, it is the conjuncture and contradictions con- 
tained in three political phenomena which best explain its emergence and the political 
functions it has acquired. First, I will briefly discuss each of these phenomena, and 
then describe how the ideology is a response which functions to resolve the resulting 
tensions to the favor of dominant economic and political interests. 

THE NATURE OF THE CRISIS 

The Crisis of Costs 

Foremost is the current crisis of costs, a crisis which is transforming the entire 
political landscape in the health sector. The cost crisis has several dimensions, most 
of which have been repeated so often that they are all too familiar. High medical 
costs have always been a problem. What makes health sector inflation so critical in 
the 1970s is not only its spectacular rate but its concurrence with wider economic 
and fiscal crises. High medical costs have become a direct threat to the corporate 
sector, adding significantly to the costs of production through increases in health 
benefit settlements with labor, aggravating inflation, and diverting private and govern- 
mental resources. President Carter recently announced that the average American 
worker is now devoting one month’s worth of his yearly salary just to pay for medical 
care costs (13). 

The costs of production for corporations in unionized sectors have been rapidly 
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escalating, in large part due to increasing costs of benefit settlements. The Council 
on Wage and Price Stability reports that in the auto, rubber, and steel industries, gross 
average hourly earnings between 1965 and 1974 increased 83, 59, and 85 percent, 
respectively, but that in the same industries, negotiated employee benefits jumped 
240, 150, and 160 percent for the same period. Overall, between 1966 and 1972, 
total employer payments for insurance and health benefits increased 100 percent 
while wages increased only 47 percent (14, p. 94). 

General Motors claims it spent more money with Blue Cross and Blue Shield in 
1975 than it did with U.S. Steel, its principal supplier of metal. Standard Oil of 
Indiana announced in 1976 that employee health costs for the corporation had 
tripled over the past seven years (15). In 1976, Chrysler estimates it paid $1500 per 
employee for medical benefits or a total of $205 million in the U.S. (16, p. 656). 
“Unlike most other labor costs that can and do vary with the level of production,” 
the corporation complains, “medical costs continue to rise in good times as well as 
in bad” (16, p. 660). 

The implications for consumer costs are obvious. GM added $175 to the price of 
every car and truck in passing on its employee medical benefit costs. In a period in 
which consumption and investment are stalled, and foreign competition adds an 
additional barrier to raising prices, figures such as those given above are startling. 
Corporate and union leaders are expressing in every possible forum their concern 
over the impact of rising medical costs upon prices, wages, and profits. 

Mounting fiscal pressures on both federal and local governments are also worrying 
political and economic leaders. As the Council on Wage and Price Stability reports (14, 
P. 941, 

The portion of the Federal budget expended for health has increased from 8.9 
percent in 1969 to 11.3 percent in 1975 and is projected to be 11.7 percent in 1977. 
Only national defense, interest on the national debt, and income security programs 
now consume a larger share. 

The fiscal crisis at the local level is dramatically forcing the issue. Steps are being 
taken daily to cut back public programs and otherwise to attempt to control the 
escalating costs. The cost problem has hurt almost every major economic interest 
group in the country, resulting in a fundamental coalitional shift from support for 
expansion to “get tough” cost control measures. Large corporate interests and govern- 
ment officials are at the center of the coalition. Substantial political pressures are 
being mobilized to cut the direct costs to corporations and to cut the indirect costs 
of social programs generally (17). Just as the politics of expansion dominated the last 
period in health politics, the politics of cost control will dominate the next (18, 19). 
The terms of agreement in the new coalition as well as its fragility are still to be 
tested, but it is clear that expansionary forces are facing their most serious challenge 
to date. 

Politicization of the Social Production of Disease 

The second phenomenon underlying the emergence of the ideology of individual 
responsibility, occurring simultaneously with the cost crisis, is a rapid politicization 
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of the social production of disease. Widely reported scientific and popular critiques 
of environmental health dangers and occupational health and safety hazards have 
resulted in a growing awareness, concern, and polarization over these issues. First, 
there is now almost universal agreement in the scientific community that most cancers 
are environmentally caused, anywhere from 70-90 percent by most estimates. Many 
researchers call cancer a disease of epidemic proportions. Samuel Epstein, a noted 
cancer expert, estimates “that in 1975, 665,000 new cancer cases were diagnosed 
and that there were 365,000 cancer deaths. Thus, cancer deaths in 1975 alone were 
approximately five times higher than the total U.S. military deaths in the Viet Nam 
and Korean war years combined.” He claims that “more than 53 million people in 
the U.S. (over a quarter of the population) will develop some form of cancer in their 
lifetimes, and approximately 20 percent will die of it” (20, p. 1). 

The American people have been inundated in just the last few years with a constant 
flow of environmental warnings and disasters: air pollution, contamination of drinking 
supplies, ozone watches in which “vulnerable” people are advised to sharply reduce 
their activities and to stay indoors, food additive carcinogens, the PCB disaster in 
Michigan, the asbestos disaster in Minnesota, and the kepone disaster in Virginia, 
vinyl chlorides, pesticides, the controversy over nuclear power plants, and more. 
The Environmental Protection Agency, the Occupational Safety and Health Adminis- 
tration, and the Food and Drug Administration have been among the most embattled 
government agencies in recent years. While there is considerable debate over threshold 
limit values, the validity of animal research applications to humans, and specific 
policy decisions by the above agencies, awareness is growing that the public is being 
exposed to a multitude of environmental and workplace carcinogens. Although many 
people still cling to  the “it won’t happen to me” response, the fear of cancer is 
becoming more widespread. A recent Gallup Poll found that cancer is by far the 
disease most feared by Americans, almost three times its nearest competitor (21). 

From within industry, an occupational health and safety movement is gaining 
momentum. The UMW, OCAW, USW, and UAW are among the most active unions 
in developing programs and confronting corporate management on health and safety 
issues. Occupational health and safety has also sparked some radical challenges to 
established union leadership (22). Industry has reacted to these events by warning of 
unemployment, inflation, and economic stagnation if government regulations are 
expanded, and by presenting industry-sponsored research to alleviate fears. In addi- 
tion, massive advertising campaigns herald the environmental efforts of public-spirited 
corporations. The “manufacturers of illness” confront what they fear will be a serious 
threat to corporate autonomy: the forging of labor, environmental, consumer, and 
populist groups into a new public health movement. The example of political con- 
straints on the growth of the nuclear power industry is not lost on other industries. 

Medical Care as a Right 

Third, in the present period people’s expectations of medicine have been lifted to 
their highest point, and the idea that medical care is a right is widely accepted. Belief 
in medicine is the result of many factors: years of conditioning by the medical pro- 
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fession; a research and philanthropy establishment deeply committed to the medical 
model; a few spectacular medical successes; a general, society-wide glorification of 
science and technology; and the medicalization of society, the cultural roots of which 
extend far beyond professional imperialism (7, 23, 24). Further, in a period in which 
people feel vulnerable to epidemic-proportion diseases, and powerless to do much 
about it, the tendency is to rely on medicine all the more. Dependency grows, even 
as anxiety increases over the inability of medicine to find a cure for the new diseases. 
The great promise of the twentieth century will not easily be dispelled. The hope of 
deliverance is perhaps more pervasive than ever. Finally, the idea that access to medical 
services is an essential component of personal and family security has long been a 
politicized matter. It has emerged from a long history of union and popular struggles 
negotiated in labor contracts and promoted through legislation. The campaign for 
national health insurance goes back several decades, was a primary political force in 
the adoption of Medicare and Medicaid, and in the last six or seven years has gained a 
new vitality. 

In summary, on the one hand, America is a society ridden with anxiety about 
disease and yet infatuated with the claims of scientific medicine, in which access to 
medical care is believed to be a basic right. On the other hand, the cost of medical 
services and the fiscal crisis are making services more difficult to obtain and are forcing 
a retreat from public programs. At a time when people seem to want medicine most, 
its continuing availability and expansion threaten powerful economic and political 
interests. Further, much to the concern of industry, medicine is clearly inadequate in 
dealing with the contemporary social production of disease, and is therefore increas- 
ingly unable to perform its traditional role of resolving societal tensions which emerge 
when people identify the social causes of their individual pathologies. In the face 
of these trends, it is fascinating and revealing that we are witnessing the proliferation 
of messages about our own personal responsibility for health and an attack on 
individual life-styles and at-risk behaviors. 

THE POLITICS OF RETRENCHMENT 

Cost control advocates face two major political obstacles: (a) popular expectations 
for easy access to medical services and political pressures for protection and extension 
of entitlements; and (b) the entrenched political positions of the providers and 
medical-corporate interests. On the one hand, the ideology of individual responsi- 
bility for health serves to reorder expectations and to justify a retreat from the 
language of rights and the policies of entitlements. It may also induce attitudes con- 
sistent with a voluntary reduction of help-seeking behavior. On the other hand, it is 
aimed at convincing legislators, other political and economic leaders, and both 
academic and media commentators on health policy of the necessity for utilization 
reduction and other cost control measures. In the campaign to marshal1 sufficient 
power to overcome the medical special interests, the ideology, joined with the limits 
of medicine argument, adds to the persuasive resources of the cost control advocates. 

In victim blaming statements, both direct policy proposals and indirect policy 
implications are abundant, as for example in the following set of remarks. With an 
implied attack on social programs, Fuchs writes (8, p. 27): 
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Some future historian, in reviewing mid-twentieth century social reform litera- 
ture, may note . . . a “resolute refusal” to admit that individuals have any responsi- 
bility for their own stress. 

Robert Whalen, Commissioner of the New York Department of Health, more explicitly 
makes the tie with high medical costs (25): 

Unless we assume such individual and moral responsibility for our own health, we 
will soon learn what a cruel and expensive hoax we have worked upon ourselves 
through our belief that more money spent on  health care is the way to better health. 

And John Knowles is worried as well about some of the political consequences (2, 
pp. 28-29): 

The only thing we’ve heard about national health insurance from everybody is 
that it won’t solve the problems. It will inflate expectations and demands and cause 
more frustrations. 

Both Knowles and Kass attack the notion of rights. “The idea of individual responsi- 
bility has been submerged in individual rights-rights or demands to be guaranteed 
by beneficent Big Brother and delivered by public and private institutions,” Knowles 
warns (2, p. 2). Kass writes (1, p. 39): 

But if health is what we say it is, it  is an unlikely subject of a right in either sense. 
Health is a state of being, not something that can be given, and only in indirect ways 
something that can be taken away or undermined by other human beings. I t  no more 
makes sense to  claim a right to health than a right to wisdom or courage. These 
excellences of soul and of body require natural gift, attention, effort and discipline 
on the part of each person who desires them. To make my health someone else’s 
duty is not only unfair, it  is to  impose a duty impossible to  fulfill. Though I am not 
particularly attracted by the language of rights and duties in regard to health, I would 
lean much more in the direction, once traditional, of saying that health is a duty, that 
one has an obligation to  preserve one’s own good health. The rheory of a right to 
health flies in the face of good sense, serves to undermine personal responsibility, and 
in addition, places obligation where it cannot help but be unfulfiiable. 

While these comments do not challenge the right to medical care directly, Kass does 
speak of “the already ambiguous and dubious right to health care” and the implica- 
tions of the above remarks for the argument of rights in general are evident. His 
attitudes toward national health insurance are similar to Illich’s image of equalizing 
access to torts and can be further inferred from the lead-off quotation for this article. 

Several other commentators have called for “economic sanctions.” A guest editorial 
appeared last year in the New York Times introducing the idea of “Your Fault Insur- 
ance.” The writer asks, “How should 215 million Americans be persuaded to  take care 
of themselves?” His answer is “a rewardlpunishment system based on individual 
choices,” in this case through a taxation scheme (26). Economic sanctions which are 
used to reinforce access barriers may be justified under the rubric of “lack of motiva- 
tion,” “unsuitability for treatment,” or “inability to profit from therapy“ (27). Why 
waste money, after all, on people whose life-style contravenes good therapeutic results, 
or, as one commentator put it,  on a “system which taxes the virtuous to send the 
improvident t o  the hospital?” (quoted in 1, p. 42). In the new system, the pariahs of 
the medical world and larger numbers of people in general could be diagnosed as 
having life-style problems, referred to a health counselor or social worker, and sent 
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home. At the very least, fie victim blaming ideology will help justify shifting the 
burden of costs back to users. If you are responsible for your illness, you should be 
responsible for your bill as Well. 

The common themes apparent in all these and similar statements emphasize the 
need to reduce expectations and utilization of ineffective and costly medical services, 
the necessity instead for individual responsibility, and the requirement for either edu- 
cation or economic sanctions to enlighten and reinforce one’s sense of responsibility. 

Similar ideologies of individual responsibility have always been popular among 
providers and academics trying to justify inequality in the utilization of medical 
services. During the period of rapid health sector expansion, higher morbidity and 
mortality rates for the poor and minorities were explained by emphasizing life-style 
habits, especially their health and utilization behavior. These culture of poverty 
explanations emphasized delay in seeking medical help, resistance, and reliance on 
unprofessional folk healers or advisors. As Riessman summarizes (28, p. 42): 

According to these researchers, the poor have undergone multiple negative experi- 
ences with organizational systems, leading to avoidance behavior, lack of trust, and 
hence a disinclination to seek care and follow medical regimens except in dire need. 

Structural barriers, such as provider resistance or unavailability of services, were 
rarely mentioned. Neither was lack of money often discussed except in the context 
of explanations for patient-dumping practices or in lobbying for government reim- 
bursement. Now, in a period of fiscal crisis and cost control, the same higher 
morbidity rates and demands for more access through comprehensive national health 
insurance are met with a barrage of statements about the limits of medicine and the 
lack of appropriate health behavior. Several commentators now link overuse by the 
poor with their faulty health habits, and the latter are linked with ignorance. Again, 
education is seen as the solution; and again, the role of the providers or the insurance 
structure, in this case as promoters of utilization, is rarely mentioned. Previously, 
the poor were blamed for not using medical services enough, for relying too much 
on their own resources, and for undue suspicion of modern medicine. Now they are 
blamed for relying too much on admittedly ineffective medical services and not 
enough on their own resources. 

The various measures being adopted to reduce utilization are by now familiar: 
the closing or reduction in size of public hospitals; the reorganization of public 
hospitals to operate more like private institutions; Medicaid cuts and freezes; the 
dramatic failure of Medicare benefits to keep pace with increased costs so that the 
aged pay more out of pocket for medical services than in 1965, the year before 
the law became effective ; rising insurance premiums, co-payments, and deductibles, 
along with shrinking benefits and unfavorable health insurance settlements for labor; 
the reorganization of private hospital services to reduce or close outpatient services 
and to insure reliability of payment; Health Maintenance Organizations; and the 
series of regulatory mechanisms designed to reduce unnecessary hospital admissions, 
stays, and construction. 

Most important, by now it is no secret that the prospects for comprehensive 
national health insurance have receded behind a shield of rhetoric. When President 
Carter announced his new hospital cost control program in April, the New York 
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Times headlined, “Action on Health Insurance May be Deferred for Years.” Carter 
warned that, “with current inflation, the cost of any national health insurance pro- 
gram . . . will double in just five years.” White House aides stressed that Carter’s 
“paramount domestic goal” of balancing the budget by 1981 would probably be 
impossible if national health insurance were enacted. And HEW Secretary Califano 
argued that the proposed cost control program is a necessary precondition for the 
time that national health insurance “or some other system” is in place (1 3). 

Such measures cannot be taken without risking the intensification and broadening 
of disillusionment, especially in a larger political context of retreat from social pro- 
grams, economic recession, and disaffection from American institutions. At a time 
when most people still equate their perceived right to health with the right to medical 
treatment, and at a time when the promise of universal access to effective medical care 
has been held out in popular and political rhetoric for more than a decade, the need 
for a new ideology which can replace the mystifying power of medicine is critical. 
The argument is explicit. Medical benefits do not need to be expanded. What is 
important is health and not medicine; and health is not a right. People will not 
relinquish their expectations unless their belief in medicine as a panacea is broken 
and the value of access is replaced with a new preoccupation with boot-strapping 
activities aimed at controlling at-risk behaviors. In a political climate of fiscal, energy, 
and cost crises, self-sacrifice and self-discipline emerge as dominant themes. In lieu of 
rights and entitlements, education, economic sanctions, and “more studies of the 
American family and value system” are proposed. It is an old scenario. 

THE POLITICS OF DIVERSION 

Social causation of disease has several dimensions. The complexities are only 
beginning to be explored. The victim blaming ideology, however, inhibits that under- 
standing and substitutes instead an unrealistic behavioral model. It both ignores what 
is known about human behavior and minimizes the importance of evidence about the 
environmental assault on health. It instructs people to be individually responsible at 
a time when they are becoming less capable as individuals of controlling their health 
environment (29, 30). Although environmental dangers are often recognized, the 
implication is that little can be done about an ineluctable, modern, technological, 
and industrial society. Life-style and environmental factors are thrown together to 
communicate that individuals are the primary agents in shaping or modifying the 
effects of their environment. Victor Fuchs, for example, while recognizing environ- 
mental factors as “also relevant,” asserts that “the greatest potential for reducing 
coronary disease, cancer, and other major killers still lies in altering personal behav- 
ior” (8, p. 46). “Emphasizing social responsibility,” he philosophizes, “can increase 
security, but it may be the security of the ‘zoo’-purchased at the expense of 
freedom” (8, p. 26). Or as Whalen writes (25), 

Many of our most difficult contemporary health problems, such as cancer, heart 
disease and accidental injury, have a built-in behavioral component. . . . If they are 
to be solved at aZ1, we must change our style of living [emphasis added]. 

Nor should there be “excessive preoccupations,” warns Kass, “as when cancer phobia 
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leads t o  government regulations that unreasonably restrict industrial activity” (1, 
p. 42). Thus, the practical focus of health efforts should not be on the massive and 
expensive task of overhauling the environment, which, it is argued, would threaten 
jobs and economic growth. Instead, the important, i.e. amenable, determinants of 
health are behavioral, cultural, and psychological. 

The diffusion of a psychological world view often reinforces the masking of social 
causation. Even though the psychiatric model substitutes social for natural explana- 
tions, problems still tend to  be seen as amenable to change through personal trans- 
formation-with or without therapy. And with or without therapy, individuals are 
ultimately held responsible for their own psychological well-being. Usually, no one 
has to  blame us for some psychological failure; we blame ourselves. Thus, psychologi- 
cal impairment can be just as effective as moral failing or genetic inferiority in blaming 
the victim and reinforcing dominant social relations ( 3  1). People are alienated, 
unhappy, dropouts, criminals, angry, and activists, after all, because of maladjustment 
t o  one or another psychological norm. 

The ideology of individual responsibility for health lends itself to  this form of 
psychological social control. Susceptibility to  at-risk behaviors, if not a moral failing, 
is a t  least a psychological failing. New evidence relating psychological state to  
resistance or susceptibility t o  disease and accidents can and will be used to  shift more 
responsibility to  the individual. Industrial psychologists have long been employed 
with the intention that the best way to  reduce plant accidents in lieu of costly produc- 
tion changes is t o  intervene at the individual level (32). The implication is that people 
make themselves sick, not only mentally but physically. If job satisfaction is important 
t o  health, people should seek more rewarding employment. Cancer is a state of mind. 

In another vein, many accounts of the current disease structure in the United States 
link disease with affluence. The affluent society and the life-styles it has wrought, it is 
suggested, are the sources of the individual’s degeneration and adoption of at-risk 
behaviors. Halberstam, for example, writes that “most Americans die of excess rather 
than neglect or poverty” (quoted in 11, p. 22). Knowles’ warning about “sloth, 
gluttony, alcoholic intemperance, reckless driving, sexual frenzy and smoking” and 
later about “social failure” ( 2 ,  pp. 2, 3 )  are reminiscent of a popularized conception 
of a decaying Rome. Thus, even though some may complain about environmental 
hazards, people are really suffering from over-indulgence of the good society. It is 
that over-indulgence which must be checked. Further, by pointing t o  life-styles, which 
are usually presented as if they reflect the problems of a homogenized, affluent 
society, this aspect of the ideology tends to  obscure the reality of class and the impact 
of social inequality on health. It is compatible with the conception that people are 
free agents. Social structure and constraints recede amidst the abundance. 

Of course, several diseases do stem from the life-styles of the more affluent. Dis- 
cretionary income usually allows for excessive consumption of unhealthy products; 
and as Eyer ( 3 3 )  argues, everyone suffers in variable and specific ways from the 
nature of work and the conditioning of life-styles in advanced capitalist society. 
But are the wellestablished relationships between low income and high infant mor- 
tality, diseases related to  poor diet and malnutrition, stress, cancer, mental illness, 
traumas of various kinds, and other pathologies (34-38) now t o  be ignored or relegated 
t o  a residual factor? While long-term inequality in morbidity and mortality is de- 
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clining (39), for almost every disease and for every indicator of morbidity incidence 
increases as income falls (40, pp. 620-621). In some specific cases, the health gap 
appears to  be widening (41, 42). Nonetheless, Somers reassures her readers that 
contemporary society is tending in the direction of homogeneity (1 1, p. 77): 

If poverty seems so widespread, it is at least partly because our definition of 
poverty is so much more generous than in the past-a generosity made possible only 
by the pervasive affluence and the impressive technological base upon which it rests. 

This point-that the current crisis is the result of progress rather than retrogres- 
sion or decay-is vitally important not only as a historical fact but  as a guide to 
problem solving in the health field as elsewhere. 

Finally, by focusing on the individual instead of the economic system, the ideology 
perfoms its classical role of obscuring the class structure of work. The failure to  main- 
tain health in the workplace is attributed to  some personal flaw. The more than 2.5 
million people disabled by occupational accidents and diseases each year and the 
additional 114,000 killed (43 ,44)  are not explained by the hazards or pace of work 
as much as by the lack of sufficient caution by workers, laziness about wearing 
respirators or the like, psychological maladjustment, and even by the worker’s genetic 
susceptibility. Correspondingly, the overworked, overstressed worker is offered TM, 
biofeedback, psychological counseling, or  some other “holistic” approach t o  healthy 
behavior change, leaving intact the structure of incentives and sanctions of employers 
which reward the retention of health-denying behavior. 

Corporate management appears t o  be increasingly integrating victim blaming 
themes into personnel policies. Physical and especially psychological health have 
acquired more importance for management faced with declining productivity and 
expanding absenteeism. The problem for management becomes more serious with its 
growing dependence on high-skilled and more expensive labor, and on a more com- 
plex, integrated, and predictable production process. If “lifetime job security” 
becomes a priority demand of labor, employee health will become all the more 
important. Holding individual workers responsible for their susceptibility to  illness, 
or for an “unproductive” psychological state, reinforces management attempts to  
control absenteeism and enhance productivity. Job dissatisfaction and job-induced 
stress (in both their psychological and physical manifestations), principal sources of 
absenteeism and low productivity, will become identified as life-style problems of the 
worker. A Conference Board report on Industry Roles in Health Care observes (45, 
P. 1% 

Psychological stress is coming increasingly into purview of those concerned with 
occupational health, as a potential hazard sharing the characteristics and complexities 
Of toxic substances-having, that is, its own threshold values, variations in individual 
susceptibility, and interconnections with other occupational and non-occupational 
factors. 

Workers who are found to be “irresponsible” in maintaining their health or psycho- 
logical stability, as manifest in attendance records, will face sanctions, dismissals or 
early retirement, rationalized as stemming from employee health problems. Simul- 
taneously, sick day benefits will be challenged or tied to  productivity considerations. 

If such practices do become widespread, the facilitating device will likely be health 
screening. Screening potential and current employees for behavioral, attitudinal, and 
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health purposes has already gained considerable popularity among large corporations. 
Among the specific advantages cited for health screening are selection “of those 
judged to present the least risk of unstable attendance, costly illness, poor produc- 
tivity, or short tenure”; development of a “medical placement code” to match 
employees to jobs by health specifications; and “protection of the company against 
future compensation claims” (45, p. 31). In addition, screening holds out the possi- 
bility of cost savings from reduced group insurance rates. In a 1974 survey of over 800 
corporations with more than 500 employees each, 71 percent of the companies gave 
preemployment health screening examinations to some or all new employees, com- 
pared with 6 3  percent ten years ago. General periodic examinations jumped from 
3 9  to 57 percent over the same period (45). New businesses are now selling employee 
risk evaluations, called by one firm “health hazard appraisals.” The American Hospital 
Association is also developing health appraisal programs for use by employers. Of 
course, many screening practices, such as psychological testing for appropriate work 
attitudes, alcoholism, or screening for mental illness records, have long been in use. 
The availability to employers of computerized information from health insurance 
companies for purposes of screening has drawn criticism from groups concerned about 
invasion of privacy. Women have often been asked questions during job interviews 
about their use of birth control, and women planning to have children continue to 
face barriers, especially to those jobs requiring employer investment in training. 

Programs are now being expanded to screen workers for susceptibility to job 
hazards. Not only genetic susceptibility but also other at-risk health behaviors, such 
as smoking, use of alcohol, or improper diet, help legitimize screening programs. 
But while alerting individual workers to their susceptibility, these programs do not 
address the hazardous conditions which to some degree affect all workers. Thus, all 
workers may be penalized to the extent that such programs function to divert 
attention from causative conditions. To the degree that the causative agent remains, 
the more susceptible workers are also penalized in that they must shoulder the burden 
of the hazardous conditions either by looking for another, perhaps nonexistent job, 
or, if it is permitted, by taking a risk in remaining. It is worth noting in this regard 
that some women of childbearing age barred from working in plants using lead are 
reported to be obtaining sterilizations in order to regain their jobs. Dollars and Sense 
summarizes one labor leader’s remarks on industry’s tactics (46, p. 15): 

At a recent UAW conference on lead, UAW Resident Leonard Woodcock summed 
up industry’s response to hazard control as “fix the worker, not the workplace.” He 
voiced particular concern over exclusion of so-called “sensitive” groups of workers, 
the use of dangerous chemical agents to artificially lower workers’ blood lead levels, 
the transfer of workers in and out of high lead areas, and the forced use of personal 
respirators instead of engineering controls to clean the air in the workplace. 

Thus, whether or not the individual is personally blamed for some at-risk behavior, 
excluding the “susceptible” worker from the workplace is like asking “vulnerable” 
people to reduce activity during an ozone watch: it may be helpful for particular 
individuals, but under the guise of health promotion, it may also act as a colossal 
masquerade. 
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SOME RELATED ISSUES 

It is important to recognize and address the issue that a significant portion of 
socially caused illness is, at some level, associated with individual, at-risk behavior 
which can be changed to improve health. A deterministic view which argues that 
individuals have no choice should be avoided. What must be questioned is both the 
effectiveness and the political uses (as well as the scientific narrowness) of a focus 
on life-styles and on changing individual behavior without changing the social and 
economic environment. Just as the Horatio Alger myth was based on the fact that 
just enough individuals achieve mobility to make believable the possibility, 
significant health gains are clearly realizable for those who just try hard enough 
to resist the incredible array of social forces aligned against healthy behavior. 
McKinlay has convincingly argued that the frequent failure of health education pro- 
grams designed to change individual behavior is attributable to the failure to address 
the social context. In reviewing some of the strategies adopted by the “manufac- 
turers of illness” to encourage profitable at-risk behaviors and to shape conducive 
self-images in American consumers, McKinlay observes that (47, pp. 9-10): 

. . . certain at-risk behaviors have become so inextricably intertwined with our 
dominant cultural system (perhaps even symbolic of it) that the routine display of 
such behavior almost signifies membership in this society. . . . To request people to 
change or alter these behaviors is more or less to request the abandonment of 
dominant culture. 

Certainly, the development of health education programs should be encouraged. 
Concurrent with expansion of access to primary medical services, health personnel 
should be trained to work with patients in developing practices which reduce risk 
factors. Lack of information about the dangers of smoking, high cholesterol intake, 
or obesity, for example, could be considerably reduced by such efforts. The solid 
evidence supporting Belloc and Breslow’s (48) prescriptions for a healthier and longer 
life could be made available. Health educators, however, would be engaging in victim 
blaming if such efforts were allowed to suffice; and only marginal results would be 
achieved as well. 

Unfortunately, at a time when the health education profession needs to develop 
a new strategy which, as Podell argues, enlarges the focus “to include the political and 
social context in which the individual’s health-related choices are being made” (40, 
pp. 171-172), the individual-behavior orientation of the field has become more pro- 
nounced in response to the developments described in this article. The recent Task 
Force on Health Promotion and Consumer Health Education, sponsored by the 
National Institutes of Health and the American College of Preventive Medicine, for 
example, repeatedly emphasized a victim blaming approach in its report. The Task 
Force made several recommendations overwhelmingly oriented toward the assumption 
of individual responsibility. The Task Force reasoned (40, p. 88), 

In view of the overriding importance of individual behavior and lifestyle as major 
factors in the nation’s unsatisfactory health status and ever-rising health care bill, 
CHE [consumer health education], with its emphasis on education and motivation 
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of the individual and better individual use of the delivery system, must now be 
recognized as a top priority in the national commitment to health promotion. 

Some members of the Task Force pressed for a different, more policy-oriented 
approach for health education. These concerns were acknowledged and even supported 
in the report, just as social pressures were also acknowledged. The Task Force, 
nonetheless, made its priorities clear. In response to the appeal for the alternative 
orientation, the Task Force warned (40, p. 24), 

However, there is also danger in pushing this view too far. Overemphasis on 
broad policy issues to the neglect of more traditional individual instruction could 
lead to  loss of identity for health education as a profession. . . . [I]f health education 
is to  survive as a profession, rather than just a movement, or a philosophy of life, it 
must acquire more precise discipline. 

These remarks indicate that the Task Force members are keenly aware of the political 
constraints that impinge on the growth and prosperity of a profession. They should 
also caution against placing too much faith in health education efforts. While there 
are dissenting voices in the profession’s hierarchy and probably many more among 
its rank and file, the profession seems bound to conceptions generated and sustained 
by political expedience. Indeed, a movement is precisely what is needed to free health 
promotion activities from professional and political control. 

Similarly, the National Consumer Health Information and Health Promotion Act 
of 1976 is concerned almost exclusively with modifying individual health behavior 
and encouraging “appropriate use of health care.” In providing for support of com- 
munity programs, for example, funding is mandated only for programs which promote 
“appropriate use” or which “emphasize the prevention or moderation of illness or 
accidents that appear controllable through individual knowledge and behavior.” In 
another section, the statute provides support for “individual and group self-help 
programs designed to assist the participant in using his individual capacities to deal 
with health problems . . .” (49, quoted in 40, pp. 841-842).’ The ideological themes 
noted in the Task Force report are now ensconced in law and constitute national 
policy . 

One other policy consideration, following from my earlier remarks linking the 
victim blaming ideology with the reordering of expectations and the attack on rights 
and entitlements, needs explication. Those remarks are in no way intended to imply 
that access to more services, regardless of their utility for improved health status, is 
a progressive position. Medical services as a means to maintain health have been grossly 

‘Throughout this paper, it has been implied that self-help groups are the product of a victim 
blaming conception in that they expect individuals, often through small groups, to  extricate 
themselves from their plight. But even though many self-help groups are diversionary in this 
respect, others have been part of a larger political movement. The women’s self-help movement 
is an example. It has challenged professional authority over women’s lives and has provided 
personal experiences which were useful for developing more far-reaching conclusions about the 
politics of health. The demystification and transfer-of-skills strategies have also encouraged some 
activity of a more political nature. Many of these groups emerged from people’s sense of alienation 
from the medical system and from the strategic ineffectiveness of other movements. An on-going 
discussion of the politics of self-help can be found in Social Policy over the last few years. 
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oversold. As Starr comments about irrelevant services, “it makes no sense to add more 
where there is already too much” (12, p, 55). But universal, comprehensive, and 
unhindered access to effective and necessary medical services through a national 
policy which strengthens the public sector, ensures an equal distribution of medical 
resources, and removes all financial barriers must remain at the center of a progressive 
health strategy. Comprehensive national health insurance is an important step in that 
direction. According to Starr, “a critic like Illich argues that because medical care has 
made no difference in health, we should not be particularly concerned about access. 
He has the point turned around. We will have to be especially concerned about 
inequalities if we are to make future investments in medical care effective” (12, p. 52). 
The argument here is that medical expenditures are presently distorted toward 
unnecessary and ineffective activities which serve to maximize income for providers 
and suppliers (50). Political conditions favoring an effective and just reallocation of 
expenditures are more likely to develop in the context of a publicly accountable 
system which must allocate services within statutory constraints and a politically 
determined budget. In such a system, political struggles against special interests, 
misallocation, or underfunding will obviously continue, as will efforts to achieve 
effectiveness and responsiveness. The concept and definition of need will move to 
the center of policy discussions. With all the perils and ideological manipulations 
that process will entail, it is better that such a debate take place in public than be 
determined by the private market. 

Further, viable programs of cost control must be formulated, first as an alternative 
to the cut-back strategy, and second as the necessary adjunct to establishing effective 
and relevant services. Technology-intensive and overuse-related sources of inflationary 
costs are directly related to the problem of ineffectiveness as well as to iatrogenesis. 
As Marc Lalonde argues for Canada, if “the cost of present services will go down, . . . 
this will make money available to extend health insurance to more services and to 
provide needed facilities, such as ambulatory care centres and extended care institu- 
tions” (p. 37). Certainly, such an outcome is not assured; but the prospects for 
obtaining more essential services are enhanced with the reduction of unnecessary ones. 
Health workers would also be more supportive of cost control measures if they were 
linked with a development of new jobs for services more attuned to people’s needs. 

CONCLUSION 

The ideology of individual responsibility promotes a concept of wise living which 
views the individual as essentially independent of his or her surroundings, uncon- 
strained by social events and processes. When such pressures are recognized, it is still 
the individual who is called upon to resist them. Nevertheless, an alternate political 
understanding, directed not toward individuals, but toward relations among individ- 
uals, will profoundly influence the politics of health in the coming period. The 

and industrial assault on health is becoming too grave to be ignored. * crisis characterized by an increasing involvement of unions, consumer groups, and 
environmental activists in confrontation with the “manufacturers of illness” threatens 
to extend far beyond the normal boundaries of health politics. 
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This politicization of environmental and occupational health issues suggests an 
erosion of the power of medicine to function as a aversion from social causation. 
This may be occurring even though overall utilization of medical services continues 
to rise and the hope for medical deliverance remains intense. The failure of medicine 
to contain the new epidemics is a partial explanation for that erosion. The cost crisis 
also leads to an ideological shift away from medicine. Given people’s expectations and 
political pressures for protection and extension of entitlements, a justification for 
retrenchment must be offered. Thus, people are told that they rely too much on 
ineffective medical services, and they must think instead about prevention. However, 
to the extent that medicine is delegitimized, its traditional social control function of 
individualizing disease through the biological model, and of providing a “technological 
fix” as a substitute for social change, is also weakened. As people come to understand 
the limitations of medicine and technology as a means to better health, there is in- 
creasing potential for the development of a movement willing to confront dominant 
interests over the systematic denial of health. 

The ideology of individual responsibility poses an alternate social control formula- 
tion. It replaces reliance on therapeutic intervention with a behavioral model which 
only requires good living. Like medicine, the new ideology continues to “atomize 
both causation and solution to illness” (5 l), although now that ideological function 
is performed outside the therapeutic structure. 

The success of such an approach, however, is problematic. A deinstitutionalized 
individualism cannot perform as an effective social control device in a technological 
age. For this reason it is important not to overemphasize the abandonment of 
medicine. If cost control and other organizational reforms can be successfully im- 
posed, and the provision of services divorced from popular demands for rights and 
entitlements, medicine may again become more amenable to dominant interests. 
The continuing utility of medicine will come not so much from a newly found 
effectiveness, but from its potent redemptive and other social control qualities. 
Although medicine is not the only institution capable of performing such critical 
functions, the therapeutic ideology will remain the “paradigm for modernized domi- 
nation” (52, p. 8). Through masking political relations by calling them medical (31), 
and through the technical definition of social problems, medicine provides an insti- 
tutionalized form of control that the concept of individual responsibility cannot. 

Finally, although the victim blaming ideology is linked with the attack on 
medicine, there is no inherent reason why the celebration of a “reformed” medicine 
and notions of individual responsibility cannot coexist. Each counterbalances the 
weakness of the other. Even as the attack on medicine gains popularity, a reintegra- 
tion may be under way. After all, victim blaming may let medicine off the hook 
as well. 
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