B “"‘ 1 Bbtainus ntonae

L .. e e
b A .

B P LA

NOTICE °

oy gy v

The quality of this microfiche Is heavily dependent upon the
: quality of the original thesis submitted for microfilming. Every
: effodhasbeenmadeloenwremehlghestquamyolreproduo-
tion possible. -

It pages are missing, contact the university which granted the
degree.

o Some pages may have indistinct print especially if the original
pages were typed with a poor typewriter ribbon or if the univer- .
sity sent us an Inferior photocopy.

rl

o v
Previously copyrighted materials (journal articles, published
tests, etti.) are not filmed.

Reproduction in full or in part of this film is governed by the
Canadian Copyright Act, R.S.C. 1970, ¢. C-30.

- .« |
| “THIS DISSERTATION .
HAS BEEN MICROFILMED
EXACTLY AS RECEIVED
N I ’ PR
v e - -
w-smioens /e - /v . - '
/ S S
‘?}I r,oe v

Canadian Theses Service  Services des théses canadiennes L ; S
Ottawh, Canada ©
K1A ON4 .

o

THESES CANADIENNES,

AVIS

La qualité de cette microfiche dépend grandement de la qualité
de la thése soumise au microfilmage. Nous avons tout fait pour
assurer une qualité supérieure de reproduction. ’

§'ll manque des pages, veulllez communiquer avec I'univer-
sité qui a conféré lé grade.

La qualité d'impression de certaines pages peut laisser a
désirer, surtout si les pages originales ont été dactylographiées
al d'un ruban usé ou si l'université nous a fait parvenir
une photocople de qualité inférieure. ’

Les docum‘éntsqul font déja I'objet d'un droit d'auteur (articles
de revue, examens publiés, etc.) ne sont pas microfilmés.

La reproduction, méme partielle, de ce microfilm est soumise
4 la Lol canadienne sur le droit g'auteur, SRC 1970, ¢, C-30.

. LA THESE A ETE
MICROFILMEE TELLE QUE
'NOUS L’AVONS REGUE

* Canadi



N 2

P *nx"-owtm-; oy

) ]

P

Tl N ke S

&, PRy
)

b

o pmtam

. . )
= ;9
‘e w .
. . o % LA

The Sdcial Impact of ‘Communication Technologies in
‘Health Care: Intervention and.Patient Empowerment

) &

Geoffrey S. Gurd o h

r

A Thesis
in
The Departaent
of

// " ' Media Studies
~

Presented in Partial 'Fulfillment of the Requirements
for the Degree of Master of Arts at
Concordia University
Montréal, Québec, Canada .

September 1986

~

C. Geoﬁfrey,s.ﬂqurd, 1986

”

-



, -
TR EIT Demay
B

‘ “r e, Pl e e
\ e i g P g g
.

oA

Permission has been granted = L'autorisation a ®&t& accordée

to the National Library of 3 la Biblioth&gue nationale
Canada to microfilm this du Canada de ‘microfilmer
thesis and to lend or sell tette éhése’ et de préter ‘ou
copies of the film. de vendre des exemplaires du
. , film.

The ‘author (COpyright owner) L'auteur (titulaire du droit
has reserved other d'auteur) se r8serve les
publication "rights, and. autres droits de publication;

neither the thesis nor . ni la thdse ni de longs
extensive extracts from it \extraits .de celle-ci ne

may be printed or otherwise doivent 8tre imprim&s ou
reproduced without hls/her autrement reproduxts sans son
written permission., autorisation écrite.’ .

f

; . ISBN 0-315.»32235..7

LT . "'
. B . . [a% %

N &

-~

NN

e




=1
"

. e
T

5"

b‘l
L33
-
o 2B ey e

S o v g ot

& dar e

SRR SoaFodr iy,

R
T Pt hid

‘4

" ABSTRACT .

'The Social Impact of Cpl-hnication Technologies in
Health Care: Intervention and Patient Empowerment

Geoffrey S. Gurd

- .

«fbe evaluafion of the Sioyx Lookout telemedicine expefi-eht
is assessed in terms of the authors’ querlying assumptions
about technology a-teilnent\and modern technological-
medicine. Varioﬁs critiques of medicine and technology are
then used to ;;pport a broader definition of health and a
more co-prehedaivg approach to the study of social impacts of .
a communication technology. Finally, tyese new assulpggons

are reviewed with reaspect to issues of patient empowerment in

4

the Sioux Lookout region.
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® Introduction ,
B . rd
. .. -

This thesis is a préducg of thinging about the social
mpact of new co--unicgtion technologies in the Canad@an
iea‘lt‘h care system. Beginning in the early 1960°'s in the
United States (Filep et al, 1975), and in the early 1976’- in
anada (Picot, Roberts & Gurd,'1384), a number of experiments

were conducted using communication technologies such: as
3

‘satellites, two-way video, slow-scan video and more recenl[y .
~videotex andveolputerq to solve some of the problems of ‘ ! ‘ ‘
health care delivery to rural and remote regions. The . . R
succesp'of some of these government-funded projects has led
to permanent idstallations~bet;een urban and rural health . .
facilit{es. guch of the innovative work that wasvdong is
gradually c;-ing into widespread use. For reasons which w111 "

be discussed shortly, the time is ripe to critically examine
{ .

this injection of yet another dose of technology intb the

health care system. . . -

The application of communication technologies.to solve

' apparent problems in health care delivery seess on'one level

3
YA

to be a simple clinical proble; and solution.  In order to

study the ramifications. of these applg}ations at the level of{%//\J““

1
A

practice, a specific Canadian site is used to illustrate the =

. e

clinical practice and to focus on thg various problematics
that are involved. 1In the Sioux Lookout Telehealth

experiment,, which connected remote native communities in ‘'
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Northwestern Ontdrio to two Toion@f hospi tals, patients were
enabled to stay more often in their communities to réceivé
medical E:eatlentw rather than having to go South away from
theit;falili;a (Dunn, Conrath & Higgins, 1983). Clearly from
this ndrrow focus, on what is essentially a tranaportation
problem, patients and gealth care professionals thought that
ihe‘co;nunication link was useful. Sinilar}yk health care
professionals in the renote’f&gion were able to stay more up
to date on new medical treat-enfs and procedures, The
communication systenm hélped to remove some of the
geographical barriers contributing to their profesaional
isolation. Clearly the idea behind the telehealth ex?ehilgnt
was to maintain skilled persdne1 in the re-okg areas,\or at

.\

least transport the necéssary medical ékﬁertiae to thq*‘

region. ' ’

One incident in the Sioux Lookout telehealgh experiment
raised a general concern about the involvement of patients in

this process. A female patient was transferred from Sioux

- Lookout to a Toronto hospital. After being there for a week

or so, she annoqnced thatat?e felt better and wanted to
’ = )

return home. However her medical condition made such a rapid:

Al

fecovery seém‘unlikely. A nurse at the Toronto hospifal

. suggested using the telehealth system so that the patient

could see and talk to her family.' The patient was relieved

, &
and reassured after talking to her family. She then admitted

that she was still quite sick.” This incident was labelled by
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‘fhe researchers as therageutic connunicat{ona (Charbonneau,

1982). This kind of'cénnunications was not. anticipated by .

¢

Fhe qesedréhers in the &eaign of the experiment. This

episode triggered a more general concern with how patient

autonomy and empowerment are represented and constrained ;hen

new COIIUDICBtl’n tgchnolog1es are introduced into the health ‘*7

care.systenm.
<

A .review of all Canadian telghealth experiments was ,

recently published in The Canadian Telehealth Sourcebook

N (Picdt, Roberts & Gurd, 1984) The evaluations of the
experiments were based on slnxlar clinical considerations as
" the example above. Typically the experiments were designed
to test the technical capabilities of the communication
‘system to duplicate, as much as pggs}bie, the existing k ‘ g .
relations between doctors and other docters and nurses, and
_ between nurses and patients, ' .

In all tLese experiments Shannon and Weaver's 3
mathematical model of communications was the underlying
assunPtion as evident in the dominant concern with distortion
'in the communication channels. For’exanple, ihe reliability’i,’
of ; dia;nosis based on black and white slow-scan video
images of xr;:ys was compared to viewing them in person on a
stand;rd x-ray viewing box. Also two-way video and audio
connections were used to enable doctors to. examine p tiengﬁ .

-~

distance. While'exanining patients at a distance

!




’ (telédiagnou%s) was clearly not and could never be the same
as an in petson exanmination, atie-pta were made using -
/ elactronic thermometers and ltetﬁOlcopel as well ak the
~» assistance of ihe attending nurse, to come as close as
' possible‘to . providing the ;uality and quantify‘of inforlatién
that the dqcfor needed to make an accurste disgnosis. Thus ;

o} typicul‘teghnical[.gdical problem was deciding whether or not

: colour -or black and white video.pr;vided sufficient
information to diagnose a 'skin condition:
° . “&t also see;ed that these telehealth ?xferi-ents werey o
constrained by several explicit, or wore often, implicit
assumptions about wha; is health care~delivery, what is the
role of technology 1n nedicine and other asaumptions. The
experiments appeared ® operate with an 1lplicit acceptance ’
- 'of the, status quo in medicine. The focus is a decidedly
narrow clinical one. The evglnations failed .to place fhe )
social impact of communication technologies in a broader
historical and social COnEext. and therefore left a number of
importent queufii:: uﬁ%nuwered or irrelevant. Were there
s > other waym(to solve.the perceived problem? What were the-
sassumptionst behin& the choice of the technology? Who made )

" that.choice? Anoﬁ did these choices determine how the
technolégy will be used? Could the communication s

technologies have been used to achieve different, purposes?

And finally, are communication technologies just another

N

.example of the medical profession’s emphasis on .technological

- N\~
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solutions? L )
R “ ’ LN

A concern vwith the broader soci@l context withjn which -

©

. communication technologies and health care deciaions,opbrafe
¢

»

ligggﬁleen quite unmanageable. Where does one draw the

boungaries around possible influences? One way to do this is

>

to focus Oon social impacts from the patients’ point of view. !

~ .
It is evident from reading the reports of many Canadian

’

telehealth experiments, that it is the.health professionals

.

who are supposed to benefit from the introdhction of
sophisticated communication technologies. The assumption is

that the patient will reap the benefits of better health ca;e‘

Al (l} A
from better@orned health care professionals. Why not !

at

explore the possibilities of patients using a telehealth

system to inform themselves? Why not explore whether or not

patients could bé more involved in the design and !

[

implementation of a telehealth system which operates both as_
. | . .
an Jjnformation channel and as a communication channel?

. It is clear that the telehealth experiments were studies

of specific technologies as molutions to apecific health care

delivery problems. Presumably the iongvterm research goals
were to discover which technoiogies worked well in which

~ »

.situations’. 'These series of micro analyses/experiments were

\
~,
quf‘\J/ dgsigned to‘discover\Broqd principles about the social impact

of ﬁ:; communication technologies in the health care system.

- ——. —— ——————— — —— —— s

1 See R. Porter's article "The patient’s view: Doing
medical history from below" (1985) for a justification
for looking at the patient and away from the doctor.

—
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‘Howeves the %ailure of any of the telehealth reports to

Lib g j!'{*v}',%

seriqgsly consider any larger social questions, criticisns’og‘

-

problgms weakens their generalizable pringiples. The

clinicnl model of reality is re'trictive and narron. It

l'periously constrainf the broad predictive powers of 4

generalizable principles. In fact there are a series of
problelat1cs about the relationohip between: technology and
social structure, between medicine and society/soc1a1
structure, and between technology ‘and -edicéne which‘need to
be addressed. Funda-entally, then, a broad recb(nition of
thﬁueco;onlc, political and 1aeolo¢ica1 asoupptions
influencing the 1ntroduct10n of telehealth ‘technologies ' in
the health care system is needed for two re&aons; /

First of all to show that social 1npacts do not freely
occur, but are 1nstead constreined and channeled by different
pressures or forces, with var;ing'integ:ities and iipo?tanbe
over time. For exalple doctors have control, along éith
adiinistratbns,‘over the qelectinn,and purchase of medical

P

technologies. It seems quite fair to sgete that these

" purchases of technology }eflect not an onjectfve statement of

%
need, but more complex 'reactions to the driving force of

technology -in negicine and aocgety, end the power of the
ledifal profession. ‘Secondly, as already stated, yhe notion
of patient empowerment requires a broader understanding of
the laero'forces which determine tne poaainie impacts of &

. T
specific ‘technology. Thus, to continue “,th the above

L3
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be diséussed‘in the next chapter:

#

here arer}our overlapping areas of concern which will
the different explanations
- . 7

for the relationship between society and its technology‘ the

',fideolokical, politiceal 7n§ economic basis, of Western A

scieytific medicine, the relationship between technology and

. z .‘ .
medicine, \and the discourses on new communication

techno}‘gies and the "inforlétion&society".

In chapter one an sapproach for studying the relationship

C

between technology and society or social structure, as well

L3

h

‘as the 1nterplay ‘between economic, polltlcal gnd ideological

factora that effect the social impact w111 be examined with

part1cular attention to the work of Jennlfer Daryl Slack

-

b

v

Some of the historical conditions for the present day

dominance of modern technological meédicine will be elaborated

:?ainst a backdrop of broader critiques of science, medicine

and technolog 2s—found in such jourrals as tﬁE-Ragical
¥ :

Science Journal,

-

T

International Journal of Health Scienc 8,
- .

and Social Sciencg_énd Medicine, and as'evideﬁﬁ in the work

of I. Illich:” Also the i-porta!ge of techﬁglogy fn medicine

will be eiploreda

The present day use of technofogyiin

medicine seems to indicate an established Yeadiness to

experi-e‘nfand i

ovate with téchholdgyu

lTuus»co-lunicatfon

12



b A .

practice of medicine. . . .

~

! s o .
Next the currént fascination with communication

technologies will be explored on ihe assumption that the |,

v A ’

rhetoric about tpe uses of these technologies is' . misleading

and an influence on the design of telehealth experiments.

«a

The analysis of the so-called néutrality of -the technblogiés

]
and its applications is relevant to the idea of using or not
» N v Y :

using-tﬁe technoloéies,to d&velqp incréased personal‘autonony

and e-pow;r-ent. Is the rhqﬁgric of the information age a

constraint on possible inté}ventions? . gl
Cha;ter two is- an analysis of the Sioux Loockout

telehealth experiment. Clearly the only way to substantiate

. /
the macro analysis is to connect it to a specific site. The

@book Evaluating Telecommunications Technology in Medicipe
c

(Dunn, Conrath & Higgina, 1983), which details and analyses &

|

“four year research project undertaken bf’tﬁe Universities of
. ’ : :

Toronto and Hafbripo. will be aﬁéiysed. In addition'to this
. text:, fhere are 13 journal articles on difflerent aspepts'of
. [ .. ’ . 4

the study which will be consulted when necessary. In

-

- particular, this chapter will examine the underlying hotiéns
of-technologi\éssess-ent used by the aufhors; their tacit .
. \ N w ] . . ("
f@psunptibns about medicine, and the relatipnship bétwgén the

bl

fechnology assessment appioach and the authors assumptions

N ¢

about mediciné. i
Finally, iﬁ\chapter‘three,'an pnalysis of possible

. 7 . . . , ! '

points of intervention for empowering patients will be

' e . L

1l *

»
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_g;ucuisid.* The ana:7yis of chapters one and two should help

to ipdicite which. f ofﬁ are open to reinterpretation,

)

. . &
repositioning or change. Finding a wuy to ittervens in the

social system in ordar to lyatelatically or. puryosefullyo

change social relationn and atructures is recognized as 8 .

difficult and no doubt" idealistic proposition. However it is
) N - ’ B )
a tas® worth engaging in, if only to see that change is

small, incremental an#,dff*icﬂlt{

K.

-
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Chapter One '

~

The social impact of a telehealth system needs to be

broadly considered, fro- the point of view of patient

‘ enpower-ent, through multi- layered analysis of the direct

Hou {s this complex analysls to be acconpliuhed9 First of
all, detailing the relationship and :trengths between the

different forces requires ad.qpproach which can clar{fy the
vrelationship between.technology and society. Secondly such

an_evaleation“needs to alloy for a number of levels of

analysis to intereact with varying strengths and over varying

periods of time. I

s de Kadt (1982) suggests ‘a.field

of Eonplex internction;'

‘Michel Feucault's The Birth of a Clinic (19f3) is one °

example of the kind of/approach that is anelx}ically‘usefu¥.
‘Feuéault examined the interplay bftween econo-ie,'political
andiideological factors during a critical 70 year peried in
the development of -edicel thought. in France in the 18th
century. He contends that "medicine made its appearance as 8

clinical science in condltions which define, together with

[4 e

its hietorical possibility, the donain of ita experience and
- A
.the structure of its rationality." (Foucault, 1973, p- XV)
_Foucault’'s multi-layered analysis does not proceed in a

linear fashion, linking events together in a two~dimensional

“
.

and indlrect econo.ic, politfcal anﬂ ideologiqgl influencesf

14
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chain, but rather relates diff?rent factors with differing
strengths together ?n.what Seems more liﬁe a three-
dimensional médel. However, while Foucault’s aﬁalysis is
historically inter;sting and no doubt a brilliant analysis of
events and structures whichkre still do-j.nant todgy, the
approach used by Jennifer Daryl Slack is both more current

and ioqe_clearly structured.

™

Jenﬁifef Daryl Slack, 6 in Communication Techﬁologies and
Socieﬁx (1984a

es that there are basicalfy three types

of analyses use ‘*&delcribe the relgtionuhip ﬂetween

techﬁology and s;ciety. The;e are: the technology aisess.eﬁ% |
approach (TA), the alternative technoloxy approach (AT) and
the Luddite response. ERach kind‘of analysis has its

strengths and weaknesses. However each one,‘by itself, is
insuffiéient to describe aliathe complex, overlapping‘factorﬁ
involved of to provide an adequate basis for an’intervgnyion/

on behalf of the-patient.

¢
TA is the mqost widely used type of analysis; It is
accepted by governments and industry as a valid tool for -
predicting-the impact of & technology. However %A Qoea not
assess the whple technolog&, but ‘Just its effects. This

approach is not an open-minded evaluation of a %echnology for

tvo rgasons,/firsﬁ because it does not question the

: t

.underlying assumptions and intentions integral to the

development and introduction of the technology. Secondly, TA

leaves out thé social, political and ideological context

!

/



12
within which the technology is broh(ht forth. TA limits its

‘analysis by emphasizing uninfended. indirggtvor delayed

,ﬁwvr-gwm T

effects while ignoring or downplaying the 1ntended and direct

e !

effects. This approach recognizes the unintended effects .
only in order to defuse resistance againat the introduction
of the technology., The éperatibnal assumption is that the

planned for technology is a correct solution, aubjéct to

.
e e o e et

ironing out a few difficulties which might hinder its
adoption. Thus the .embedded assumptions about social

relations and control remain .unquestioned. As Slacklstntes

-

Pwe are not made to hnder-tanﬂ technology as part of the
4 . 1

¢ “' mocial-order, - only as something that is used Sy'the social

order." (Slack, 1984b, p. B6) A more balanced interpretation
. L : A

7

of TA would, as Raymond Williams ntateg,,”reltore intention

PR e T ™

to the process of rqsearch ang develoﬁnené,“ (Willians, 1974,

p. 14) Thus, it will be clear later that if one disagrees '
: with the underlying a;su-ptions of Western scientific

medicine, its uses of technologyiahd specifically ‘ ‘
lconlunication.techndlogies, and its itructu;al arranke;ents.
then one will prpbably not be content with the resulting

technology assessment.

Two concrete and tyﬁical examples of TA in medicine and

2 3 . .
the centrality of technology in medicine are represented by
\ . . ‘ o ’ . R
an,often cited book Toward a Rational Technology in Medicine
. 2 (Bants, Beheny & Willens, 1981))\:nd a recent article in the

Canadian Hospital Association’s journal, Dimensions in Health

. L)
‘ . ) *
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:;fects and costs ov the pug}ic served by the technblogy and - '//
loﬁitériﬁg its uselin ?ractiée to assure formance with the ° //
standards and criteria for high quali£a chgtw”TE;;)zf’& ///
Williams, 1984, 'p. 10} Thus élinicaipefficienéy and cost //
effectiveness represent a*linear causal model. TA, as ///

: répresqntea by the ;bove article, d;lon;trates an emphasis. on |
the éffeét of the technology.. ] ‘ ' R ’;/< ) . -

o o . ' ' 13 N ‘
o .

Care titled "Assessing and diffusing today’s.medical ‘ : .

- 7

technologies". The article’s opening paragraph trumpets the

“.past. two decghés as a "period of triumph in medical

technology” (Hanley &‘Williall; 1984: p. 10) Advance; in ' .
molecular fecpnology, -icrochién. drugs, and artificial )
materials have all contributed tolthe‘téiulph. According to \
the authors, ‘"technology aisesaléﬁts occur at thr;e levels:

deter-iﬁing the unique and relativg cnntributfons of

technology. in clinical practice, masessing longer term

A d

Since TA, as it is presently uhde%gtood gnd applied./
cannot provide the necessary brond perspective, it need?/lg
be used in conjuncti;n with other approaches. The //
alternative teéhnology (AT) approach suggests that /A
'"technology can be made to serve a just society nééely\by
alté%ing\the uses to which the technoloJ& is pué:h (Slack,
1984a, p. 30) The danger.of this ppsition is ‘that technology

is assumed to be neutral, if not autgno-ous.- It is anly the

uses which are deemed good or bad. For example Ivan Illich .

in Limit to Medicine (1976), and in Tools for Conviviality




social organization beeaus§¥of the social relations of

n. - - ) - ’ 14-

(1973) says that the criteria for judging a ‘technology is.

wheiﬂer or not it is convi@iel. Thii epproach, especially as

argued by Illich, is a celpelling one. It suggests the
possibility for real change through interventions in how
technologies are used.. Further-ore thil approach recogn}zea
that social ntructures and values effect uses. fhua the AT _
approach opens ‘up the possibility of criticizing who’ ia using
technology as well esuits actual uses. )
However there are some lilitatiqen t&fthis approach.
AT's "focus on us’e tenda to'ignore the sfructure J? the
technologies and the extent to which those steuctures are
intezral to the social relations of productions responsible
for their appearance."™ (Slack, 1984a, p. 38)" Thie means that
the strqcture of a technology -ight‘suggest certain forms of

[

prvduction which were esse ial to the design. An example of

-

this approach is Mike Cooley’s Architect or Bee? (1980).. He

‘“examined the impact of computerized drafting equipment on the

worker. He analysed computers as a means of production, but

x

viewed in the context of the ideological, political and
cultural assumptions of society and enpecially,tpéae of the
owners. of the means of pfoduction. His cgitiqqe includes

comments on modern ‘Taylorism’ in the workplace, and the

'underlying assunpt1ons ahout how work should be organized.

Cooley wxsely stated that "there is a tend@ycy. therefore, to

make value judgements about given technologies based on what

A4

v
[
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. they might achieve, rather éhan on what tﬁgy have already
;1’§“achieveduand are liyely to’céntinue to achieve within a'given'
:econo-ic. politital and social franeuork.“‘(CQO%ey, IQEQ. pP.
35) R
Thus Cooley pointsl;o,thg failure of the AT‘approach to 7

clearly )Tstingqish the intentions and strudtures built in to

the technologies. This blindnpo}'thus wgako&i any arguments
fashioned from the AT perspective. The AT apgzoaéh can
- . .considervnew uses but remains é;nstyained by old intfntiona. .
Thus a thirq type of analysis is n;ceaaarylyhich li%it allow

\

for‘critic1sn of the intentions designed in to technologies.
E ) ~ This is the Luddite approach. 2 It is suspicious of the

structures of technologies, as well ‘as the social structures

: within which the technologies emerge. The advantage of the
. N .
Luddite approach is its broad and deep critique of

N -

contemporary society. In the health care system, for
example, it would allow for the complete rejection of a

technology as well as the underlying assumptions which
N .

support the introduction of the technology.
Both the TA 8nd Afiapproaches do not normally consider,
that a technology is simply bad or harmful. And even if they

" did think this, their responses would be to e%iher change the
AY

lunintended effecfs or consider .better uses. The advantage of

the Luddite approach is that a technology can be rejected

outright before it enters the marketplace or becomes éiﬂely .

2 See Robins, ‘K. & Webster, F (1983, 1985)

&
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used. However this farely‘iappens in practice, It

thing to make a ?oryjdnble analysis and anoth iing to
gffect a positive rejection of ap undesirable technology.l .
In'ter-s of a cgitique of the health care aystem which
ugulg place a greater emphasis on patiént elpbwer-ent‘and
4

autonomy, the Luddite response argues against the status quo,

againht -ore‘thhnology. un& against the i-Bqlances of the
existing doctor-patient rblati ;shig. A Lu@dite analysis
ecomes a critique of the medicalization of uoci;ty and the
priveleged position of doctors. ‘
_The proﬁlei with the Luddite approach i; that it tends
go lu,g together the technology and nopiety: What is good or
Sad‘iéout one applies equ;lly to'thélother. For example
Jacques Bllul,t}h The Technélogigal Society (i964) and
grogaganda (1965), deab}ibea the homogeneous relationahip%

between technology and society and between propaganda and

society respectively. His all encompassing Analfsia does not

-’

allow for any kind of inter‘fntion bepauge everythiné is
reéucéd to either ‘technique’ or ‘propaganda’. By Ellul’s
?efin;ﬂfon..the social cannoét -be outlid;‘of or -neutral- from
technique or propaganda.A Thus'the only kind of intervention

which couldxbgcué has to be initiated by outside. agents of

change. . A Luddite analysis, which might reject a telehealth

. IS

technology ‘nd the supportin "social structure at the same

time, suggests an anal} hich does not recognize the

possjbilityfof increlehtal cbangéqior solutions: It sﬁ}gesps

. . .
. . . R
B . - \ . s
> . . N .t
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'\\f an all or nothing attitude. S .
indtviduelly the TA, AT’anq Luddite approacbén all have
.positive and negative vaiuea. Taken togethef they fo;n the
balilcfor a powerful analysis of the social impact of. a . )
telehealth iyate-. A study .of a tplgPeglfh system which .uses
these three‘types and levels of analyses can lead to a
variety of possible interventions. Therefore the
. relationship bétwgenltechnology and society must be seen frem

a péint ;;$g§ew which, incorporates all three }inda of

analysis. ~ K '

B TS

’ v For example Michael Goldhaber, in writing about

. sy

microelectronic networks in workers organizations, suggests
A tw? different outcomes. -The first outcome is that workers®

v

. organizations can u@& licrocoiputers to orﬁanize and ini}iate
‘nationwide collective bargaining but still,withi; the
egfating capitalist structure. Thi{ is clearly the AT
approach. Secondly Goldhaber states that capitalism -iﬁhg
not continue as we now understanﬁ it. ngthinks that there

- is the poasibility for the birth of a ;ew“sﬁcéety. Although

- his proof of " this po%sibility is weak if not|ai-p1y wishful
5 thinkihq. Golahaber’q suggestion that the social structures
b ‘ might change is basically a Luddite anaiyg}s. He b;lieveP
. that the social structure has to change in order ‘to allow new
' uses to emerge. Hha; is fnport;nt here is how he sees the

relationship betueéh these two possible outcomes. "The ~

second describeas the social vision that may. inform the

hd 1
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political tactics quggqptéd'in tﬁe first, while the first

) " ans of ;truggle fhat might be neéeasary to -ak;

the d%ééyd a reality.” (Goldhaber, 198;, p. 228) °
Goldhaber's statement that an ‘AT and”a Luddite fesponse

might bé colple-enfary‘brings up the importance of causality. ;

He‘suggests a relationship between the micro and the macro ’

j'“"levelégggp well as between the structure of technaibdies apd
the strézg;re of society. g% order, then, for three .

A}

different. approaches to be uaedrt? construct a paint or
¢ points of intervéntidn, there nee&s to be a common sense of
‘ .causality. F;r exa-p;e,'elponering the patient might involve
using exiuting.teehnologies differently or rejecting hﬁe -
technological fixes iﬁ nedicine,in'favgur of political or
economic solutions. ‘ t . "

‘Jenﬁifer Dary} Sléék‘(l?ﬂdq, 1984b) has described how

thg TA, AT;.an& Ludgite app;oaches operate with different
ideas about causality. There are two kinds of mechanistic .
cauqality, simple énd.ay-péo-atic: as well as expresaive;and'
\ struq?ura] causality. The -echan§sti; conception is-defiﬁed
as those "causes and effects (that) are discrete and isofated
objec?g, events,'or conditions that :§ercise effectivity
externally. Botﬁ the cause and the effect are self-contained
‘and distinct from their environments, as is the cause-effect
event." (Slack, 1984a, p. 53) Simple gauéality then assumes
that "c -nunicnfion‘technologies are éonce{ved of as
autonomous causes whose appearance produces ineyitable

-
L

&
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results.” (Slack, 1984a, p. 56) Or as Raymond  Williams

suggests, simple causality is a kind of technological

[

determinism.

@ Thus Slack argues that the Luddite gfproaéh is based on

an asgPlption of simple ééﬁyality. Tﬁchnélogy is netther
good or bad, to be uc;eptéd or 'a-a;hed'. Similarly ;one
alternative technology writers like Ivan Illich use a value

- such as conviyiality to accept ;r reject a t;chnoloky._
I1l1lich’s underl}ing ;ssqution is that the technologylip

neutral and autonomous. The other problem with thé

mechanistic view of caus&litﬁ-is that i% cannot explain very
much. It can only ieally describe discrefe, individua] '
events in an ahistorfcul and- asocial ﬁr;ces;.

Symptomatic causality goes :ﬁl ttle deeper than éiiple‘
causality by suggesting that the sofiilled_gutononous
&echnology is acted upon by tﬂe social sy;i;i oﬁgp'it
) nppéarﬁ. While the techno&ogy might astill be considered as
gbeingeneutral, the‘%ﬁcial syste; is‘bo;. Slgck'defineu .
‘sylptOIatic causality as {'the effectivity ofainsfitugional

forces on the technolog;.once it has appeared.” (Slack,
1984a, p. 58) This view of causalf;y is used by the AT and
TA proponents. Thus the AT approach would encoufa}e ‘
agruct;reu which would allow for new uses. While the TA
approach would examine the unintended effﬁfts of a technology
in its interaction with institutional forces. However |

neifher the simple nor aympto-ntié‘types of causality examine

- -

Moo . *1\
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, . the process of inventionaoy'inﬁovatiou. How, for example, is

. a'telehealfh technology developed? How does it come to be
used in certain wayt_and ot in others? An analysis using
Athe sflptoietic causality apprdach‘r{;its'any possible
interventiqns, if eny, to the pe;iod a?tgr many i-ﬁortant

. deciqiens have already been made. To overqo-e the

I P

limitations of possible interventions requires an approach

, i X &ﬁhich ecan critique the social l{rqcfuﬁ‘ and act before the
§ ~desired effects are blocked out. . '
% - ‘Techeolpgy can easily b: seen as cauuel, as ove, ' “
? . howé;’r it can also be effective ‘'as explained by the Cli
N " .

expressive and structural anglyees of causality. Expressive

-~

causality "linkas technolpgies, as both cause and effect, to
the ,society within which they emerge apd exercise

effectivity." (Slack, 1984a, p. 64) Technologies are not

[y

neutrai, but embedded in social relationships, in the social -

control or context of institutions.  For exa-ple,'in the work

-

) ‘ of Jacques Ellul expressive causality characterizes technique
. : . .. N

s the essence of society. Technique-is both cause and L

4
7fect, However Ellul 'does not exp131n how technique becale

donlnant. Rather "the very structure of colnunication

technologles,‘as well as their content, is an expression of.a R
‘ ; ‘totality expressed by tech%ique." (Slack, {984a, P 68) )
‘ | ,Positink such a totality makes any k;nd of interven:ioni - ‘L
inposaible«short of, as'was said before; $utside

intervention. It seens that some k1nd of 1nterven£ion is
. 14
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more possible (f the totality represents a specific social . )
configuration rather than an abstract essence.’
, Raymond Williams' work, which builds on more of a -

- Marxist concept of causﬁlity, is" less obviously in the same

4 o, it * -
ey IR [GAaat == DO
.

o ‘ categpry éf expressive causality as Ellul. Williams is in

the expressive causality cemp, but in a unique way. His
reapprhisal of the base—auperstructure -etaphor is a valuable
addition to,fhe understanding of the relation betweqp i

technology and society. This relationshiﬁl in a Marxian

,)\. «oenarlmen o WIS Ao TR TSI T
»

Enalysié, is represented by the base-superstructure metaphor.

" Economic activity determines the totality within which ‘ i E
‘ L _technologycis both caua;)and effect. The totality“in Western
iﬁduatriq@ societies is, of cour;e} capitalist~connodity;
#relations. Typically one of the problems with the base-
auparatrugture‘relationship.iy‘itn inferﬁreéition of a
uniform, one-way, determined relationship between the base
. and the superastructure. Williams 61980) suggests a new
'interpretaeion of thf%ﬂrelationship in an article titled
. . "Bﬂée and superatructure in Marxist cultural theory". He’
states that the base is more active .and less yniform than ﬁs
. simply suggested by the ;;tion of ‘productive fces’. He .
N L ‘ favours afwider definition of the base which refers to "the
pri-afy ﬁroductign of society itself, and of men {Be-gelves{'
late;{al p;oduction and reproductibﬁ'of real life." >
« . .t (W{llia-a, 1980, p. 35) Defined thip way, the base is a more ' ’
’ ‘(qctive process which alsq;g-pli;s the possibilities of

P . v RN
qd. A Y L4
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! - ' fluctuations. Williams states that the Jase is pnot reflected
100 percePt in the luﬁérdtrhctu{e; but is qualified by delaya
in tiig. technical cpéﬁfgcation-. and indirectness. As well, s
ref{ection ig;-bre accurately a -ediaﬂion.between thé\b;le
and superstructure. Williams’ interpretation includes a ,
reevaluation of Grals;i‘u conéépt;of hegelgny.' He uses thé
term to describe another way of .viewing the dominant social s
structures. 5 ‘ )

According to Sladk, Hilliaﬁ%’;ndepytggde~£hatﬂa "social
formation iy made up of practice;P:leaningu‘and Yaluos that,
as poihted out earlier, are doninﬁnt ;nd ;fféctiv?. In and
i théough these practices, le;nings anq values.lindividuals ;ct;
in the world with intentions, interests or obJect?ves.;
(Slack, 1984&,'p. 745 ‘Williams uses the term hegemony to
describe the dominant s;cia} structure. He "vo&ld propos; a’ i
model whiéh allows for tLiq kind of variation and
cgntradiction; its set'of alternatives and i{is procéss of
change." (Williams, 1980, p. 38) Wiliiams' position avoids
the &rawbacks of -Fchanical and sy-ptonatjc causality. The
distincfion.that Williams makes between residual aéd elerxent..
forms, both of alternative and oppositional culture, is a
fuller attempt to explain the'co-p{gxity of an;‘culture or
social formation. ﬁ ' /?\S? ! | .
° ’ Yet Williams is still in the expressive éaulality camp

and therefore .limited i; his analysis becagse he focuses

primarily on internal chanies4withiq society. Slack states

\
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tKat "the essence of any social formation, or totality' is

2 : . .
what Williams calls the structure of feeling:“,(slack, 1984a,

s ' J
p. 73) As Williams himself says "In one sense, ‘this i
. . .

structure of féeling is the cudture of a period: it is the

' pa}ticular living result of all the elements in the gcnerai

9

1
'

. configuration or dynanic.".(SIack, 1984a, -p. 75)

qrganizatfon:" (Williams, 1961, p. 64) ‘Slack argues that the
‘structure of feeling’ is coterminous with culture, totality—

and social for-atxon Therefore, Williams’ position confirms

+
that "any and all phenomena are mere expressions of some

“inner essence, be that essence an idea, ideal, social

The problem with an ex;nesnive cansalik; pcsition i; that
any rea}.change requires-chnnging the' underlying essence of
tbc’uocihl orden."ﬂow does one change such an abstract
concept a-‘qcnencc? It is really too all enconpassing‘a
concept as we saw with Ellul. The way out of this proble- is
through utructural causalxty. It is bnned on Althusserian
structuralism, “Which under-tahds ‘a correspondence on three
E@yela;’the economic, the political and the ideolog}cal. with
tne basé:gnpenntfucQure netapnor. Society is a social whole,
bu; not an ekpreasze totality. It ia "constituted in the
relationahips inlnnd betweéen thre; levels; the ccononic,‘thq_

political and the ideolcrgical." (Slack 1984a, p. 83}

\The econon1c level’ls conposed of labourers, the means '

i 0
-

of‘production and the non-labourers. The ' pol1£ical is

essentially’the institutionalized power of the State,” that is

A

! - N . -
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the legal system and the political ;yutel. Ideology, still
-Being considered from the A;buéserian positioﬂ, is a "system
of represeatationg endowed with an hintérical exiatence and Q
role within a given society.” (cited in Slack, 1984a, p. 85)
"The three.levels ... cpexia£ within a complex structural
uﬁiiy in'yhich they are both relétively autonomous and
dete;lined in the last instance by, the economic." (Slack,
1984 a, p.‘86) Or uubﬁillians states the base-superstructure
metaphor should be replaced by "the more acgive idea of_a
'field of mutually if also unevenly'deiernininﬁ,forces."
(Hiliia-s, 1980, p. 20) . )

To summarife so far, perhaps the most importani point

about the structural causality po%ition is that "a '

“technology’ s relationship to socfety. its relative autononmy,

its position in the structure of doiinanqe‘nnd therefore its

identity as both cause‘and.effect are all uuﬁject to
o ) .

, historical specificity.” (Slack, -1984a, p. 90)

Applying the gtrqptural approach to the iqtrodbction'of

connunicatibn*tephnblogies in medicine suggests two -afor

N
~

fields of arguments, that of critical health care research
and critica1~éo-nunication resear;h. These two broad area&
will be fused.together through their common interests in

-~

quéstions of epistemology, power and interventionist
strategies, as well‘aa their common emphasis on tgcgnology.
Thus there are two parallel analyses 6f the structure and

larger'problenﬁtics"of contemporary Western technological

49
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Iodicfne. and notions of a co-lunications or informatien

revolution.
@ .

There is another level of aualyais in addition to the
integration of fhé critiques of'-eéicine and communications
technologies which runs throughout the thesis. Harold Innis’
{1951, 1952) idea of space-bindlng and ti-e—bind1ng
con.unioatio;s is'critiqal.to_an uppreciation of the i-paota
of a communication system which in effect transports
information, expertise and"in a larger sense a structure of .
social relatiouship; from the’ urban medical centres to remote
con-unitie;. The distinction between whether the
communications system is predominately spaco-binding or time-
binding has an impact on possible interventions. Thus if, eas
it oee-s,to be true, the éele-edicine system is space-
binding, then any po;sible iot;rvention uight need to
consider how to make the system more time-binding.

Now, to undersiand the present day preatige of medicine,

its proficlent application of science and technology, fts

rhetorlc of llfe—ﬁav1ng profess1ona11an and the prvaleged

~ social;bosxtlon of doctors, requires a brief reviey of the
. / ' °

social history of medicine: (Starr,.1982; Brown, 1979; Stark,

1982; Ehrenreich, 1978; Hamowy, 1984; Reverby & Rosner, 1979;

4

Coburn, Torrancé & Kaufert, 1983)

-1t ia generally agreed that doctors in the 19th century

~

had poor incomes, few real skills and 11tt1e public authority

o

or credibility. This was 8o because scientific knowle?ge was

.

[y
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inadequately develééed at the time. Or as Starr suggests
"the dream of'feauon“ began to unfold Hhen.itl1rationulity
could be based "on elaborate systems ;f specialized
knowledg;, technical procedures, and rules of behavior."

(Starr; 1982, p. 3) However up to at least the mid-19th

century North American medicine was delivqred by a mixture of

lay healgra, quacks, and semi-professionals, and

-

professionals trained in Burope. During thia'p?riod,
_.linetgen;h cedtury'-edicine to;k its unique

tharacter i:génerica from the dialectic between
‘profgssionalisl and the nation's democnatic culture.

' Physicians. tried to raise their’at;ndards, dignity
and priveledges through -edicalxschooln, aoé\etien
"and licensing, but the openness of the qociefy and

::Jthe ambitions of their.fellows subverted their efforts.

(Starr, 1982, p. 54) .

]

" The stalemate between the apparen} conplexit& of
medicine and thé public desire for a common sense
understanding of.neQ?éine was broken by the end of the 19th
century by the rise of the clinical methods described by
Foucault (1973).- . .

Observation, a kind of clinical impotence, turned to

examination then finally to intervention in the body. With

. this changing perspective of the body and of the cause and

s

I
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,tramsjtion, vhen the traditional forws of mystification had

" professionalization of medicine could only come when they

27,

effects of diseases came a gradual rise in/medical

»

iﬂstru-entalil- and specialization. Star ‘refers to this as
the ‘eclipse of legiti-ate complexity’. "The democratic

interregnum  of the nineteenth centruy was a period of

3

broken down and the modern fortréas of obJectivit& had not
yet been built. " (starr, 1982, p. 59)
. It was the period between 1900 and 1930 which saw the
fuller' development of scientific medicine, both as a
technical discipline and as«the basis for a -ovenent'}owards o

political control, and especially licensing procédures. ‘,

Richard Brown’s Rockefeller’s Medicine Men (1979) provides a .

broad, neo—naréist aqalysis of this period in thks yniﬁggt
States. Much, but not all, of what he describes applies
. g P i
equally to the Canadigh expeiiqpcefL Brown's main thesis is
. - . l' 4 ) .

that the development of scientific medicine was actively

sought by corporate kapitalian. "The completéd

developed an ideology and a practice that was consistent with
tﬁe ideas and interests of socially Qnd p&litically dominant
groups in society." (Brown, 1979, p. 71) Scientific medicine,
required expensive laboratory technology and full-time
European trained instructors. The costs involved favoured
the yell—endowed schooﬁf such as John Hopkiﬁs, Harvard -and’
McGill. Fundamentally though.ldh;t tirned the tide “for the

-edical schools that survived this period‘were the generous

&
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" .endowments of the Rockefeller foundation and thése of other’

very similar to that used by David Néble in America by Design

.
. . .
‘ " ~
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%

wealthy indusfriaiilt like the‘CQtnegies and Mellons. Less

' L
well-endowed schools were forced to gloseudown because they
8

had neitﬂe; the latest t;chnology'nor the apprbval of the
i?dical societies. |
Brown ergues that the function of the promotion of
1cientific nedigine within the capitalist 9ar9digl wnnlto
divert‘aitention from the evils of industrislization and
defuse the protests. of rQ%icaIized @nligrant worqun. "The
-edica{ profession thus ;ccepted theé capitalists definit&on
of health as the capacity to worki: (Brown, 1979, p. 119)

Fundamentally, then, social problems begané‘nedicalized,and

place@hin thé hands of professional expertise and
management. 3 #
Brown’s,baaic thesis is conpel}ing if only because he

‘.

cleaf1§ rejects the idea that technology and
industridlization act as universal detérmining factors.
(although he could ﬁg‘accused of aee{ng capitalism as an

v

universal determining factor) Rather he uses an épproach
(19?7). In fact, Brown and Noble's books are parallel
interpretations of thg rise of acience and technology in -

medicine and engineering in the United States. What i;

-Yiporgant about both interpretations is the idea that

n
__________________ —-—
& r

<

., 3 See R. Numbers (1982) for a review of the development
of medical historieaﬁi The works of Brown and others are a

recent trend. . .

.
-
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technology and social relations are interrelated. As Noble =

states, Ptechnolbgy is thus a social process; it does not V.

simply stimulate social development, fro-Qoutside but, rat%gr,
constitutes fundeamental social de;eloplent in itself." /
(Noble, 1977, p. xxii)

Canadian developments were not significantly different
from those ih the United States in the early par£ of the 20th
century. «* The growing cont;bl of tﬁe medical associations
over licensing, educational requirements, tLeadevelogpgnt of
fee schedules and the internal conflicts with other heafth
care professional? wete equall§ édvident in the Canadia?‘
eiperieﬁce. Ronald Hamowy’s Canadian Medicine: a_stu&x in.
restrictive entry (1984)'providq$ vaiuable historical data onv
these trends, although ée fails to link up social and

¢

political events in the .aame manner as Brown, Noble and

others. -

,The brief historical picture Preiented above of how.U.S.
and Canadian medical care systems developed their dominantt
clinical emphasis and political power ﬁas beenﬁtreated more
egtensively by other authors. -The historical sketch was -
provided in order to place the following discussion in &

perspectivef

The steady growth of the medical professions’ real and

imagined expertise based on science and technology and its
, 4 See Blishen (1969), Crichton (1976) Soderstrom (1978)
and Coburn, D’Arcy, New & Torrance (1981). Q

-

o
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Justification ‘for itts dominant position in the health care

industry sparked a number of radical c;itiquéSwof the wholQ\

ingustry%in the 197035. These criticis-stare certainly still

+

valid today, Bécnuse the roots of diléonten} are still there.
If anyihing the ;pplied sc{ence and technology yhtch
constitutes the practice oficonte-porary -edi;}ne is more
powerful than ever; both as ipstrulente in agd'qf themselves
and also as tools of-the qedi%al apparat;s. '

. ‘ o -
There is a growihg body of literature which is _critical

4

. - &
of both the technical and socisl aspect& of medicine. Some
of the typical problems .identified in this literature-are:

the social construction of medical knowledge versus a |

\

‘naterialisf;sciencé, the problematic of professional

do-inancé, quentions of the real effgctiveness and effiéiency

of the health care delivery system, as we%l as fundamental
O

questions regarding what is health, who defines i} and\:;f
pays for it? All of these recént approaches attempt to ‘deal
with the monolithic positivism (pptimism) of modern

.
x

technological medicine, to show that ‘the clinical practice is
related,to larger social and’ economic concerrs and vice

. . \
“versa, and .perhaps to offer concepts of health' care which

might openmthe‘door to alternative practices based on notions

\ e N .
of patient empowerment through self-knawledge and autonomy.

\ .

These movements, while often highly polemical in tone, do not

wisli to wipe out the existihg preventative g§\curative powers
of modern medicine, but rather to rebalance the health care

4 . . L

b



professional-patient relationahip, and to reassess the

relationships between technology aﬁéjsociety, and medicine

and nociegy. Therefore {he proponents of & social ‘ﬁi

v

constructionist view of medicine

4% +

'
o

Refu;e to fegard medicine and technical medical

knowledge as p;e—given entities, separate from all

ot@eé hu-an“actiJ;ties. Instead, it i; argued tﬁat
medicine-is to be seen as a highly specialized domain of
social practice‘and discourse, the limits and contpnts
-of which are themselves set @? by wider - but not )

separate - socialipracticea. (Wright & Ireaéher, 1982,

P
)

. p. 10)
¢ . .

‘Maay articles in the last deca?e kFiglio, 1979;- stark,
1982; Radical Scienmce Journal:Collective, 1981; Waitzkin,
1974, 1978; Carlsoan1975;'Doyal 1;59. 1984; Berliner, 1977,
1979; Young, 1977; Kelman, 1975; Navarro, 1976, 1980, 1983,
1984) have mapped out the various liberal, radical, feminist,

marxist and aca&enic»aociologists' positions o% the relations

. of medicine and society. Most of their positions r'cognige a

connection between the clinical practice of meldicine and the
, e A

social structure which surrounds it. However there is a

general tendency ‘to view the interplay between the clinical
A | ,
and the social as somehow predetermined by the larger society

«garticularly capitaliat connbd%ty relations), contrqlled in

—_
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an overt manner by professionals (usually just doctors), and

ideologiged’as the medicalization of society. ;.

o - The limitgation of many of these criticj;ni is that
generally they are correct in looking at the deeper
connections between -egicine and soc%ety. HowSV;r their

‘reduction of everyfhing to beihg u;&ipately determined by

$
cag}tal's'coilodity r a@ions is to use an expressive

causality approach and /to be limited in one’s'énaiysis. Thus

. §
& i -
a typical Marxist approach calls for the oyerthrow of

’ -

capitalism, an unlikely proposition, Yet at/the same fine it

seems obviéus that these larger factors have some impact on

health cafe ﬁn general and on Particular Qiiesrauch as Sioux

Lookout.

Thus the Sioux Lookout:.zone hédlth care and social
’ .
system is, despite its relative isolation, somehow the
product of'-any histqricql,.longterl trends such asg the

. technological emphasis of modern medicine, the particular
[ .' . A

role of 40ctors and their relative monopoly of knowledge,
4

state funding arrangements, and for the purpose oftexploring.

a communication technology in health.care, the rhetoric and

promise of the negr}nfornation technologies.
"Most social historians andxcritics of medicine have’
tried to'explain how medjicine developed its emphases: on

individual medicine over public health: on strict clinical

2 . \ i
Pcaﬁaality over broader notions of social cayﬁality, and on

scientific medicine over social medicine. _E;pTEEilx/Xé is

£ ~

L
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stat that the development o KQAicine‘s acientifié base and

1

.'thus its legitimate complexity grew in parallel to the

.
-

development of £apitalism.

s\

“

The critics of medicine are at the wame time explicit or
implicit critics of sdience and technology in society. (Rose

&t Rose, 1976; Hales, ‘1980, .1982) Thus Foucault’s clinic, the

=~ real world of medical practice, is the msite where the

effiéiency and effectiveness of science and technology are
brought into play. ,It is on this terrain that medicine ‘
_'justifies its advances in terms of its reasoned use of
applied science and technology. And fﬁgﬂanentally, although
. not exclusively, it i; the doctor who is the mediator between
science and technology, and life or death at its extreme. S
In other w0rds‘this is the ‘base’ of the,base-superstructure

letaphor;

One could argue that the base as primary'productive

forces canvb:\hnalyzed in two parts. *First there is the

e
broad, lived experience of the health carensystem, and

»

secondly there are the epistemological assumptions of

- » -

medjcine which support the clini¢cal medical practice and'greﬁ
functional to the practice g%“-edicine and to notions of the

)
“medicalization of society.

v

At the clinical level, technology a;sessment types of.
[

« studies have evaluated the introduction of medical téchnology

o am e

. S The rhetoric of this position is well represented by
the McGill University Dept. of Medicine’s slogan for its
public lectures, " From the bench to the bedside".

L] P -
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and prq}edureuﬁ This is a critical point in the critique of

~ s

‘medicine because the justification for medicine and

professional dominance of the medical profession rests on o /i
. o

precisely this point. -

Richard Taylor’s Medicine Out of Control (1979) is one

of three examples of a contemporary critique of clinical "’

medicine. Taylor states that,

Unfortunately, many doctors still éyuate ‘high
technology’ with ‘what- is possible’ and further equate

this with-what is necessary end desirable. Most of these

new technolagical ‘advpnces’.have been uncritically

r; nccgptgd as efficfeﬁt and superior to previously used

£y

-ethds and have not evéh been subjected "to proper 5

scientific }edical scrdtiny let alone to psychblogical,

social and economic analysis. (Taylof, 1979, P. 106)

»
e A rq::

Taylor goes on to describe-the proliferation of‘coponafy '
care units as scandalizing. He states that these units are
full of both ubecializgd technology 'and personﬁel. However,

. R

' these units, according to clinical studies quoted by %ayfcr, ,

~

_are no better at k&eping heart attack victims alive thenm if ‘

—

thgy reéted at home. The fact that these units are popular,

‘and even seen as successful and therefore nquaiary for every

“hospital to have, kfs to be attributed to some other factor
. 7 - .
thdn clinical effeetivehess. Taylor, while recognizing the y

< ~ . . ' . 4 o
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ierger causal connections,

< oA Y P IR R

retreats however to a call for

better- technology assessment procedures. His is a call for -t

more rationalization' of and about technology and elinical

PO
-

-~ . practice. is position is identicel to that of Hanley and

Williams (1984).

R 0 VY

The underlying assusmption is that thére is

Taylor, as a typical

%‘ nothi;i intrinsically wrong with modern technological,

% ‘ . lédicipe as long as proper clinical studies of usefulneas and ’
.% 6' . 'effectivenese are underﬁeken before wiJe-preed‘adoption and

? < implementation, and fo!loued by audits.

i

: liberal critic, falls into a TA position with a notion of a
H . .

neutral technology.

Medicel Rractice should be assessed

o
e
.

t

internally qgalhst an obJectlve standard of rationalization.

Taylor would like to assume_that since medicine is, besed on . -
Y
objectioe ecience,

.
R e o s
4
~

that medical procedures and technolog1es

which do not weet the above cr1ter1a would be rejected

Fundelentally Taylor implies that a TA approach containe a

)

N ooy

moral or non-technical vantage point which would allow a ‘ ‘

: * technology assessment to be Judéed rationally. Moral o
’ : . .

. .+" reasoning would restrict scientific rationalizations. -Moral

reasoning has to appear to be‘rational’im order to make
. ,

Jugge-ents on technical and social problems while remaining

detached from them.

Titicalness which is reduced to equating technology
, Vd ’
assessment with clinical effegtiveness. And %3 will be seen

in chaptef two, this is a common assumption in TA studies.
° L [ :

. Thomas Mckeown’s The Role of Medicine: Dream,mirage or

e
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“theme is that "misinterpretations of the major influences, _—

He .is inportaﬁf for a number of reasons: as a catalys; within

:,the latter book established I1lich’s prime target: "The '

y 36
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nemesis? (1979) is often cifeq in the literature. His ggaic

P
e R -

particularly persgnal -edicalgcare. gn pﬁst and future
improvements in health has led to misume of resources and
distortion of the role of medicine." (Mckéown, 1979, p. 4>
He cites the work of Rene Bubos (1965, 1979) and Ivan Illich
to supp&rt his thesis. chKeown makes the argument that
environmental %actors have played a more important f@le in
the incidence of disease than is normally recogniigd.

¢

The other author who I wish to discuss is Ivan Illich.

the oritical .comeunity, as a critic of clinical medicine and
ﬂ’ * h

most i-portantly"as a critic of tﬁe ngdicalization of
A

society. s y

In 1975 1llich’s Medical Nemesis landed like a .
terrorist’s bomb in the medical world. World-wide response
to his searing critique of Western medicjne led to Limits to ~
qfdicine %n—1976. The openinghljne of his intéoduction o£°
iedica; establishment has become a major threat to health"
(I1lich, 1976, p. 11) Through the use of a type of

echnology asses;nent methodology developed in a earlier

book, Tools: for Conviviality (1973), Illich struck out to °

depystify modern medicine’s effectiveness and purposes.

His intention was to "allow the layman effectively té

a1

reclaim hiﬂ}own control over medical perception)

L

]
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cla;sification and decision-making."” (Illich, 1976,‘p. 12)

) Illichlthought that gcientific, technological medicine had ) )

reached its limits and. was counterproductivs’i% the health of
populations. "It must now be uhderstobd that what has turn;d

health care into a sick-making enterprise is the very

intensity of an engin;ering‘endeavoﬁ that hﬁb translated . .
human survival from the performance of organisms into the 4

result of teéhnica] manipulations." (Illich, 1976, p. 14) ) ‘

In Limits to Medicine, Illich distinguished three - ! 1

' N B
levels of the health gare epidemic; clinical, social and ' ‘

cultural iatrogenesis. Iatrogenesis means "induced ' ) ‘
J/

inadvertently by a physician or his treatment." (Webster’s, ,):
1980, p. 561) For the moment, though, our interest is with

Illich’s critiqhe of clinicallnedicine.,'dlinical

-

iatrogenesia.is cohcqrned with medicine’s ability to cure

disease and also to cause disease. "Clinical iatrogenetic

I

disease comprises all clinic;l conditions for which remedies

physicians or hospitals are the pathogens or sickening y
3 Y H -

\ .
agents." (Illich, 19786, p;‘36) As examples Illich refers to

the unwanted side effects of drugs, unnecessary surgery, e

x

di;abling'non—diseasea resulting from the treatment of non- ‘ ¢
existent disease and medical malpractice. The common myth

that Illich wished to deflate is that more medical care \
L3 © I , . v

equals better health.

‘ :

»

"The changes (in health status) are dependent variables
¢ . ¥

of political and technolagical transformatiois, which in turn ‘ . ?

3 .- ~ €
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university hospxtals.

-expertise of science.
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are reflected in what doctors ?ay and do; they are not

significantly related to the activities that require the
status andlcostly equipment in which the‘healéh :

(I11ich, 1976, p. 22) S

I1lich argues that the situation is cleareat when the

argument is pushed to its extreme. For him the litmus test

of technology’s role in health is in the large, urban

These tertxary care facilities are the

lost expdgsive to operate and equip, have equally specialized

i

and exﬁénsive professional .staff. Statistically most people

now die ‘in hospitals. It is within theae\faéiljfies that.the

deninl of death is waged with the toola of tec

(%

ology and the
"In a complex technological hospital,

negligence becomes ‘random human error’ or ‘system

break&own%, call&uanesa bec

‘scientific detachment’, and

i:fo-peience betomes a ‘'lack of equipment’ ' (Illich, 1976, p.

>

39)
That is the basic sense of Illich's arguneﬁt about -

clinical nedicine. Moat of the critics of Ill1ch quibble

‘r

over specific examples of effectlve or 1neffective'

techanues, And while he

while missing his broader points,.

quotes from reputable sources such as the New England Journal

of Medicine, his argument is more powerful than just a : \

critique of clinical medicine. His two other levels of

»

iatrogenésis, social and cultural, will be examined, shortly,

byt first the other half of the clinical dilemma,
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epistemology, will be éxplgred. .
"Identification of medicine or medical khowledge posed

.ﬁo diffigulfiea, ;neeediii'was aelfievid;nt: medicine was

¥

what doctors and their ancillary workers did; medical '
knowledge.... was simply what was transmitted through medical

schools or diffused by the professional journals and

el
-

textbook{;" (Wright & Treacher, 1982, p. 3) . : u \\
. This the public’s general underdtanding of medical ' ‘

ass&nption nd epistenologf. Apd this benign definition or

sitpation rest on a number of less explicit asu;ptions;

"Medical kﬁowledge yah distinctive because it was

v

characterized Ey\two particular features: it was built upon{i\
" J\ N K

" the findings -of science; and it was effective. Its .
ccien%ﬁfic foundation was i!portant because ;edicine'drew
ﬁfo-.it the saléApriveledged epiqééiological status ihat was ”
usually accorded sciéncé." (Wright & Treacher, 1982,-;: 4)

“Thus medicine is assumed to be a science. its determinants "

are primarily biological. It’operaﬁes with a biplechanical,

materialist view of man. "Diseases ... were natural object:D

) whiﬁh»existed prior to and independent of their iso}ation or

‘desﬁgnation by doctors." (Wright & Treache{, 1982, p. 4)

Thus science and medicine inyﬁpveq tpe syastematic
uncovering.%f'the mechanisns bf life. It is ay;te;afic
bécﬁype it is based on techniques of scientific method ana‘

rationality. All that this suggests is that in the final

.analysis, the social context is g;nerally rendgred ?rrélevent

-

¥
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to the practice of medicine. As Treache;,ahd Wright have
suggested "it is that the social forces - whethqi much
attention was given to ghel or not - were assumed to be self-

evidently distinct from medicine."” (Wright & Treacher, 1982,

p. 4-5) * )

Continuing for the moment with the dichotomy between

objective, instrumbntal scientific ruti&nality and the social :

w§r1a, William Leiss has argued, in The Domination of'Nature

»

(1974), that to trace this division between science and the

social we must begin with Francis Bacon. .Leiis‘thought that
5 “

Bacon was the initiator of the idea of orgahized acientifif?

v

reaearch%//}acon ﬂelieveh that{“religion and science were
engagéd in. a mutual effort to compensate for the damage

incuréing as a result of the eﬁplusion from paradisé."
- & -
(Leiss, 1974, p. 49) Religion was to deal witp the loss of

moral innocence and science with the loss of domination.
Thus Leiss states that Bacon’s clear separation of natural
knowledge and moral knowledge became an es%ential connection

in modern thought. The importance of this éeparetion became

3

apparent when the norél authority of religion witheredqﬁWixy

-~

leaving qn .science as man’s sg}vation on earth. Therefore

s

Leiss argues that natural knowledge and its methodological

1

corpus are Jo-inaté undercurren@a to not only iodefn science,
[

but al to modern life. Imparti&ldty, objectivity,

detach:jzzjlanalytical rigour and so forth are both the

desired qualities and the ground rules for conducting

I T s Z Ed
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scientific redearch. ‘

R

The lingar progress of lan'n-pcientif'c discoveries,

. -~

dhétheé real or imagined, gradually camé¢ to rely on

Lo technological instruments for probing the world. Stanley

', Reiser’s Medicine and the Reign of Technology (1978) is an

. example of the history of medical technology told as the
unfolding rationalization oﬁ‘science and medicine. Reiser
: traced the development of major diagnostic technology, {uch

¥

, as the microscope, thermometer, %ncreased knowledge of

) §nc£ériélogy and biological chenfzfry, x-ray devices and
microchip bighnoiogies. The author concluded "that modern

.‘.ed{cine ha; evolved to a point where giagnoagic gudgenéDQs
‘based on ‘subjective’ evidence - the patient’s sensations and
the phyalcian 8 own observatffn of the patient - are being

‘ supplanted by judge-ent basegjon objectxve evidgnce.
produced by laboratory procedures and by mechanical
electronic devices." (Reiser, 1978, p. IX)

Leiss’ basic argument ih thus supported by Reiser’s
‘well—known, typiéal history gf medical technology. Leiss’
';rgu-ent‘goes on to state that the domination of nature is
really the do.ina%ion of man. ,Sci;ntific rationality is used
explicitly by some intgre;ts in society against other parts
of socieG} or acts as an implicit f&Qndation for modern
society’s position of dominance. That is, there is a

. . 4
. dialectical relationship between instrumental rationalisnm,

. . N
s " science and technology and the soc¢ial life-world. The

N

S

T g
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-

relationship between these two dynamic forces is evident in

é

the~p:act1ceiof medicine. The application of'nEEehce and
technnloty in the real world is the production, diatribution

and conaunption of -edicine, knowledge and expertise.
[ Y
”Inforlation prov1ded by the strictly empirical sc;ences

can be 1ncorporated in the -oc1al 11fe~wor1d only through 1ts
bechﬂical utillzatxon, as technical knowledge, serving the
expansion of our power of ;echnical control." (Habermas,

1970;‘p. 52) Habermas' statement poiﬁta to ‘the importance of

studying the application of technical knowledge in mediline
4!1 v
in' relation to larger notions of social congyol.

What Leiss and othqrs have described is8 not only

operative at the clinical- level but also interacts with, and _

r

-ia suﬂs}antive to Illich’s two othgr levels: social ‘and
cuitural iatrogene;fs. : ¥

"On the second level, medical practice spon;ors sickness‘
by reinforciné a morbid society th%@ encourages people to

<become consumers of curative, préventative,’industrial and

environmental iedicine...Second level iatrogenesis finds its

- ~

expression in various symptoms of social over—ned1calizat1on
f

that amount to what I shall call the exproprigtxon of ’

o~
N

. health." (Illich, 1976‘p 41-42)

Illich calls for political‘change asﬁa solution.to
technological medicine’'s epidemics. Yet the development of
modern medicine is based on scientific knowledge and

P

instrumental technologies. The legitimacy for the existing

6]

K|

o
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social relations between health care provideri and health

43

consumers is based on the supposed advances of sciencé“gnd .

technology. Therefore, the substance of clinical medicine as

‘dream, mirage or nemesis’ is critical to the working of the

[N

cultural and social levels and the reverse as well.
"When the intensity of biomedical intervention crosses a -

critical threshold, clinical iatrogenesis turns from error,

accident or fault into an incurable perversion of medical

practice. In the same way when.pyofeasional autonony .

degenerates into a radical autonomy and peopie~are rendered

ilp&tenf to cope with their milieu, social iagrogénesis

becomes the main produci of the medical organiiation."

(Illich, 1976, p. 50) . , - -
Other authors are in gqneral agreement with Illich.

Elliot Kraus; in Power .and Illnesslk1977) states that the

ie@icalization}of life "afiqesyfrOI two sources: éhe growth

of technology in medicine and th;*cbntinuiﬁg power, status -

and profit not%ves pf‘physicians." (Krause, 1977, p. 117-118)

o
arc Rénaud sees medicine as a microcosm of capitalist

: .~
society. "The general argument has been that capitalist

<1 - »

industrial growth both creates health needs and
institutionalizes solutions to those needs that are
compatible with capital.accumulation. The key mechanism in

this institutionalization is the medical engineering model

¥

which transforms health needs into commodities for a specific A

economic market.' (Renaud, 1978, p. 118)

v ) N

~
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The medicalization of society is achieved through‘l
variety of technical, ecogo-ic} organizational and social
factors. Since there is a complex interplay of factors, it
is not easy for Illich or other authors to pinpoint a role.

b

for technology in isolation, let alone prescribe limits to

.the use of technology that does not also suggest limits in ¢

other afeas as well. Yet it is clear that the ledicplization

" of society revolves Qround doctors, hospitals; and technology

i, o
in both a metaphoric and geographic sense.

.On one ;evel I1lich is COqcerned with the industrial

baqg of Western industrial medicine. On another level; he is

concerned with basic definitions. of lan,'healfh, illness and

‘disease. Thus social iatrogenesis<designates "all

~ AT

impairments of health that are dug precisely to tho%e socio-
economic transformations which have been made attractive,
possible or necessary by the industriél diape gi?lth éare has
taken." (Illich, 1976,_9: 49) On the second level, Illich,'
like‘Leiss,‘statés that mgdicine presénts itself as value—
free. "The Qimorce between medicine and morality has been
defen@eé on thl gro;nd that medical ;ategoriea .. rest on
scie;tific foundafions‘qxenpt from moral ;vaiuétions."
(I11ichi’1976, p. 55)

These‘two apparenily different levels of ana(Ysis are ’
connected for Ill}ch becau;e the basii for a. limit to

ascientific medicine and a limit to rampant industrialization

are moral ones. It seems that for Illich and many other



s
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© Ay “v':’,i““’?«"

~ .
writers concerned with the ethical vacumn brought about by

rampant technological expansion, that a moral counter-
movement needs to be asserted in orger.to establish li-i;s

and reestablish mans’ control over his inventions. Thud the

2

visions of reality. In a similar way an emphasis on patient
. 4

AT and Luddite approaches reveal the existence of.alternative
autonomy providea/g/

‘new direction for research ‘and action.
¢ . ‘
%

]
.

Here are ty6/other quotes which further ‘illustrate that
Vs .
Illic%'s concern for values and constraints is now part of a

much larger débate. 3

i

"The contemporary movement in medicgd ethics in part

askg physicians who control a powerful technol

&

ogical store of
£
‘therapy to consider, as the ancient Greeks~did,’the limits
“imposed on ther;pehtic underta

kings by the biological -akeup
\\

of man and the moral and theE;peutic conseﬁuencea of

'accepting these limits.”

{Reiser, .1978, p.

!

53)
"ToQay science is under attack because it has lﬁﬁg?d
after means and been blind to ends.
objective we would be healthier.:

If health had been the
objédctive.

But health has not been the
The oﬁjective has beén technique,

Jacques Ellul
described the dichotomy in The Technological Society when he
. ‘ A

pbinted out that the elaboration.of technique and man's

}nability to control the technblogy he has/éreated is due to

our failure to understand‘how to change the underlying.

#
assumptions fronxwhich we work." (Carlson, 1975, p. 156-57)

L}

Another reason given by Illich for the medic iization of

2

B
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e

:1life is economic. Iliich is interested in how -qch~-oney is

more and better he€alth.care, as if ‘health’ was a coniodity

consumption. The medicalization’ of life is the ability of

' qg . '
" is a growing body of literature which demonstrates the role

46

-

£

annually spent under dqptors' orders, and how the cost . o ;

increases are due to ba& pl?nnint,'t;%hnology and prepayment
o [

services. _The "reason ﬁhy tPese costly medical bureaucracies .
are health-denying, lies not in their instrumental but in

their symbolic functf%n: they’ull stress delivery of repair -

*

and meintenance services for the human component of the mega-
A . 1

"machine." (Illich, 1976, p. 69)

The sy-bolic‘fnqptioq would not stand ﬁp if there was
not some basis to the argument. However, for Illich the
greatet;daﬂgerzis in creating ever growing expectations for
‘rather than man’s adaptation to his enviqonlent.\x

Social iatrogenesis is clearly more than just physicians A

cop;rolling spending or drug companies profiting by over- -3,
& ‘ . ’
health bureaucracies to label behavior as a medical problem.

. Doctors have been dccused of labelling the natural prbcess of

., birth as a medical problem and thus incurred the wrath of

.

various women’s groups. Thomas Szaz’'s Myth of Mental Illnes

broke similar ground in denouncing the medical ‘establishments
power to label homosexuality as mental deviation} Thus there
.whiéh doctors have played in subordinating woi%n. mipority
tgroups and other powerless segments of;society. (Freund,

1982; Illich et al, 1977) -

oW
-
2%
Y



LX)

. -

The unrelenting tiéatlent of any”-edicalized group in-

]

. society is what Victor Fuchs calls the 'teéhnological

imperative’, na-ely "the desire of physicians to do

'

everythlng that he has been tralned to do regardless of the

benefiﬁhéost ratio." (Fudﬁs, 1974, p'60) Or as Illich says,
"the eacayat1on of terminal treatment removes from the
physici;ikﬁwi need to prove the tecb;iqal effecfiveness of '
those rehodrceg he commands.” (Illich, 1976, P. 107)\

"The, place of technology ig\xgdicine - ané-the place of
technology more generally in cohtempor life - provides the
most uiqpifigant obstacle fo the-develop-ent of a reauopable
and linited‘pon?ept of health... In short, the more involved
b;; beconei in making calcglatf;ns a?ddconperisons,‘the fiore
problematic the venture."(Callaghan, 1977, p. 27)

To au--arize 8o fﬁr, it was stated that the applfcatian
of science and technology,’ and the perceived success of- 1ts
clinical applxcatlons gav: rise téf;ocxal beliefs which ‘were
generally éupportive of man's do-inétion of nature. The
critics of Westernvinduattial lédi;ine have suggested that
the basis for ledicineké claims are suspect on clinical and
soci§1 grohnds. and also:that the iedical‘prqfessibn ;nd/or

the ruling elite of capitalism have conspired to usé medicine

and its cloak of expertise to control the population. - At a

" .

minimum, the critics of medicine have suggested that the

broader social events and environmental factors have ‘been
' e LS )
underemphasized and at the extreme perhaps delibeﬁatg}y

-

o
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downplayed. . ; o
= In terms of the Sioux Lookout experiment which Rs

examined in the next chapter, it isi clear that the wedical '

> LY

assumptions of mainstreanm n;dical practice are gperational at

the macro and the micro level. Similarly notions of social

¢

control and the tﬂ?nspoftation of expertise, while perhaps

-not explicitly displayed, form th® basis of the assumptions

used in selecting telehenilth technologiés for & narrow range

o

of patient autonomy.

1
o

of applications.
The purpose of exdmining the critical epproaches to
health care was to reassess the medical system and to seek - o ;

14 .
out critiques which ‘would support a new interpretationngf

hedlth production, distribution and consumption more §n>1ine

Ed

.with a broadér realization of structural factors and notions

. -

4

When medical and connunication‘technolbgieq are éo-pared

3 !

as .to their forms of sécidl organization, it seems that

o

medical technology is more specific to the social

‘

organization of the health care system, than would be
canmunication'tecﬁ%ologies to the same systexw. When one ‘ .
}hinks abah} medical technology, it is clear that most of the

technblog; was specifically designed for use in medical care.

CAT scanners are an example of a sbecialiied and expensive

A
technology for imaging the body. 1Its design function is to

provide computer-generated images of] tissue densities,

= ' -
However gonmunication'tec ologies would seen fo\Be more

- , + g
B »
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‘generically useful. This is because.the notions of e

’%Q' ‘information’ or ‘communication’ apply to medicine and many
other endeavors as well. They are not restricted to'al>
particular industry or profession. This, then, makes

communication® technologies more pervasive and perhaps more

»
damgerous because of their wider possiple usés. The

»

,////”Telephone. which reflects a design intended for person-to~
person calls, can be used for many different purposes from
telemarketing to energencydﬁails. Thus lo:t*%f:the >? a .

5

communication technqlogie; used in the health care system had

their invention and innovation outside of the system. This, '
then, suggests that the social structure of colnunfcg}ion 4
technologies and their design intentions are different from ' 1

medical technologies, while their use values are similar

o

within the health care ;yate-.
In the ﬁrevdous section the nédicalization of—iociety
. y v
‘ was the direct and indirect effect of medicine's place in

society. - In & similar way the '1980°’s are characterized as

N ¢ N
A S

the ‘information age’, the"connunicétions"revolution"and
- ' - ow .
other inspired phrases.\ The discourse on new co.iunication.

- °©
- L]

and infor-atfgn technologies informs us that we are

i

connecting .to the ‘electronic highway’ and in the process

e

*kaining greater access to information that will inform and

' + . -

improve 5ur political and leisure lives.

The idea of an information society (Masuda, 1980; Bell, ~ . ‘j

1973) ia/an_idgology supported and*promoted by the major %

°
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communication conglomerants, to reinforce the continued use

\

and acquifition of technology and ‘oftware. (Finlay—Pelinukiy
1983; $lack, 1983, 1984c) The rhetoric of the computer-

cqnnunications revolution is disguised by expectations for

1

participatory democracy and new electronic communities

spanning time and space. Innis'’ valuable distingtion between
i
space- b1nd1ng and time- blnding communications is 1gnored in

&

this discourse. The indlvidual is presuled to be 1n

control, while the corporations market their information
fechnology and commodities. The individual-is free to ¢
operate within the largely undi;cuused and allost invisible
structure of capital’s control over information. Thus any
critique of this situation is often reduced to la-enting the
gapa.between the information-rich and the infornatlon—poo;:'
Nobody argues that’ the -arket ,ecCOnomy ‘is Wrong, but only thut .

¢

they’don t have the money to partlcipate in it. In a llnula?

v 4 i

way . the idea of the individuaf Being in“control is the basis
for blam1ng the v1ct1n of an 111ness for not having taken

better care of hllself wh1le éleurly 1gnor1ng larger aocxal

fact

such as envxronlentalgpollutlon, and manmade

cafcinogenids. ) . ¥

N

he technology.. (Cartier, qsad) There ‘already. exists a-.

v e s

pére and social service. (Filep et‘al;u1975; Picot,
; - . ¢ ‘

4 .

. 3

e

d v

”
,
¢ ) \ ) N
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ﬁqberts & Gurd, 198;) Computers are an especially practical
?nd powerful technology for alternative pragtiqes. (Haight‘&
Rubinyi, 19B3; Athanasiou, 1985) However computers, as part
of the lafge} changes in the information society, are not.

without their problems. (Solomonides & Levidow, /1985)

[

@r‘ Most writings about communication technologies assume

h

that the technology:is neutral and can be applied to do

. established.activities faster and more efficiemtly. Since
1 @

.
this iﬁ‘the'pri-any reason for intqoduéing communication

. . .
technologies, it. isn’t surprising that the Sioux Lookout

project reflects this emphasis on duplication. What is
duplicated and transported is, at the micro level diagnostic
~ ’ 4

information, and at. the macro level the social strugture~hnd

-

®

relationships of medicine. So while the technmglogy is used
to assess a new way’lo change the distribution df health
care, the production and cqnsunption practices emain the

same. - Therefore the distributiod of health care in a new way

has the possibility of altering the quality of care*but is

always constained by the unchanged production and conshnption

relationships. Thus the centralizing tendencies of medicine
are reinforced through the yse of telecommunications
technolog&es.

There are important parallels between the use of )

information technologies in the home or-at work.‘and their

use in Jpedicine. 'Fundanentally it seems t;:mt any technology

cap be assigned to the medical Q}ate- if it can function &8 a
A
- o~

*
i -
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- tool within the medical di-cq!fse and its assumptipns as
M ) . oy
discussed above. Thus the instrumental rationality practiced
, ~* . .

in a material medicine regquires idltrunents that abstract 4

d —
lived social processes and as an unintended side-effect

o . . ' .
‘ remove them from spcial criticism..

Medicine is an information-intensive discipline, as, are

-

* all the hard sciences in light of the.rapid'expansion of ";
. | ) ) . | .
v their respective knowledge bases. It follows almost.

logically that the hard aciences have embraced and will

4 ‘ ) -

L)

' " continue to embrace™information technologies, and their

extensions, -artificial intelligence, expert systems and

. .
.
o ~

o ) computerzculture. .
{ s . - ' \ . . . ) , . )
/ As was discusseg'above, the medical abparéxqa justifies '
- ' . ;ta exxstence through 1ts clinical praqxxce and’ 1ts

1deological presentation of its benevolent d0l1nat1on of
nature for man. The information revolutibdﬁhps‘a siwilar
discourse which concerns the personal and pélit;cal

. : "advantages of having more infornatién.-(xptzlan" 1974;

. l Pool,. 1983; Science Council of Canada, 1982; Cordell, 3985).
. b i+ The error here is the elphésis on,fhﬁﬁibdividuai at the
& . s expense of social structures. and relationsh1pa.

"

Up to this point the c11nxcal, social and cultunal
- levels of ned1c1ne have been outllned 'along w1th the
- rhetoric of thﬁ&pnfor-atlon revolution. These two pnrallel~

streams are both thqught to have an influence on the “

conception, design, i;pleientation and evaluation of a

}
. .




Ca ' : _ 53
‘ opecific teiehealth proJect;

P YT ) -.‘%?ﬂ@d?
R 4 WEATREE
S

The nert chapterﬂexp}oreu how the underlying aosulgti

of medicine and the communication revoiution i-pact on the
authors’ def1nition of the problel in Sioux Lookout and their
evaluation of the Felehealth system. The elphouis on the

B '; transportation of -edicoi information, a biomechanical view

o ' -~

of man, and profeoaionai expertise falls within the simple

L4

LY ~ Y

that the transportation function is only part of a larger

;proqess of praoduction and consuiption of medical knowledge.

% . -,

Ma T bac s At

‘ « . By reeognizipg this larger connection, it can be soown that

,} _‘, ioterventions on behalf of the pofiént must include a opacef
.for criticizing the brodﬁotion1 distriou}ion and consumption
of medical koowledge as a whole. Thﬁu the purpose of this.
‘chupter was‘to lay the ground uork-for a broader oritiqﬁo

‘whlch could ouppq;t some kind of 1nterventzon The next. {
3chapter placeu the possibxlity for intervention utfotegieq
withih ohe persp ctive of the' nctugl nuse of the

. telecommunication chnology in Sioux Lookout.

casuality of ap uncritical medical world view. It is obvious -

e

e
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. . Chapter two v

1

3 ‘ ’ ’ ' ' .‘J‘
‘ The Sioux Lookout Telemedicine project is a key project - . ';

in the history of Canadian experimenta which used
.con-un1cation technologies to prOV1de cocial services. This
chapter wili beia reevaluation of the project. bearing in mind ‘
the criticisea of the health care indua;fy end the new
?oplunicetion tpchnologies.descfibed in ehapter one. The o
first section will explorefthe eeeu-ptionsxupﬁerlying the
authors’ technology hasesé;ent approac and its consérainta.>

5 3

iy The'nexg section will describe the tacit asau-ptioas hboﬁl
- -edicxne within which the authora operate. Finall? the
relationshlp between the technology assessment asaunptions L
and tPe medical dnnu-gtions will be exp&ored for.any deeper J . g;
connecti?ns between them. -

The authors' underlying assumptions about technology:
assesulent are evident in both explicit and ilpliCitn . ,

w

statelents concern1ng the role of a communication technolpgy (/’
for the de11Very of\health care to remote regions. Howeven.
'before)1nd1cat1pg these statements it is necessary to clar%fy.
the difference between,a technology assessment approacﬁ-and
the research methodology which seems inseparahle from it. 3Iq
is clearly the TA approach which determines the -ethodology
.anﬁ not the oppou1te case. The methodology’ and the design of T

the experllent were chosen to capture the datn which is

.
A L N
.

F
<
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necessary Qo'answgf the questions posed by the authors.
Therefore any'criticisl of the project needs to take account

of, not only the possible neyhodologiqal e}rors, but® al the

. larger. TA assumptions which underlie the conception of the

¥

initial problem. 5
The authors evnluated "the potential of a technology to
-upport a social syste- ... in relation to the envi}onl;nt
in uhich the technology will be used " (Dunn, Conrgth &
ﬂiggins, 1983, p. 1). Spec1£1cally theyaexal;ned the social
iupact of slow-aean video on the delzékry of medical care to

re-ote co--unities in Northern Ontario between 1976 and 1979.

The ‘social syuten is the context within which the L ‘ o v

technology ‘will be judged effective or not. The social

L

system is in effect the health care delivery system. The

-

'enQironlent is a specific location within the larger health

care system. These definitions suggest that the authors can

not interpret the social impact of a communications
technology outside of the determining influence of the health

carf;ﬂelivery system. This attempt at containing the ) /fﬂ

(experinent to a social system which does not operate in

isolation from the rest of society restricts the authors’

’ N\

final analysis while also illustrating the dominance of the e €
medical model. The narrow context of a social system is
further compromiséd by the micro analysis of the Sioux

Lookout health care delivery systenm. -

The authors’ TA approach does not, then, allow for any .

" »
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evaluation of the>1arge;waocial system-although it is .
admitted that the 1-pac£vof the slow-scan system may cﬂange
the social systa-,_;eaniﬂg thé health care delivery systenm,
lnfe;. Fundalentélly, theﬁ, the Heglfh'care delivery system’
is no$ subject to any criticism nor do'the au;hgru’
assumptions allow for any criticism. _The health care
delivery hysten is also not seen a; hnviég:any influéncelor
impact on the implementation of the éo.-unication'tecpnolagy:
Thus the new tech;ology is seen gy tﬁe authors t§ have
minimal .effect on the larger Health care system. The reverse
is also true.V4Thua the sole context for studying .the a;cial
impact becomes the Sioux Lookout ai;e. Aéain ;ot the fotal .
social system within which the Indians live, but only the \
locations where healgﬁ care is delivered: the Sioux Lookout f\
zone hospital, the nursing stations and to a lesser éxtentx

a N ‘A
the nurses-aides stations. Furthermore, the evaluation of

the effect of a technology is within a narrow workplace

_cbntext. This effectively cuts off any mention of outside L . X

;nfiuences or factors and at the same fi;e ignores the -

_ structural constraints w}thin the workpleate.

Jennifer ﬁhry} Slack (1984a) argues that iechnology

3 Ay

assessment gpproaches tend to emphasize the .indirect and

unintended effects of a technology. The ;ssulption is that

the.direct and intended effects on the workplace are -
just{fiable, rational or obvious. . Since the authors do not

critique the concept of a health care delivery system itself,

o

. )
£
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but only selected portions of its practices, they put

tﬁe-sglvbu in the position of supporting the direct and
intended effects of health care Qelivegy. The sole purpose
of undergoing a technology assessment, then, is to uncover ¢

the problems which might holdback or delay the implementation
of the technology and the elimination of problems. This is .

¢

clearly evident in the hypotheses which the authors developed
to guide their Qiudy. Yet these methodological beacons are
derived at a deeper level from the underlying assumptions of

the technqlogy assesasment approach. It csn even be argued’

a

that #he esaenfial\ppti-isn“of the technology assesament
; . ) f .
app:ﬁach has aome relatjqnahip,wiih the perceived ) '

’

eYblutionary growth of science and technology.
P ‘ )

_/ The main purpose of using a technology assesament

approach is 'not only to remove or reduce the barriers -

effectiqg the auccesafglwinplelentation of the techndlogyt
but also to justify whateverxis being deliv?red by the
techholoéy. Thus office automation technologies can only be
intgnded to supﬁorf the basic notfbn_of the office and.its
strpctu}al’relationships. Similarly a telecommunication
;iechnology can‘Be Qnderatood as supportive of the dominant
l-édjcal pbrahigl. The technology assessment approach can
only operate with an explicit or implied vision of what it is

that needs to pg,changed, supported or evaluated. To an

-

extent, then, the desired impact is symptomatic of the

A"

'og&pizatiénal structure and of the do-inant.ideologiEaP

v

.
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o

structure.

So far, then, the assumptions about yeqhnoloiy -
asses;lent which the authors use refleq} a concern with
instrumental solutions and simple causality. The evaluation
is in terms of a narrow work place focus. It is only the
unint;nded and indirect effects which are problematic. Basic
social, political and ideological problems are‘reduced to
technological p;oblels. Only n ‘well defined proble;’ is
necessary to discover the instrumental solutions. Thus the
authors’ statement of the ;roblem in chapté} two indicates
the desirability of technological solutions. It also
suggests how evaluating qttechnological‘solution to a well
defihed problem helps in itself to stFucture the methodology
Qeeded to determine the ef{ectiveness of the intervention.

In chapter two the problem is as follows.

The prdvision of health care to rural and.:eyote )

regions has long been fraught with proble;a. Residents

N

of these areas have difficplty accessing the iéaical

b

- . services and facilities which are commonplace in large
urban centeras. Consequently, there is concern that the

level of care which they obtain is substandard. (Dunn,

L)

. Conrath & Higgins, 1983, p. 13)
&
The authors then go on to-identify three bfoaa
\\\\ﬁdtegories of barriers to the delivery of medical care to
) . ' ! .
' N a B ' ., ‘.";"l
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Y

; remote. regions: sociocultural, economic/demographic, and

o

professional and organizational. ' -They do not discuss any

j‘qotions o} causélity between these three kinds of barriers

~and the larger concerns of the critiﬁues of l?dicine. and

scie;ce and technology which were raised by Illich (1976),
and others in the.préVidus chapter. '

The social and cultural bar;iers to physicians
<

B d
s

M;F acticing in‘re-ote:regigﬁs are explained in‘terns of thé
imolation from the cultural advamtages of urban-life. Thef I
reasons why physicians might prefer city life is not o 1
prlored. It is taken for granted thag'the q&?ority of Co *
ﬁhy;icians would prefer tp live in largef'centre;. ‘In nn§

o |

case it is unlikely that a co-nunications technology can do ‘ -

L] »

LI luch to allev1ate this problem. It is a cultural and
ideological prob}en. a matter -of upbringing and.éxpectatibﬂs,; T
N and not a technical problen.w B '
i ' The economic and demographic barriers are based on U. S
stud1es. However in Canada, the proV;nc1aI health plans
provide 8 generous fee structure for doctora working in rural

‘ f Lid
_ areas. There iu little uncertainty about not getting paid.

N

Tbia only becomes an issue when the authors mention the
f N f
physicians concerns about payments for remote diagnoses.
It is the third barrier which is the most problematic.

and the one most susceptible to a technological intervention.
Y . -

The authors state that four approaches were tried to T

) , 9
alleviate the maldistribution off;hysicians: attracting them
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to rural areas, transportation systems, the use 9f non-

physician Hroviders and telemedicine. Compulsory medical"

-

service,:higheg\fees’and igﬁernqhip programmes have all been

tried wgth limited success. The authors’ conclusions are

’ .
that these attempts™will never really succeed. While this

might well be true, the authors can’t explain why. What the

1

authors fail to ayalyse are the poli'tical and‘structural

<

which might make rural service al@ays

factors unattainable, o ) 1

despité all the well-intentidned incentives. Thus the "o ‘
authors can o&&y then, ask "What is the best way to use and

4

. #
support the few physicians who do locate in remote areas?" 1

(Dunn, Conrath & Higgins,; 1983, p. 19). The overall ﬁioblen' ~

of encouraging physgcians to work in remote areas applies to

A

all other health caxe professionals as well, although the

authoxs focug'prinarily on doctors.

]

The problem for the authors ‘is how to bring the

~

appropriate 1dvel of éare and supporting techndlogy to the
patient. The critics of modern technological lediéine argue
that the efficiency and effectiveness of technélogy in
medicine is questionaﬁle,and that the continued emphasis on
health care deli%ery is suspect. qu€ger?ore the idea of an
appropriate level of care is socially cbnétrqcted a;d not a
given acientif&c fact. )

‘There are two components to the transportation system

which sustain remote health care delivery, "transportation of ' -

the patient to the medical facilities and transporiationjof
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the -eafcal facilities to the patient”". (Dunn, Conrath &
H}gsiqs, 1983, p.‘lb)"Patients have to beﬂtransportéd to the
ne;ical-centres because the hospital has become the doiiﬁant
location for. the delivery of health caré. In.tﬁe case ;f'the
S}oug Lookout zone, patients are transported to fhé

appropriate facili};\dependin# on thgelevel of care which

they need. Thus the most serious cases follow a path from
' &

!

the‘nurseé;aidea stétions éo\the Sioux lookout zone hospital

and f{nally to specialized centres'in-Toronto. e
The.bther component of the health delivery systen‘

involves the transpﬁrtation of the medical facilities to the

patient. The authors basicalli mean doctors when (they

discuss medical facilities. Medical facilities i;\;n acronym

" for medical expertise, embodied in doctors, and supported by

technoiogy. z )

*Clearly the proféssional«and.orgnnizationai'barriers to
the'delivery of ﬁealth care to remote regioﬁs are more than
ainp1§ transportation issqes. Héw;ver it is‘in precisely
tﬁese terms that the authors have raised the problem of
delivery.x The &elivery of health care is a transportation
problem. This ignores hpe possibility that health care
delivery is a politicql prqﬁlem. It.is within these terms
that the authors; basic resesrch question emphasizes the

ﬁnidirectional fiow of medical information and expertise from

the urbén.medical centres to the remote nursing stations.
1

What is not mentioned here are the problematics involved in

N | . /
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" «w the production and content of«the expertise which is

°

. delivered.: As well, the receipt of .the medical care by the

patient ia bareky acknowledged £

The use of non- physicxan providers 1s recognized by the

authors as another way to.solve the maldistribution of health

’ S

services in the North. The literature sources that are cited

appear~to valug/non—phxsician providers while recognizing

+ : \
that they would, naturally, step aside when a doctor was ,
present..(Dunn, Conrath & Higgins, 1983, p. 22) It is

convenient for doctors to accept non—physic&an‘pfoviders in

&_rural areas but not in urban ones Doctors choose not to.

1y,
provﬁde a serv:ce and at the same time¢ maintain the right to

approve their partial teplacement by non-physic1an providers.

The authors think that the use of non—physicidn providers is

a linited solution to the need to delivery health care to

remote areas. The major reason given against this solution
is that of physician and patient attitudes towards the non-
physician providers. Whatdis particularly strange and at the
same ti-c revealing hcre. is that this is the odjy place '
whe;e the author; discuss patient atSitudeo towards one of
the four possible solutions the ;aldistribution of
physicians; The outhoridhote that»”acccptance‘was‘oftqn
dependcnt on the personai endorsenent of the fanily
physician" (ﬂunn, Conrath & Higgins, 1983, p. 22) 1t is
likely that this endorsement is as nﬁbh a -stfictural one as a

e

personal one.
. . P A
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viders tefléctg—a
built-in logic of professional dominance. ‘ncroacb-engp'bp

the-&ecision-nuking authority of pﬁysicfups'is toker(ted at".

i1

, the best of times. So 'it is not surprising that '”phyaic}an

, acceptance of nonfphyaiciin providers has beep mixed”.{(Dunn,

‘Conrnth & Bigg&nl. 1§83. P. 237 It is clear from the duthérs

.statements that they expect that patients have a.ﬁivalent

attitudes towards nén-phyliciaﬁ providers conditioned on one
hdnd‘by'¢heir_d§férence towards doctors ‘and theit opinions,
and on the other hand their immediate heed for any kind of

medical care. . .

N ( .
Finally,‘te}e-edicine is th® fourth approach proposed.

. « '

In particular it is seen as "one wa§ to supply some ©f the

consultation and educ;tioual needs without overly burdensome

expeiditures." (Du¥n;, Conrath & Higgins, 1983. p. 23). Sindce
. ® .

the experiment éoncq};b‘teleco-.unication technologies in its
tifal uﬁage,~it is this aspect which will be crikicized.‘.lt
is ;nough tq suggest that-thsre Ls probabl§ a relationship
between communication technologies and ofﬁer‘technologiea in
ledic{neg For example, i'receng article in Dimensions in
Henlth Service, the Jo%rnal of the Canadian Hospital ' |
As-oéiatioﬁ, disgu-qed thi nlseu--entlepd diffusion~n?‘

medical technology. The technologies were divided into sixge

categories; diagnéstic, -urvivni, illness management, cure,
. L] ‘

3€~¢?evenﬁion aﬁd uystea ianageleﬁt.(ﬂanley & Wfllials, 1984)

»

The last category included';edf%al information systems and,

-

¥

b |

e
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" The current qucipatioy with information technologies,

. W . ‘ . . ) » . . ot
‘telemedicine. ' ' | ' . Lo .
. ’ J s

. Putting telemedicine in the category of systems

lunakelent along with other info}-ation l}ut?ll lﬁlp;

'.together two‘conpodents of the"con-unicatibnl‘revqution'

\ v

Altbdugh the experilent in Sioux Lookout does ‘not diractly

~

1nclude computer technologzea. they for-.partlof the

packground w;thxnnwhich-teléco-punicatiéns are coh-idegpdu

)

info?laficd.vetc. contfﬁues to'fuel an'idterelttih finding~

new appl:cations for the new tEChnolozles As-&hp authors

r

state, the feallbility ntudle- have been shown. However, as

the authors do not’ state, the prooect i-»another&ekanpie of a

” M ’\

techuology driven study which thus reqnzres a technology

[N
>

assessment to ltudy the 1-pact.

b}

\

‘ Furthermore .the ‘new co-lunicpt{on té&hnologies are

actxvely encouraged by Provxncxul and ‘Federal levels’af

v

goVernlent For exa-ple tbe Herlea experi-ent in the 1970‘

B

explored the social uses of :ate111te technology. ’New
applicatxons of co--unication technologzes have alpo been

lupgorted in more ways ‘than Jpstwflnancxnlly. The Federal
‘ L ’ “ ' . L
government eatablasbed A telehealth consultatﬁve/groub in the

.
.

“late 1970°'s '(Martin, 1979 1984)" The Ontario govern-ent

‘ establxlhed p telehenlth branch in 1tl Departnent of

_CO--unlcatioﬂ. It seems clear-that govern-ent- are anx1ous '

o -

., .
to promote the application of new co.nu:;7utlon technologlas

for a variety of reasons. This islevid nt in the Telidon '

»



3 . ‘ aeveioplent progren undertakeu by the Co--uniéation Reaearch

Centre near Ottawa, and more recently in the work ' beinx done
K ' ' ’ut the Canndian Workplace Automation Research Centre in
P ' . ‘ ‘Laval. No doubt the Federal Depart-entl of Heelth and

\

Helfare and of Co--unications share -1-ilar philoloph1ea

about ul1ng the new technoloxxe- to increase connun1cat1on.
T l . reduce’ coate in health care. while ilprovxng servi/}y

o

r . ' The authorb make two good poxnt- when they state that

; S teehnologies in thedeIivery.of heelth care hes not been
o -~ 1 ' shown and that the difﬁerent‘teehuologiee have not been

i

"up the questlon of who night see the technology as deaxrable
‘>or not.: The aasu-pt1ons of chapter two luggeat that the.
judge-ent of desirab111ty rests with the physician and not
uieh the patient. One purpose of this thesis is to e-phallze
 ‘patient needs and expectatlona towarda the delivery of heelth
2 ’ ‘ O care in general and spec1f1ce;1y as it concerns the
» | applleat1on‘of new technologies 15 medicine’. _
The.a-eu-Etion that tele-edicine iight'provide some
relief to the inadequate delivery of health eare.ie‘not in
itself an incorrect poaxtlon for the authora to have taken.
What does need to be explained, though, is how the authora
définition,of‘the typical doctor-patient encounter reveals

N

the instrumental role envisjoned for the communication-

' technology, even just at the level of eianining the effects

- ! ~
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the desirability for the use of ;aIaconlun1¢at;on ‘ f‘\\\ R

. . o 1§ .
co-pared to each other. The'queetion of desirability bringa g

I
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"-poﬁsultation?V. (Dunn.'Conréth & Higgins' 1983, p. 29) By

"which are needed to make a diagnosis. This is a key

- g
s

66
v., N . , -‘ . N .
of the technology, let 'alone the broader t}itiques of chapter

two of this thesis.

o1 .

In chapters three to five the guihors reviewed the three
stages in their research, whichﬂled'up to the naJdF field

study at Sioux Loékout. Thus in preparation for examining
, ' ’ é
the effectiveness of a communications technology to.

t

supplement existing health care facilities and relationbhips,

the aufhors eipiored what they considered was important about

P

the doctor—patient relationship. Their init&g} concern was

+

with the bhysical—prasence encounter between the doctor and

<the'p§tientl In chapter three they asked "What is the

" communication content of the doctor-patient primary care .

)

N ©

coq-unication’cqntent. the authors refer to the senior& clues -

A

w

iusu-ption. which iu‘both shistorical and asocial, gnd which

"links technology assessment and the acientific method.” The

diagnostic process is made the central focus of health care
delivery and at another level becomes the basis for conbaring

technologies, Thus the most desirable technologies must

ﬁe-body the epistemological stance of the diagBoatic process.

The authors concern here is only with how physicians .

‘ - ! -
re;éivé the sensory information that represents the signs and

:sy-pto-u of\a specific illness. The patient’s perception of .

his illness is at best assumed under the notion of auditory
signals, that is, the patient’s renponues'td the ‘doctor's

1

A



b

* explained. “The research most relevant for the development

.

o ‘ N
qﬁestionu. Thil nﬁrfow approachifails tovéddre;; the
proble-s of -edicul epinte-ology, the problens rai;ed by the
locial constrhctiviat theorists or of the doctor s procéasin
of'the sensory data. Nor'illghe relntionship'betweén the
data cdllectéﬁ, the diagnosis and:thewoutco-b of the,

trent-eﬁt seen Aé a lnrier‘whéle " The authorl c&ncern with

lensory ¢1ues, whether trannixtted by s lediatln( technology

or: rece;ved in person. reveala a way of looking at the

" . communication process which sees the.illness before the

person. - L

‘ In chapter thr;e the  authors obnervea family phjlicians
in practlce and interviewed them to discarn what kinds of
;nfor-atlon were important for laking a diagnosis. sight.
touch, colour, the patient’s vcrbal explanntion and

laborggory tests were all'teuied for their relative

_importance. This small study of 73 useable consultations

became the basis for the hypbthenes in{chapters four and
five. ‘ "'-\ ‘ )

The authors abstrgcted the doctor-patient encounter 80
that all that remained were different information channeils.

Thus tbe diagnostic proceas is seen as the co-bination ‘of

, different channela of information to form a composite 1lage

of a patient’s health status.. This is evident in chapter

3

67

g

four when thg-conceptunl.fra-éwork for the overall study is-

]
k4

A

of our conceptual framework was that conéérned with human

§

A Ll
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_ sepses as infor-ation channeln.“ {(Dunn, Coprath & Big:ina.-
1983, p. 44-45) .Thus three hypothesel follow directly fron
this narrow elphalis on lultx channel infor-ation processing:
diagnostic accuracy wtll be hixé;r’for the more -enaoryhrich
modes, the (reater the pumber of cue -yltenl then ;he more
rapidly one lhould be able to reach ‘a diagnosis, and all ﬁ‘
subjects will prefer the -enuory-rich modes. The lnporatory |
experinent d1-cusued in chapter four was used to compare four
different modes .of diagqonil physical presence, colour B

televislon. black and white television and hands-free .

telephone.

Once agsain ﬁﬁe authors (Qweal their notion of technology

a

asaess-én:.: "We depided‘;hat it Qoﬁld be more appropriate to
examine the effects of alternative modes of , ’
telecommunications under hi;hly controlled conditions."
(Dunp, Conrath & ﬂig;ind, 1983, p. 43) 1t is only effects

o

occurring after the introduction of the technology which,

interest the authors.

N

In chapter four the authors concluded that,

No significant differences were foundithit
di;tinguiahed the three modes of telecommunications in
terms ;; efficiency, -eaiured by the time taken to
complete thé diagnostic processes, and effectivehesp,

" measured by the proportion of ledical problems that

© were detected by the consulting physician." (Dunn,
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Conrath & Higgins, 1983, p. 54)

In chapter five the authors reworked the above
hypotheses in order to test them under different conditions. ‘ %Z
The new hypotheses become: a rank ordering of cue systems

based on senaory ripbnesa, physician perception of the
sufficiency of use to reach a diagnosis related to the
sensory rich modes, and physician perception of sufficiency
of use related to the presence of a nurse during the remote
diagnoaia.‘:The participating phy;icinn; were asked to make a
diagnosis based only‘on.a brief deacriptién of the patient’s
medical problem, and to suggest which telecommunication N

systems might have been aq'quate for making the diagnosis.

Once “again’ the perceptions of the relative effectiveness

“df‘}he vdrious modes by the physicimns indicated that the

3 .

L]

more.'cue systems that are available, then tﬁb‘-Orp a&equ;te a
co--unication technology is perc;iv;d'to be. This ‘conclusion
;ontradicted,the‘finding th;t clinical effectiveness didn’t
va}y véry much agoyg the three modes tested7 X o
The authors’ basic Aasu-ptions about cue system
efféctrvenegs and efficiency tend to emphasize 1nfq;lation

channels and sensory-rich modes. The central focus ia on the

diagnostic process. 1In fact the narrow focus of the stqdy’

‘ dllows the autho;u to examine only the effecta of different

communications systems on the diagnostic process.

Funaalentally the guthorn'nuggeazuzigfmtechﬂglogy aa;;;s-eﬁt L

.
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is the study of diagnostic accuracy. Technology assessment

measures the degree of correspondence between the desired

{

effects of the technology and the medical and social
assumptions underlying them. The technology will be useful,

desirable and unopposed by physiciana or patients )? it is

effective and efficient at the aiagnOlis stage. The -
processes which might lead up to th; diagnosis, such as the

process of educating doctors, tﬁé publics’ perceptions about

“
N

health and illness and other factors, are not deemed
ilportant. This suggests that the authors are incapihle\éf | 5
seeing howafhe medical ;pﬁafatus|nigh€ overdetermine the
introduction of a communication téchnology. Furthermore the
_processes which follow from the ipitialldiagnosis. such as
patient management, preveugioa and counseiliAg take second
;place to the need to deffné the medical problenm.
Or put another way, the emphasis 9n the/?{aznoqtic

. , \ . VR
process eliminates the [uch larger process; of how acience
ied, of how they are perceived by both :
[ 2

tﬁe medical znd health profeésions ‘and the society at large, ’ a

and technology are appl
- s

of how mcience, techmology and medicine interact, of how the

s M

bio-edicﬁl approach fails to account for theAuocial and .
culturél basis of.diilaseu, and of how‘tﬁe interpersonal,
physicul—pre;ence consultation relates to larger social
,ilsues. :
Thé basic éssu ptfons_uﬁderlying chapters th};e to fiv;-
eipbasize diagnost/ic accuracy. lThis can be’seen an th;’ |

/ . i

! . i ) /
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process of applying medical knowledée. This proceas includes
the ides of an appropripte level of expert expertise.  Thus

fhe importance of the telemedicine exparilgnt is not only to

“«

. duplicate the ddagno%tic accuracy of the physical-presence

consultation, but also to ensure the correct distribution of '
this expertise. 1In chopters one and two the authors placed’
the idea of transportation as being central to the delivery

of health care in tﬁe North. When these two underlying

.assumptions afe“Joined. it then appears that the authors are

¢oncerned with'the transoortation of the appropriafe level of

medical expertise. ' Since it is Qifficultoto get physicians

_,to‘practicé in the North, the best available option to the

auﬁhorl is to transport the expertise of the specinliéed
urban, medical centres to the rural areas. Thus there is the
physical tranasportation o{ health care professionals to the
North and patients to thq South: As woll, though, theoc is
the electronic distribution of tﬁeynedical apparatus. -In
Foucault teras, phere is the delivery of medical powef and
kno?lodge. Yet as will oe seen in the next section, this
power is implied, but certaindly never openly stated, in the
authors f{eld experiment and the assumptions Qﬁiph underiie
its concgpfjon. - |

Chaptera ;ix to eleven describe the final stages in the

clinical expenlnent in the Sioux Lookout zone. Phase three

of the Sioux Lookout telehealth experz.ent extend many of

the underlying assumptions of the first two phasea. The

\ ’
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| - oo . :
i _ emphasis, although on a clinical experiment, is nonetheless

focused on sensory data and a transportation perspective.

The emphasis is still on senses and cue su-latién concerns at
- the expenae of larger conce;;a Tke transportatioﬁ bias .

evident in the discussion :f both the co-nunication \
chnology and diagnostxc process ignore the social é;ntext

-

the transactions. The authors Justified the fibal phase

-

Ey summarizing the first two phases.
The quthors state that "for medical diaghosis'we did not
find any cue aummation effects.” (Dunn, Conrath & Higxini,

bl

1983, p. 72) Their search for the basic principléd
underlying the’trayspor{ation of infdr-atiop returps to the
concept Qf a aingle, important, communication channel. This'
kind of thxnklng clearly has a parallel melatlonship ;1th the
germ theory beais of much of modern medicine. One organism
or cause can be iQentifieduwhkch begins the chain of events.
A notion oflsi-ple causality is evoked:in both cases. \
Furtherlore. slnce, as the authors state, performance
. data @nd attltudes do uot correlate. they are forced @the
limits of theiT ?cxent1f1c thinking to favqur,perfor-ance
over atiitudes and to ignore their interaction in the
diagnostic process. Clearly the authors are qperating on the
aslalptiod that attitudes are célplex while %eh;vior speaks
) for itself. This emphasis on performance funcgiona at two

levels, one at the level of the success of the information

transparta%foh process, the other at the level of the

3

Gy
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effectiveness Jf the healtﬂ care provided by/tﬁ?\)

\

w'co--unication"chan}wl " Bither way the authors’ reduction of

L

Pl .
‘sensory data to the minimum necessary to perfor- the -

.

diagnosis denles the complexity of both human disease and
human relations.

The suthors developed, in chapter six, seven hypotheses
to probe'the relationship between the éo-nunication
technology and the diagnostic'pfocess. Once again the'focus

is on the diagnosti¢ process and the doctor’s role in

, definipg the diangnosis and naming the disease. The hypotheses

A ' ¢
emphasized: diagnostic accuracy, the doctor’'s confidence

level, the number of investigations ordgred by the doctor, >
the time taken to cémplete the consultation and the attitudes
of bothsdoctors and patients to the technology. There is‘no
mention of éhe receipt of all‘thi: care by the patient. \

The authors ﬂﬁﬁhd that many of the hypotheses concerning

the diagnostic process are 1ndependent of the communication

mode ‘or théir dependency is not supported. For example the

"data supports the hypothesis that "diagnostic eaccuracy will

be independent of the téleco-iunicafion ;;de'used foq
consultation”. (Dunn, ‘Conrath & Higgins, 1983, p. 73) This
wouid seem to represent the ability to diagnose the patiént
in his absence as was done in phase two of the experiment., -
This finding glso confirms the au;hors' emphasis on a single -

communication channel. The common link is the audio channel.

. Futhermore since the differences between the different modes

N |
’
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is not statistically significant, then the p;eferred wode
also becomes the cheapest one. '

On the surface then the four telec;l-unicatibns modes
appear to hnve'had iittle impact on the diagnostié process.
Perhaps then the ilpactG;;thé'different modes is to maintain
the atatus éuo, or if not that, then perhapsa thé‘aocial
impacts exist\po-euhere else. For example, at one point the
authors suggest that the patients’ favourable attitu@e

‘towardé the more ;ensory-rich modes may be a product of a
spcial no;n, watching television. However the authors
di;niss the significance of the patient preference as ui-ply'
the contrast between attitudes and performance, betweeﬁ
expectations and effects, without stopping to consider how

they might be felated. The opportunity to explore the impact
of the sensory-rich modes on the patients is ignored. Why
this is so, would seem to be the result of a number of

L

factors. First of all the design of the experiment

4 .

emphasizey the transportation of information rather than the
‘transformative caﬁabilities of inforlation: The real
emphasis is towards space-binding communications, déspite the
, appearance of an emphasis favouring tine-binding'
co--unications.u Sécondly economic costs are an obvious
constraint against the use ;f two-way video. While there are
clearl; pressures within and without the health

care industry to Ae;ign. purchase and implement the latest

technologies, this is tempered by the need to rationalize



. evaluating the social impact of a new technology.
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£

their costg and use. Th{rdly the profeasional training of
doctors, and nurses to.a lesser degree, frame how they deal

with patients as less th;n whole persons. The patient ia the
4

unfortunate carrier of the disease which is the real fogus of

the physician’s attention.

' It follows from the fesults of phase three that since.
the four tgleco-lunicafions modes are essentially thé same in
their effect on the diagnostic process, that the least

expgfsive modes are chosen for the final field experiment.

. In chapter seven the authors state what they now consider to

be obvious. The various telecommunications modes have proven
. ® .

their feasibility to provide health care services remotely.

This statement is justified with reference to the many U.S.

‘and Canadian'qxﬁ%fi-ents. Furthermore the desirability of

"the, different modes was established in the first chapter.

ThelﬁeleCOImunication téihnologies are éonsi&epéd as’
instru-enfal solutions to practical problems. Since the
large majority of doctors do not wish fo practice in remote
regions, theh the alt;rnatives are tov-ové people or :
expertise. From this perspective the desigability and
feaaibility of usiﬁg the telecommunication technologies is
ausuyed.‘ Success is only a question of élininating«unwanﬁed
and unexpected effects. This approach represents the typical
assunptiong behind the techﬁology assessment approach to. ‘

4

The final phase of the telemedicine experiment embodies
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+

the assumptions brought féfgﬂrd from the first three steﬁg%
The authors view.communication and health care ‘delivery as

transportation prpblgns.’ The medical apparatus is extended

to remote regions essentially unchanged. Any anticipated
changes are designed to conform to the ﬁnderlyingAassu-ptions °
of the health care delivery system. Within the framework of

the authors’ technology assessment approach,'lhere is a

-

recognition of the constraints operating on the introduction

. .

of thq‘telécoinunica;ion technologies,

-

" However this notion of constraints is restricted to "the
diagnostic and management aspects of the physician-patient
primary care consultation. ... The experiments were not

conducteg in the context of the total health care systems."
: A

(Dunn, Conrath & Higgins, 1983, p. 98) The insttumental

4
- approach to problem-solving evident throughout the eiBE?TIEnTj

dgthges a ‘narrow approach. It is more scientific to

concentrate on a solvable problem without the. baggage of many
‘other determining factors. The authors’ focus here is really

limited to "a complex network of rel;tionships". Table 3.4,

which is referred to, is a doctor-patient check list.

contacts
L)

the complex

refers to the network of personnel which a physicia

in the process of diagnosing the patient. T

network of relationships is really a ma of who the doctor -

¢ -

.contacts and where they are.” This fetwork pf relationships

-

B ' is described as if it is a constraint on the introduction of

) the telecomnu€ications technology. Yet it really only

~ : .
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describea the centkality of .doctors 1n the health care \

delxver system. s r
Another assulptlon for conducting the field experlnenﬁ

¥is "the restricted use of the communication technologies in
-

t¥e experiments bonducted to date."” (Dunm, Conrath & Higgins, P

1983 p; 98) This first of all implies that other uses of

77

technolog1esxzre posslblp . However this is not the same y

thln{\aa an alternative technology approach. hhat the

«“ N / .
authors mean is only that the applications in medicine have -

- .been restricted .so far. What is possxble for the uuthors

-

°

remains conbtralued by what is cona1dered necessary to the

diagnostic ‘and managehkent aspects of patient care. Therefore

the other uses consist of x-rays and laboratory test results

. 1

| Tﬁése are Poth regular procedures in the practice of ‘\u

medicine,' The investigators’ desire to include many of the

frequent pfocedures of the heqlth care delivery sygtem only

se;ves,to Ievsen the importance of‘patients whil
B

the central inportance -of confirming technolo

rgaffitnin
es like x-ray

and lab tests.. The openness to other uses/is biased against

- patient uses of th& systen . o

- :
»" 'Y . -

Once agaxn the 1dea of what is desirable is conditioned
by ugal is already pract&cbd and how ‘it is norn&lly
practlced The technology4ia therefore seen to be neutral,

if not entirely trggﬁéarent, in .the process of duplicating

existing procedures and relationships. The TA approagb\whic
. ¥

- ) - * -
" is used here draws the authors attention towards lini-i;€§g

’ . o 1. Y

«

g

h
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“other than diagnostic effectiveness. Au the aﬁthors

he unihtended effects of the technology on the'ppactice~of~

medhicine. The technolo&yﬂia intended to selve problems not

technology will‘not be proﬂienatxc if it is used to duplicate
exiattng«procedurﬁa. *This then reduces ‘any problem to a
technical level. - ' ‘ *‘ 
) ?he finai reason fof extending the’experinent into the
field is based on éhe hope tﬁa} additional factors would. help
to distinguish between the four -odeh of telecommunication:
\
suggested more than once, many: researchers felt strong

‘attachments to_full—-ot1on colour telev;s1ou. ;Thus the

problen was to explain how their preference for coiqun TV

1 ' g

»

failed to correlaté with clinical effeétivehead.’ T

The many reasons for continuing the regcarbh into the
field are certainly.)u;tifiable, since there is the }eaL
wpoqsibifity for bette}‘heallh care. The field experiment was
&eaigned to go Beyond fea;iSility to deal with real needs,
costs and,benefits. How i; it ihen tﬁat mostly ‘economic
costs were cons1dered and not socxal costs? One reason might
be the fact that governnents and not 1nd1v1dua1 consumers
have to pay for the technology. Therefore cost—benef1ts Qeed

to assume a form that assures gove;n-enti that the iechnology

is worth what it costas, both by itself and in co-pet1t1on

.*th/he other demands for technologles.

i ‘The authors are certainly correct in poxntlng out the

- . ‘

create them. It seems then that the authars believe that. the -

A

*o
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problél of rising costs in relation -to technologi;s in

-edicipe.' It is not simply ‘that more technology is being

purchased, but also the documented fact that some of tﬁese
new technologies often ‘encourage théir greater use. For
example, co-pqteriéed iaboratory teéting éq;ip-ent which can‘
do 30 different tests’on'dfbioéd sample has contributed~to\an
abuse of t;§tin§‘an§ therefore rising costs. Becausg the
machine can do sq‘-a#y tests eve;y'saléle‘is tested this way,
even éhough not all t@e teats are necessary,. ) | y

I It éah be }égognized; then; thatlthe aufhoru view cost-
benefits as alc3ndiﬁipn of intnoduc@ng'the technology into
the Sioux Lookout ;egioni; Thﬁse benefits aré‘the effect of

t

measuring the success of the technology in solving the

t

problem of heaith care delivery versus its costs. What is

important, though, is that this illustrates once again the

authors’ concern with effects resulting from the introduction

‘of the technology. The investigators simply do not nention

th'the medical system might effect which technologies are
/ . “

chosen and for what purpose. <All intentions are either

ignored or viewed as benevolent.

y

Thus the authors decide in the final phase to test slow-

_ scan vddgo and speaker telephones. Slow-scan was never

’

-tested.in the firat phases of the experiment. It was chosen

though because no one technology seemed to domihat® in terms

of its effec?iveness. The only think which- they all had in

.

common was audio. However since the authors wished to

‘
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.include X-rays and l;b:rguults.,wgile itil{ kegping costse
downg slow-scan video was chosen. The intention here was to
* duplicate as lucﬁ as pQQlible the conlunication'needa of the
normal delivery systenm. And as was seen before this does not
present itself as a problen to the authors. It is only . i\

3

unintended effects which need to be n"uured and adjusted
for. )

The cothraints built in to the Lealth care delivery - N
;yste- will be discusséd more later, but perhaps one example ud

here might clarify what the autLors missed in their analysis.

'Y ! ' _ ’ !

The Sioux Lookout health care system Eq organized in a

pyramid fashion, with many hea1t54;£; st;tions’at the'bottOI, ‘ >

a few _npursing stations, ope regional facxlity and-at the top Lo
. the urban, specialized tertiary care centre in Toronto. The
more serioué.the medical problenm, the’lora the pﬁtient moves
(physically) towards what is called the appropriate level of N
care.  The different supporting structures of the health care
delivery system can then be seen to be based on thé
application of different quaptitiea of medical knowledge
(di?ferent qualities aé well)., Medical knog}edge, however,
is npot something entirel§ by itself aince¢4ﬁch of medical
knowledge is the,prodhct‘of technologies{ihieh deﬁfct or
measure that which the {pecialigts claim to know. Thus \: .
medical knowledge can not be treated separately frél t?e'“
technology whlch aupports it, nor from the knowledge of hgw ' 4

to use the machlnes and interpret their readlngs
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These cpﬁstrainfs impact then on where the slow-scan
techpol;gy ﬁus placed énd on who used the equipment.- The
authori;suggéhg'that‘the héilth aids limited familiarity with
con.un{;ation technologies led to the slow-scan unitn,bqing
inatgl{ed at the nuruing:atﬁtidns. Sililarl}. since the
slow-scen Qideo was believéd to be useful for transmitting
x-rays, this required placing the equiplent'in proximity. to
x-ra& machines. Thus something as uilpie as the placement of
the telecommunication technology was limited by structural -
divisions within the health care systel\whiph are based on a
hi;rarchy of lgdical.knowledge and authority, and the need
for proximity t; associated equipment. The need for
proximity to associated technologies represents another [
example in its?lf of the centralizing tendencies of moderp
technological medicine,

We have seen, then, the major reasons given for
ektending the experiment in the field. This next section
will examine the environment of the final phase of the Sioux
Lookout project, the actual uses of thz telecommunications
5y;ten, its evaluation, the attitudes of the Eroviders; and
the authors summary. This analysis corr;aponda with the
aﬁthors finaL!aeries of chapters.'*Genérally speaking this
phase of the. experiment is described in terms of: the
environment or context within which the telecommunication
teéhnology 6perate;! the constraints of materiels and

v

technology, the limits of professgional training and

. [EH
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attitudes, and the more abstract discourses which jhstify the

' mabove constraints.

! .

The notion of environment takes‘on slightly differeﬁtv
meanings in each of the final chapters. ' In chapter eight,
the emphasis is on the geographic remoteness of the Sioux.
'Lookout region,. on the Native sociﬁl'syste- and the health
care delivqry system in the region. Each of these is
implicitly compared to the urban environment, the White -annp
social system and the rest of society.:

In the first two cases the rural environment with its
marginal st;tusﬁis compared to the ideal of health care which
is available in the'large centrel urban centres.  This is not

simply ju‘t because the study itself. was developed in one

" such urban medical centre, but because the farthest extension

of science and technology in the mastery of the human body
occurs in these centres. It is fundamentally this desire for
[~

medical domination as well as the desire for control over

illness which is one diacourse which helps to define what is

marginal health care. . .

.In the second case, that of the Native social system,
. v 7 . N .

" the assumption is made that the White man's social system and

its benefits are more desirable than the Native social

system. It goes without saying that the White man’s culture

’

.is more powerful and therefore dominate. Thus the difference

between the two social systems is problematic. The main

examples used to illustrate thé differences are the economic

4 . I
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and educational ones. The au%hors recognize these
dilparilie- but have little elue‘to suggest in the way‘of
remedies or more importantly how these cultural and economic
differences might impact on the telqyedicine proJectf

Similarly, the aubhor; aéknowledxe that the health care
system operates within the larger social system, but they are
content to leave that relationship unanalyzed. Yet the
relationship between the health c ie system and ‘the larger
social systei is mnalytically rich terrain. éor example from

the poiqt of view of a Marxist Hzalth care theoretician like |,

JYincent Navarro, the relationship between the underpriveleged

~

state of the Native social system and the larger social
system 'is explainable ,in terms of the economic ﬁ?nntraiuth of
capilalill. Leslie Duxbury, whose doctoral thesis is cited

by the authors on page 122, states that "our analynis’

- indicates that the fundamental key to improved native health

T care ... aﬁbears to be economic conditiona and enhanced

levels of education, interaction and activity." (Duxbury,
1984, p. 265-266) Other authors have Qaid essentjally the
same thing. In particular the proponents of uoc?zl medicine,
like ‘George Rosen (1974), John Powles (1973) and others, view
health within ; larger context which allows them to recognize
the physical and‘iental damage of Western industrial society
on individuals.

The basic view of the medjcal protéssion is that they

are trained to treat disorders, cure illnesses or at least

,

"

~
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slow down the processes of dipenses. In parallel to that,

2

the basic discourse of Western scientific medicine is founded
on its curative emphasis, and not so much on its prevehtntive

functien. Health care profesasionals, for the most part, only

v
“

‘want to treat medical problels.l The social problems or -
fallout’of capitalist sdciety are not considered as their
profesional problems. Yet, at the same time social problems
which could be explained as resulting from Pliving afli}e of
inequality in modern capitalist society, like alcoholisnm, a;g
defined‘as medical problems. Once a problem can be shown to
have a biblogical basis then it is eligible for\leéical
treatment and control. |

The geog;hphic environment apd the social context qf’tbe
Sioux Lookout’region act as constraints on other factors as
well. “fhuﬁ the resources ayailable to the region are a
product of the higher costs needed to support outlying areas.
Physical distances and isolation influence éhp will work %p‘
remote regions and how lon; they will stay. This is alwayk
-in implicit contfast‘to what is available in urban centres.
There are more jobs available, better chaﬂceu for prdlotion;
greatcr‘-edical challenges and of course the amenities of
city life. Most of the trainiﬁg of health ;are professionals
is done.in large ﬁrban centres. .This fact suggests that |
there‘ih’sﬁmé’rela@ionship be;weeh educational—advance;ent,

s

qpecialization and attachment to urban centres.

J

r [ 4 . .
So one can .recagnize that geography and the isolated
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social context form barriers to certain kinds of practices

through the problems which they create; ie. thelproble- of

the training of Native WOrkern and the coat of

transportation.

1

These four problems have an inpuct on the actual ule of
the teleconnun1cat1on technology as de&éribed in chapter‘ -
Jnine~ For exa-ple, the proJect’s systém coordinator s job
was to train and persuade health care workeru abolt -the use
and value of the technology. This nractice/e-phasizgs that
the intended effects of the ‘telemedicine system are
- satisfactory and thggmrésiatnnce‘can be reduced by more or
batter training: This position is a typicnl technology’
nnneas-ent approach. . - o A
The prnble-s of geography are’whatvled fnitially to the
telemedicine project. Thus the probiel'of health care
delivery in the field is based on thn same hypdthesea dealing
with transpprtation. Six of the eight‘hynotheues dealt with
tranéportation questions and the other two with x—ra;l. Only
two of the transportation hypotheses were slightly supported

by the authors’ data. The lack of strong supporting data for

the hypotheses based on the transportation of expertise calls

into question the authors’ initiqi’::§\§:tipns; _The .
hypotheses about the transportahility o x“rays were more
stronglylsupported by thé results.

So .far then the final chapters of the telemedicine

3

staff turnover, the reliability of. the co-nunication aystems,

g~
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project have been ;xa-ined in terms qf équraphic isoiation
;nd transportation i;sues.' This next séction will retrace
the same chapters but from the parapective of otﬁer' |
99nutfaints and }elationshipsﬂ The data in-chapter eight
concerniﬂg patient loads, co-noﬁ diagnosehq;nd patient
management auggesfs that there is a conflict between thp
suthors' initial assumption ab;ut the importance of the
dbctor;;atient encounter and the re&lity of Sioux Lookout.
While this disparity is recognized as an ommission in chaﬁteé
lé, it remains to explain how it came a£ohtAfn the first
place. .

In the large urban centres, ihe usual p;tient encoud{ef
is with a §oct6r in the eneréency departlené or in his
office. Patient encounters in the Sioux Lookout zone teﬁd t@
begin with nurses and health aide;. The hierachical
menagement structure which is the authors model is alluded to
in the followf%g quote. "The management of patients -is
gnother way to differentiate the roles of doctors, nurses and
health aides.” (Dunn, Conrath & Higgins, 1983, p. 132)
Clearly then the management of patienfa in the Sioux Lookout
zbne‘is different froﬁ.the process involved in urban
medicine. It is this difference in management‘which was not‘
anticipated by the authors because the common view of the

medical erocesé is thaf the décgor maintain strict control

«

over the marpgement of patients. Thus one of the constraints .-

of the study id also a major comstraint on thé process of

v

!

t
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deiivering health care.

This becomes even more c&ear wh;n the authors state that
the bikéest difference between“the doctors and\the nurses
management roles was that the doctor eiphasized ;eassﬁrancé'
and approval. The nurse had usually altzgﬁy set‘up the
patient nanageient proces;, therefore the doctor had little
els;'to do after the initial diagnosis. Yet the authérs
state that patients expect and require tHeVdocto;’s i .
reassurance. It is a knowledéeablé reassurance that the
bétient seeks. This pattern is an‘exalple of what Talcott
‘Parson’s ‘called the sick role. Thus the patient’; dependency
on the doctor, whether real or inaginéd, wanifests itself in
A Aesirg for reassurance.

Thus the discourse about the role of doctors in both the
traihing and control ofégll health care professionals, as
wéll as their authoritatife position over patients, beconeé
sel f-perpetuating through the practice of medicine. The
hierarchy of medical knowledge, expertise, prestige and the
like has been.cultivated'éince the turn of the gentury by the
medical profession and predicated upon their manipulation of
ﬁcie?ce and technology. Their succ;ss in placing themselve?
‘at the top of the hierarchy is onfy superseded by their
success in esfablishing an elaboraté:stfﬁcture of political
'énd ideological control. -

Although the.;uth;rs did state that certain uses for the

telecommunications technology existed prior to the study,

~
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they . failed to consider how this discourse about uses is a
determining constraint on which system was adopted and for
what sort of activities. Simply pit, slow—ﬁcan video was
chosen to duplicate e&inting,experiences ana relationships.

Slow-scan video is not immediately i active like a

telephone conversation. .Thus from the- ‘ nning the 3

technology i%self represented an unequal relationship. It

just so happens that: this technology fits in rather well with

the process of doctors exerting their authority over a

‘distance. The communication process was never intended

to be one between eqﬁals, except perhaps in the case of

-doctors communicating among themselves. Therefore even if

patiénts were allowéd to use the system more, or the heglth
care system decided to find ways to meet patieﬁt education
needs, the chosen technology is a constraint. °

g é;BCe the direct and.intended effects qfvthe technology
see-s'self-evident from the nediéal profession's point of
view, then the explanation for the limited uses of the

telemedicine system nusl also be explaipned in terps of the

dominant perceptions of the doctors. Thus medical

consultations and éontinuing education are described by the ]

‘authors as obvious uses of tpe technology. ‘

»

‘However, it is the area of social therapy which becomes

.problemétic for the medical profession. It is simply not

something which they have a lot of training for or expériénce

with. It is primarily nurses and other health care personnel

3
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who spend time with pgtients and who are therefore more aware

.of the need for and the benefits of social therapy. Social

[N

tﬁerapy refers, among other things, to letting patients use
the Eonlunication technology to communicate with family
nepbérs in other locatioﬁsf‘ Social therapy is a similar term
to thefapehtic communication. kRoasiter; 1975)

The failure of the project investigators to anticipate
the ability of the‘teleheaith system to help patients ,
overcome éhe separation from their family reflects an
approach to implementing new communication technologieé;
whicﬁ is not fully objective imr the sense of‘considering all
the possible uses, 3mblications, ugd effects. This process

suggests that the objectivity of the technology assessment

approach is biased by bqth those who initiate the system and:

by those who contfol it; bias is not necessarily
déliberate, but instead more often‘;han not répresents
structural blindspots.

It ha; already been stated by a nuhber of critics of

o*

medicine that the dominance of the curative discourse acts as

a major constraint on the broader introduction and acceptance

‘of "the wholistic medicine discourse. It is, of course, this

[

latter discourse which considers aotions of therapeutic
communication. A broader view of what is health and what
affects one’s-health might easily account for a broader use

of the telehealth system, although not withouti conflicts with

economic and other factors.

e
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In the chapter nn‘fhe attitudes of the provi@ers: the
authors énce again displayed their'bias towards the
deliverers of heglth care and less so on the receivers. Not
only that, but the health care é-}ﬂasis is o; end results
rather than the'process.'The’co-nunicationlprqcesa, when it
is'néntioned, is primarily between doctors, or between
doctors and oyhér health cére professionals. Thus the
professionals communicate about thé patient’s cqndition,,on\ {
behalf of his body. The additional coinunicationﬁ whith the
telehealtﬁ system allows are.considered to be'for the Henefit
of theapatient, but not fg?‘h1s use.f Meanwhlle the pat1ent
is conatrained by his medical cond:tlon from co-$131n1ng or'
protest1ng abaut his isolation from the consultatzve proceaa.

<

The flnal chapter of the authors telemed1c1ne book,

o

which\summa}izes the research approach;in hindsight, can be '

" read as if the authéﬁs have recognized their blindspots, that

is, they acknowledge that theiﬁ narrow approach yielded sonme
‘unexpeéted results. This rpcognifion might be understood io
furiher imply that the authors would develop an approach
which could account for the many different fagtors whlch
might. impact on théyxlplementatlon of gﬁ:z}ehealth proaect
"This does not seemﬂtg %e the case. Each acknowledgement of
;;n onission, such as the dlfference between the rural and
urban euv1r0nments, the unant1cxpate§&*9mand for sac;al

E

therapeutlc uses of the technology. the emphasis on flrst the

.
physec1qn—pat1ent. thengsthe phys1clan prOV1der relatlonsh1p

90
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rather ;ban the probider—patient*re}ationahip,'and even the
doctors’ concerns about the legal ra\ifications of giving

.

remote :%vice help to bring iﬁfo foc&s a structure of‘
practices and di;courses wﬁich deter-;ne in many ways the
intended and actual i-pacﬁs of a new co--uqicatiog technology
for the‘delivery of health care to the North.

The tmcit assumptions about medicine wh{ch the authors
use have been mentioned already, suéh s thf emphasis that
centralized, urban, technological medicine is the ideal, that
.science, technology apd the physician’s speciplized knowledke‘
are all effective against disease, and that the diagnosis
process is the proving ground for epistemological
assumptions. Furthermore npeciali;ation of knowledge ia
necessary anilbeneficial, Ang as well, the profelaional
doninance of doctors and the hierarchy ‘o“f expertise which
they control, are essential to an adequate health care
delivery'systenl

There are{,of coprag.’haﬁy ;tber assumptions abou;k
medicine which have been raisd¥ by varibus critics of

medicine, as evident in the last chapter. Whether the

. 7
authors )@ the telemedicine proJEct believe these criticisas

. or‘not. they are still problelatlc For example Lesley

.’ Doyal, in Ihe Political Economy of Kealtb (1979), suggests

that there are three key medical aulu-ptions: the
determinants o% health are predo.innteli'biologica], medicine

is assumed to be a science, and only scientific medicine can

- v
. . .
i . P .
- *’
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-
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.
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lgdia;;.befween people and disease.
The first assu-p;ion.id b;sqd on fhe germ theodry of :

medicine which asuu,es'a relationship of si-pie cauaalfti

between an organism and its disease. If the ﬂéte{linhnta of

di;:aaes are pregolinately.biologicai and not, for example,:

~social then it follows that ‘the autybrn_of the telemedicine

\ study would emphasize fhe diagnostic procéss aﬁd the search

> for Biologicai %auses. Similarily their iethodoloky ras

; 'deQigned to uncover the effects of a technology.:

The idéa that ledicineﬁis strictly a science is counter-

acted by theories of the social construction of reality or in

this case the social construction of health and ledicihe.

(Young, 1977; Kelman, 1975) It is not that Wedicine is not

~ based on science or even not often right, but rather that

medicine because it is mostly based on science is made to
>
seem scientific. The ever incrgauing use of technology in

PPNy

medicine gives an inpresqipn of ever greater accuracy, and , .
- f ’ . thus an implied greaier success. Thus Fhe discoﬁrse on
' nedizine claims a greater objectivit} than really exists.
Yet many social histories of medicine and as well critiques
of mental health by people like Thomas Szisz, demonstrate

that what was once considered as a disease cen change over

N .
time. N
Finally, there aré certain parallels between the basic
. » .
. . . - @8
N ' : -assumptions of the technology assessment epproach and those
of medicine. Both techmology asdgssnent and the diagnostic )
]
i L g
f
o . )
.- - ¢
3
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proceia meéasure effects. The former measures the effeéts'of -

¢
-

a teghnology and the latter measures the effects of an
organism. further-o:e, as we have already séen, both of ' ( .
these -eakurglent devices have a na;row emphasis. Both of
them imply a simple notion of causality. %hin r;atricta in
many ways tﬁe ability of either measurement to deal with
complex phenomena. The direct}requl}'of such a narrow
emphasis i; evident in the met odologies‘used‘tO»!qasure the
effects. Technology aasessment dpes not exist as anyt;ing T "

other than a tool of analysis outside of its specific

appfication. It seems that when this approach ia applied ;

.within the domain of health care, that it takes on the

concerns and dssumptions of medicine.

Thus in the project unde; stu&y, t?chpolqu assesg.ent
as an approach is easily translated into a/netbodology which
measures the diaénostic accuracy of different

telecommunications devices. It conforms on one hand to the

‘parrow yision of the medical assumptions, and on the other

hand restrains any possibility of the medical assumption
being a bro?d and more complex one. Therefore one can’state
thet both the pssunptioﬁs of technology ;sue;a-ent and of
medicine restrict each other to the narrowest common base.

And if one were to privelege one over the other,

then it would probably be medicine because it is both the

"“specific-pite-of the technology and because technology

-

" assessment is a tool in aid of iedicﬁne‘rﬂtheﬁ than the othe?
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way around. Thus any possible interventions would seem to be
most likely in terms of the specificity of the health care
delivery systenm. , R [ e
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. Chapter Three

4

In the introductjon, an incident involving yhnt was
later called therip u;ic communication lead to a series of
questions about the social impact of a telehealth system én
batients. It was seen that the narrow bionedicaiu:odel was
related to the téchnolégy assessment approach ﬁsed by thg
authors to study the sdcial impact. The whole telehealth

study was thus constrained from the beginning from paying

° [

adequate attention to the patient.
pv]

The altérnativg to the technology assessment and the
biomedical models were aescribed as, respectively, the
structural approach of Jennifer Daryl Sidck and a more
wholistic view of heafth which provided a broader sctial f
def%pi@iop of heanlth a;d its environmental causes. 'What;‘
then, Aoés fhi}b&q§ge£ definition of henith allow one to

rd : :

state in light of the struézﬂ;nlgfacgors influencing the

selection and assessment of the telehealth fbchnggbgy and the
: .

3 knepphasis on the transportation of medical informa%ion ov)@ilw'“

that of £herépeﬁt%c_pgynunication? How does one proceed from
a theoretical gsseQ;nent‘of thé:pgoblg-‘to an intervention in
favour of increased patient autonomy in an overdetermined
arena?

It was seen that many .of the health problems of the

Native “population can be attributed to substandard living
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"conditions, poor sanitation, high unemployment and a harsh

L i Al S M tadd %o p ]
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clifate. The ‘doctoral thesis of Leslie Duxbury that was

referred to by the authors of the telehealth btu&y is proof

enough of these conditions.\ Certainly in the short run there

~

\ are ﬁo easy solu}ions'to these zad problems. And even in

the long run the political solutibtns to these problems
‘ " . 5
probably do not favour the Native population.

v s b it AN IREDT A

‘While it should be admitted that the Sioux Lookout
’population was never asked if they find these conditions
>restrict their personal autonomy, that is not necessarily the

issue here. "One of the purposes of this study is to test the
]

. operationaf?zgtion of ‘the structural approach in order to

measure its effect?veneua as a tool for interventions into

P st e

the social impacts of new communication technologiea. Thus
‘ knowledge about the macro conditions influencing the_health
‘ of the Native population is not superfluous information, but
help; to form the social vision of what is desirgablé which
in turn might inf;rn the political or other action needed to

arrive at the'desired end. This view was well stated by

na wemeam et me

, . Micheal Goldhaber in chapter two. Another way of saying

-

essWxtialdy the same thing is the World Futures Society
'slogan of thinkiny globally, acting locally.

W
. While it is xmportant to know about the larger issues

[

intervefitions are accolpliﬁheq at the micro level. The

w

. social structure and practices of the Sfmuxﬂipokout zoné have

.

\ “Y o
the advan€der3f‘being rather marginal in comparison tb‘theé ,
; - o

C -
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' centres of power and -ea?§Fl expertise., It is precisely this

}' remoteness which gives Sioux Lookout the chance tJ conceive

L , /

: of éﬁd try put new arrangements. ‘ g

i Therefore the Native people would need to recognize the
3 ' ' / ~

i larger social and political forces which are'li-iting their

Y

lives. When this awareneas is connected to q/definition of
¥

health which places -ore‘znphasis, controf qﬁd respénsibility
1 / /

on the patient, thén a vision can be foflulétéa which can
. ’ / :

. lead to local action. What tQi%jEf}IB for, initially, is a
N ' - ) et ,/1 B
; new definition of health. . The World Health Organization ¢

(WHO) in 1946 defined health as‘"a statgvof complete
physical, mental and social wél]—being/and not merely the
absence of disease or infirmity." (ciéed in Rossiter, }9%%,
_p. 127) / |
Thomas McKeown (1979) and ot%éra have criticized the WHO

definition for its abstractness.//McKeoun stated that,

Positive health cannot be measured accurately, so
/
/

that success or failure/in achiévipg it can only be

judged subjectively.../that since many influencea,
’

person, religious, e?hcational, and economic as well as

nehical contribute éo a state of well-being;rthe conéept

/

. goes far beyond t?é r#ésponsibility of health services.

~ .- (McKeown, 1979,/5.‘ 190)
| g - / )
‘ /- Q.

- Rick Carlson /1975) has similar reservations about the

@
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WHO definition. ‘"First. health is too frequently measured
%

against some objective and ekt:?%sic standard such asFthe
‘absence of pathology, the capacity to function in.a given i
lociif role, or the freedom from di’sability. Second, health
is erroneously conceived of as a state or property of an
organism rather than'as a dynamic condition, a constantly
evolving source of energy." (Carlson, 1975, p. 181)

There is another danger~t;.wholiutic defiﬁitions of

health and that is the conceptual assimilation of health and

[

medicine into one category which favours medicine. This
assimilation is usually called the -edicalgzation of life.

It is based on the assumption that medical care equyals

~health. Therefore health and disease becomeé interdefinable.

Health is the absence of disease, therefore, the pronotiov of

health is e eradication of disease. -

Thgse—~who choose to define health in terms of

- disease generally suppose that if health . is defined in

[

this way, it will be possible to clarify health issues

by translating them into the more objective and

FYy

scientific language of medicine. ... On the other hand,

those who choose to define disease in terms of health
are generally interested in stressing the connection
between problems of disease and wider social and value

e

questions. (Ladd, 1978, p. 25-26)

e



i
|
|
H

_despite its romantic looking back at the Greek city State,

., st » t
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i would 1like tgbargue Ehat the WHO definition.'deapite
its'obviou; optimism, is a ﬁaeful goal golpursuei ?he WHO'’s
definition of health subsumes medicine and disease withiq

itself. Thus instead of the medicalization of life, which
N .
has resulted in dehumanizing techniques and behavior, - there

exists the posaibility to balance that perspective with a

humanist vigwpoint which would favour the person over the

[

technique. ' ’

. The use of the WHO definition, as well as a broader
conception of the determining forces affecting a particular
: implementation of a communication technology, are necessary
in order to reconceptualize the possibility for a social
critique and plan of intervention.
The underlying assumptions o% a transportation theory of

medical practice clearly needs to be under-ine& and replaced

by a non-tranamission model of communication. If, as Innis

-

uggested, time-binding communications is necessary to
alance the forces of space-bindihg communications, then a

transformation model of communication might be relevant to

this task. For it is p;gcisely Innis’ notion of community,

that is necessary for a marginal, remote community to assert

its idea of what is health caommunication and for whonm. v

Therefore;once the dominant assumptions of the medical
]

and communication

practice and ‘its uses of medical

technologies are undermined, then any interventions follow

-
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' < from this critical bade.\\ . )

| Robert Rushmer, in Humanizing Health care (1975) deals.

s with the ihe; of creating P\desired&l& future in medical care
by turning the current objeétipns to the dehumanization of
medicine into future obJect{veu.“ From this perspective it
could be argued that tﬁe déﬁp;aniéatipn_of tﬁe sick roia\igim

medical care is‘partly to blame'on conceptq and practices

which follow from too much emphasis on the biomechanical

model of medicine. Therefore any attempt to hulan}ze medical
< - .
care requires a rebalancing of physiological needs with

[

psychological needs.

"

A brqad definition of health Lg’gd on & wholistic notion

P s IO AL L N
A .

o b

. of .Health is the minimun needed if patients, both potential.
and actual, are to g;in inpreased autonomy and Qgpowerlent in
the. face of the monopoly of knowledge built into the
production, distribution and consumption of the medical
aysgén. The telehealth system was used to link the szlote ) ‘
communities to better health care opportunities. In reality
; . . this meant that the monopoly of knowledge héld‘by doctors was
| al-a“ﬁtgeographic monopoly. The'spacg—binding effects of the
S o tql;bo;lunicgfions technology bound the Sioux Lookout‘;egion
- to the. expertise of Toron)o. In effect the telehealth
technology is a two-edged sword.‘,lt does help patients to'v
'.ré-ain in their communities through improved monitoring and

communication syste;x. but at the expense of maintaining a

.

- ) dependency relationship. It seems that the ideal situation



“

4 o Yy .
— - - 101
) C , . |
would be to improve the opportunities for patients to be
14

:tiea@ed in their connuhitiel, yet with a greater emphasis on’

community and/or‘berlonnel self-help through increased

knowlédge about health matters.

. Interventions on behalf of or by the patiéht\or ‘ 'é

R ATl o

community need not be directed only at the existing.

-

et

technology and the'possfbility for other uses of it. One’

-

advantage of the structural ceusality position is that it

~dqe; not/privelege technology 6ver anything else. It was

v

alreédy seen that the_AT approach was limited by its

o wan

o

. ‘ inslstence on altgfnat1ve uses - while ignoring larger
5 <

structural constraxnts Sllilarly a Luddite reject:qn of the

3

-

technology would only forfeit what-little local control the

\\7 ' community has over the transportation of patients.
) . )
o

i If, as Talcott Parson’s<guggests, the patient accepts

their sick role at the same time that they give up their

control’ to doctors, then perhaps the solution is either to

L4

stay healthy or to ask questions and make connections. "It
was seen tiat the Sioux Lookout nurses liked the telehealth -

system bpcéuse they codld ask questions and expect to get

answers from the remote physician. This arrangement gave the

nurses a greater sense of equality with the doctors. It no
doubt explalns the nursea strong support for the system. At

the same time the system was not as appreciated by the doctor

-

] : .
for the reason that their professional control was lessened.

“n

. It is interesting that one of the effects of a remote

R ,,w : C s

-
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diagnosis was to make the physician depepdent on the nurse ‘ RS

attending the patient during a telehealth session. 'The

@
[

meédiated communication 3av§»the.nhrae an advantage which ’
would be unlikely in a large urban pos?ital. In a similar °* =

way perhaps‘?ﬁ} telehealth technology could be used to

equalize the/relationship between the patient and othef“: ) a

health care profeqsionals. Althoﬁgh_this could never occur
in tie‘sane manner qs'the nurses ésking questions of the
doctors, pa@ients could be invited to ask about health éare
prevention or !edical procedures. 'This could higp?nlueing .

rd

the existing system for educational programs or thfough some

other ;ctivities unrelated to the technol&gy. Clearly the - L
use or nonuse of the telehealth system dﬁed not effect any
self-help procéss. educational practices would be quite
limited if tﬂey were bdqnd by the existing relations and

“fdependencies of the medical apparatus. To move beyond these:
dependencies requireé a rearficulation of the medical
apparatus in terms of the broader definitions of health
outlined above. And in apparallel effort the rhetoric of

interactivity and access to information needs to be

concretized in practice. Fundamentally then a gctivist

. practice such as Freire’s notion of "education for critical

consciousness” -iéht be a useful tool for integrating a
different vision of health and medicine with a different set )

of social practices and by implication a §ifferent view of ‘

L

the valqé,of technology in the whole process. (Minkler & Cox, *

.



&
¥
nw
7
¥

Pl LY v

ropnars

(R rITet

U
L)

i

-

103

-

A9

’-

ST¥ad s e AR e 8 Y ot D

v

sF el b ot

. -
- R
-
.
b |
| .
S .
.
. '
-
- - B
. g
Y
N
v
- o
- ) « - a
> .
. c
. I
B
.
.
. A .
.
. .
- 1
. . .
.
' - .
P S . .-
- a
. * .
. .

i

P "y - PO
T aiRedd e ckbadal '



" ‘e ~
~ # - - " o N
Y .
L] 4 '
_ AN . ¢ ? . :
. T > * i LAY . . | s N & . g
At ., 7 ! ¥ ;
* Bibliography o -~ -
I a ‘ * o ’ ~ W - :-
L . \ . . ‘
e . -(1984). High-tech alternatlvzsn 'l'he ‘case of-
{ . f/\ the' co-nuxuty memory project. ggdical Science Journal, 16, )
. 37-51. ' ' -~ ) . 4 ,
~ ' e r . ) ' . ' ;
’ " ((l
. \}!anta. H. D. ,) Beheny, c. J ) & lelens, J S. 981) T0ward
-...®-  a_rational technologx in -edmine. NY: Springer Pub Co.
3 ~ :
T \ Bell, D. (1973). The coming of the post-industrial society.
& . ’V g X R P f
e NY: Basic Books. ‘ T
, - 1}&, iy ‘ N ..
N ’ 3 . IS .
3 . -‘ . P s .
Berliner, H. S% (1977-78) . Emerging ideologies in medicine.: _ » ’
- Review of Radical Political Economics’ 9, 116-124, S
] . i
. 4 Vs '/l . . . ) :
; . Berliner, H. S., & Smlmon, J. W. (1979). The holistic health ' i
f . movesent ‘and scientific medicine: the‘nake}d and the dead.
1 ! ' s ~ w ’ " N , 4
;’* Socialist Review, 43, 31-52. K ) ‘
N ,,i ~ i »’/ E ‘ .
2 o T *' . ' -~ s
; o Blishen, ‘B. R. (1969).. Doctors & déctrines: Ideology of
- .medical care in Canada. Tpronto:-/ niv of Tor_ont\o Press.

. L . ' { ¢ S ’ ot .
, . : *Brown, E. R. (1979). Rockefeller medicine men: Medicine and
* i

T * capitalism in A_"h_e‘riéa.merlkely: U. of Calif. Pr.. e

- 4 .
‘\v / ~

. -
¥ ’ ] -
$ ; . )
; .
3 . ‘

J

4 1




“

b

.
" ‘iﬁ&w”vy*:rwn':ifmfﬂg%ﬂﬁ*‘ AR
. .

7

i N

\ ‘ P

¥

T AT T S T AR A N ST AT TS T G

7 : .
4 [ 4
F

4

N . .
- N “ o =

o worse: -Health in the U.S. (pp. 23-33). NY: Nortoh. -

[; . »
>
~

N

N

Cartier, M. (1984):;Agora 1981-1984: Rapport 'final.

Nl
S

) fMont;éaI:-LaboratoireQHe télématique ot de médiatique, UQAM.
b ]

>

-

)_/ ’-
v

o

9.

medicine. Social Research,” 46(4), 728-743.

Callaghan, -H. (1977). Health and ‘society: Some ethical

i-pefatiJés, in Knowles, J. H. (Ed.), Doing better & feeling

Cas;ell, E. J. (1979). Cﬁanging iéeas of causality in

e Dt MR
EARy '

“ . !

A} i

R

X 4

Charbonneau, L. (1982). Telehealth: Mdking health care truly
Y accéh%}ble in the north. Canadian Nurse, 78(9),, 2-7.
’ ’ . - ' < ) , .
- S ER i . P |
Coburn, D., D’Arcy, C., New, P., & Torrance, G (Eds.).
+ / \ '
.(1981). Health and cafadisn Society. -Toronto: Fitzhenry &
- .Whiteside. - o ‘ </ .
\\\w ' Coburn, D.,Torrance, G. M., & Kaufert, J. M. (1983).. Medical
» ' ; .

0“ ﬁblgﬁin%: in.Canada in historical perspective:.The rise andVr\\

fali'g{nmedicinéé. International Journal of .Health Services,

» "
“~

l§(2l<.407—432. ’

)

Conrath, D. W., Buckingham, P., Dunn, B. V., & Swenson, J. N.

(1975). _An experimental evaluation of alternative

g

communication systems as used. for medical diagnosis.
/ ‘ ' !

Behavioral Science, 20, 296-305.



2& / 4 {aw x s % ‘n:"*“‘ﬁa ﬁ?””“‘.‘ . “ h A}
o
cN ' :
. . . , ~
) ‘ ' 1W
. , L Y . ‘ ' P
.Cooley, M. (1980). Architect of bee? The human-technology °

.o re{atioéshin. Boston: South End Press.

) o= &»
o
L

Cordell, A. J. (1985), The uneasy eighties: ,The transition  to

- an _information -ociéi . Bull;Onébgc:'Canad{Qn Government

- -y . -
Publishing Centre. (Background'ltudy #33)
o . ' y ’
‘ Crlchton, 1976) The shift fro- entrepreneurial to
) L N

political powerrdn the Canadian health system. Social Science

¢

and Medicine; 10, 59-66. .
' : ' S e
6::__;/’///Doya1, L. with Pennell, I. (1979). The political ecomomy of

health. Boston: South End Press. .
: ' {

a

Doyal, L., i Doyal L. (1984) Hestern lclentific nedfb1ne A

philosophical and political prognonis 1n erke. L., &

silvertown; J. (Eds ), More than the gnrts: B1olog1 and
e golitics (pp. 83 109) London: Pluto Press.

i

Dubos, R. (1965). Man adapting. New Haven, Conn: Yale Univ.

v e . Pr. ‘ / . X . ‘ ' 4

Dubos, R. (1979). Mirage of Health. NY: Harper & Row.




TSATE TR IR e S T e e e g AR ORIk T L

L . .0 4 . ’ .
. t ‘ | hrj} |
107

Dunn, E.. V., Conrath, D. W., Bloor, W. G., & Tranguada, B.

. ]
(1977). An evaluation of.four telemedicine systems for

primary care. Health Services Bésearch, 12{(1), 19-29. Lo

T Duﬁh. ﬁ.av.,ﬁ%t,all (1980). The use of slow-scan video for

* P ' * ::- ! r

. cme in a remote area. Journal of Medical Education, 55(6),
. 493-395, . « o

v
s

Dunn, E. V.{-& Higgins, C. A. (19B4). Telemedicine in Canada:

x
*

An overview. Dimensions of Health Services, July, 16-18.

’

. Dg@n, E. V.{ Conrath, D., & Biggins, C. (1983). Evaluating

in medicipe. Dedhem, MS: Artech

House.

. Al
L4 - .

Ehrenrgich, J. (Ed.). (1978). The cultural crisis of ‘modern -

y

e

medicine. N.Y.: Monthly Review Pr. . , *

-

Ellul, J. (1965). The technological society. NY: Vintage.

.
3

- Ellul, J. (1966).- Propaganda. NY: Vintage. Jd/
. ) , gy
Figlio, K. (1979). Critical bibliography 1: Mediciné.'

L

Radical Scienceiiournal, g, 148-160.




108

" Figlio, K. (1879). Sinister medicine ? '‘A critique of left

»

. , L]
approaches to medicine. Radical Science Journal, 89, 14-68.
; I

Figlio, K. (1977). The historiograph} of scientific medicine:.
" An introduction to\the human sciences. Co-garhtive Studies in
. \

4

Society & History, 19, 262-286.

o v »

" Filep; R. T., Wedemeyer, D. J., & Ballard, J. P. (1975).

!

ions Setellites & Social Services. Los Angeles:

. i uthern California, Annenbe;g School of ‘
3 . ) s e g, g \>
" g ' Communications. . )
- @
: . A
Finlay-Pelinski, M. r{1983). Technologies of technology: A

"critique of procedures of power and social control in

o

discourses on new communication technologies. Montreal:

McGill Univ. Working Papers in Communication.
L L4

[
f

Foucault, M. (1973). The birth of a clinic. NY: Vintage.

P

. "o LY e 1 e o ke Ty

s ) Fox, D.. M. (f982).;Recent marxist interpretations of the .

history of medicine ih the United States. Clio Medica, 16(4),

'225-231. '

-
-

. . . }
Freund, P.E.S. with Fisher, M., (1982). The civilized body:

vo Social domination, control and health. Philadelphia,PA: .

" T Temple Univ, Pr..

.
[aauti



£ s e o o T P
. .

B

R

, Beacon. . - ) ' ) &

’ S 109

Fuchs, ‘1. (1974). Who shall live? Health economics and social
- I

chéice. NY: Basic Books.

Goldpaber, M. (1983). Microelecfronicﬂ networks: A new
workers’ cultu;e'in,for-ation?. 'in Mosco, V., & Wasko, J.

(Eds.), The critical communication review/Vol 1: Labour, the

working cfaus and~the media (pp. 211-243). Norwood,NJ: Ablex.

Habermaa, J. (1970). Toward a rational society. Boston:

®

. .
Y

Haight, T. R., & Rubinyi; R. M. (19B3). How conlunity'grdupa

use'co-puters. Joufnal of Communicatiohs, winter,

A~ .
¢

Hales, M. (1980). Living thinkwork: Where do lagour procesaes

come. from?. Londong'csx Books.
' &

Hales, M. g1982). The politics of the

Science or society?:

work of acientists. London: Pan BoOoks & Channel Four T.V..Co.

Ltd..

.

Hamowy, H. (1984). Canadian medicine: A study in restricted

entry. Vancouver: Fraser Institute, ¢

\ . ’ ‘ k&

&;A" s



S
5

e

v

. ' 110

Hanley, J:-A., & Williams, J. (1984). Assessing and .diffusing

today’s medical teczfologies. DimerBions in Health Services,
e ~
~-July, 10-12,14,18. 1

Illich, I. (i973). Tools for conviviality. NY: Harpe;
Colophon. '

-

|

. . [{ * .
Illich, I. (1976). Limits to -edipipe. Hammondsworth:

A

Penquin.

4

b

Illich, I., Zqia, #. K., McKnight, J., Caplan, J., & Shawken,

.H. (1977), Dissbling profeasions™~{London: Merion Boyars.

- 4

Innis,

H. (1951). The bias of communication. Toronto: Univ.

of Toronto Pr. X

P -

Innis,‘ﬁ. (1972). Empire apd communication. Tog&ntoé Univ. of

< - -/

-, -/

Toronfb Pr.

de Kadt, E. (1982). ldeology, social polipy, health and s

health serviées; A field of complex int?gactionsx‘Social//
! - =

Science and Medicine, 186, 741—152

'katqnan, N. (1973). The impact of@éo-lunication technology:.

propiaes'and prospects. Jog;nal of Communication, 21(4).‘

g .« ®
L N



» // : .
o s
Brause, E. (1977). Power and illness: The political sociology

//;f health and medical care. NY: Elsevier.

*

Kelman, S. (1975). The social nature of the definition

problem in health. Intefhgtional Journal of Health Services.

5(4), 625-642. c .

~

Ladd, J. (1978). The concepts of health and disease and their
ethical implications. in Gruzalski, B. & Nelson C. (Eds.),

Value conflicts in health care delivery (pp. ), Cambridge,

¢ 2

MA: Ballinger.

-

Leiss, W. (1974)L The dopination-of nature. Boston: Beaton .

Books. . BN , /

-

\

Leiss, W. (1982,<;arch). Thé information society: A new name
for an old trick.

Paper'preseﬁted at Dept. of Sociology,

Univ. of Calgéry. Alberta.

Martin, D. L. (1978). Interim report on project telehealth.

Ottawa: Health k& Welfaré Canadaﬂ
. | . )

8 )
BN

Martin D. L. (1984)1 Second interim report on project

teleheaf;ﬂ; Ottawa: Health & Welfare Canada.

-~

\




. B ; ) 112

'

)f :Masuda, Y.'(ISBO). The Inforlgtion‘-ociety as post-

-

industrial society. Washingtoh,bC: World Future Society.

-
v

Mckegqwn, T. (1979). The role of ledigine: breal, mirage or

nemesis?. Princeton.'NJ: Princeton Univ. Pr. . '

\) Minkler, M. & Cox, K. (1980). Creating critical condiciousness

in health: Applications of Freire’g philosophy and methods to
' 1> 2N
the health care setting. Internstional Journal of Health

L

Services, 10(2), 311-322. ) ,
' T 5

Navarro, V. (1976). Medicine under capitalism. NY: Prodist.

{

1 ' Navarro, V. (1980). Work, ideology and sciencé: The case of 4

medicine. International Journal of Health Services, 10(4),

523-550. , ~

Navarro, V. (1983). Radicalism, marxism, and medicine.

International Journal of Health Services, 13(2), 179-202.

]

T Navarro, V. (1984). Medical history as Justification rather

than explanation: A critique of Starr’s the social

trapsformation' of american medicine. International Journal of

Health Services, 14(4), 511-528.

TS



113

Numbers, R. (1982). The history of americs ine: A field

10, 24

in ferment. Reviews in American His

~

Noble, D. €1977). America by design: Science, technologg and -

the rise of corporate capitélisl. NY: Knopf.

Picot, J., Roberts, J. & Gurd, G.'(1984). A Canadian

telehealth sourcebook. Ottawa: Canadiai

Hospital Association.

-

t

/
Pool, Ithiel de Sola (1983). Technologies

speech in an electronic age. Cambridge, MA:Harvard Univ. Pr..

-,

Porter, R. (1985). The patient's view: Doing medical history

@

from below. Theory and Society, 14 , 167-174.

v .
’

Powles, J. (1973). On the limitations of modern medicine.

Science, Medicine and Man, 1, 1-30.

Kl

Radical Sciente Jgurnal Collective, (198l1). Science,
technology, medicine and the Fbcialist'Iovenent.>Radica1

Science Journal, 11, 3-72.

’

Refaer, §. J. (1978). Medicine snd the reign of-technologxx

3

NY: Cambridge Uniw Pr. . .

. LT
. \free¢dom: On free.

s



»
S
L
-
*
.

TR R g

'

L T
’i:&@tural crisis of modern.medicine (pp.- 101-120). NY:

---;-r-wm-*wrwvmwm‘m5 B R R

\SﬁQbins. K., & Wébsfer,.?. (1983). Information technology,

| - : o

ﬁenaud. M. (1978). On the structural constraints of state
] : ’

intervention in health. in EBhrenreich, J. (Ed.), The
¢

iy
'Monthly Review Press. w

L8 o N

..Réverby, S., & Roéper, D. (Eds.). (1979). Health -care in

america: Essays in social history. Philadelphia: Temple Univ.

P;.

" luddism and the working class. in Hosco, V., & Waako, J.

{(Bds), The-critical communications review/Vol. 1: Lébour. the

working class and the media (pp. 189-209). Norwood,NJ: Ablex.

RJbins. ﬁﬁ, & Webster, F. (1985). Luddism: Né; technology and
r
the critique of political economy. in Le@idow,_Ll, & Young,

B. (Eds.)[ Science, technology and the Labour process:

Marxist studies/vol. 2 (pp. 9-48) lLondon: Free Association

, 3 . -
Books and Humanities Pr.. . -

Rodberg, L., & Stevenson, G. (1977). The healih care industry ‘

in advanced capitalism. Review of Radical Pol;tical

Economics, 9

104-115.

L]

Rose, H., & Rose, S. (Eds.). (1976). The political econg!y of

science. London: Macmillan.

-

-1

A

L]

114



el e g G

.,
ke !ﬁ"-«“—w

. _
o .
. LN WAy v Ty
- - 3 .

Lep st

o
EIRY

( ! 3
Qg;“ﬂqsen, G. (1974). From medical police to social medicine:

N - 115

-

Rose. ‘H., & Rose, S. (Eds.). (1976). The radicalization of

" science. Londén:'Macnillan.

-

' Essays on the history of health care. NY: Social History -
~Pﬁblications. '
f -9 0

Rossiter, Jrf€§g.ﬁy. (1975). Defining therapeutic L@

‘co-nupication§f§§hrnal of Communication, 25¢3), 127-130. '

Rushier, R; F.- (1975). 'Humanizing healtﬁ‘care. da-bridge, MA:
MIT Pr..

Science Council of Canada (1982)

inforlation soc1ety To-orrow is too late. Bulf Que-. : .

Canadlan Government Pub11sh1ng Centrg/> (Report ﬂBS)

-

Slack, J. D.. (1983, November), The information revolution as

ideology. Paper presented at the Speech Comnunigation h
~

Association Convention,” Washington, D.C. .

[

AN
Slack, J. D. (198B4a). Communication technologies and society:

Conpeptions of causality and the politics of technological

intervention. Norwood, NJ: Ablex.




K

« 116

Slack, 3. D. (1984b). Surveying the i-facts‘of coipunication‘

techno]oéies.

)

in Dervin, B. & Voigt, M. (Eds), chgresilin

Communication Science Vol. 5 (pp. 73<109). Norwood, NJ:

Slack, J. D. (1984c, May).

ki

The development and use of.

communication technologies: Critical issues. Papér presented

. the International Communication Association annual meeting,

5

Soderstrom, L. (1978). The Canadian health system. London; ,

4

Solomonides, T., & Levidow,

L4

(Bds.). (1985). Compulsive

technology: Computers as culture.ﬂLondon:'Free Agsdciation

Stark, E. (1982). What is medicine.

[

12, 46-89.

‘e
Ablex.
San " Francisco CA.
\ a
. Crogn Helnm,
. Baoksr

R

£

A

Radical Science Journél,

w ot

-

e

Stark, E. (1982). Doctors in spite of themselves: The limits

Services,

‘Starr, P.

medicine.’
?

12, 419-457.

ey

T A '
of radical health criticism. International Journal of Health

-

(1882). The social transformation of american ’

NY; Basic Books.

1



vforn. London: Fontana.

PS © ¥ o

117
g . . ’
Taylor, R. (1979). Medicine out of control: The anatomy of a -
-alignant technology. Melbourne: Sun Books. -
-Turgﬁen, M. (1977). The political ecblogy of diseased Review
of radical political econo!iq:;\gi/55-59.
Waitzkéq, H. B., & Waterman, B. (1974). The exploitation of
illness in capiteslist society. Indianapolis: Bobbs—défri}l.
- Waitzken, H. (1978). A nprxiat view of iediqg} care: Apnals
" of Internal Medicine, 89(2), 264-278.
- ( :’-{’
- -
Williams, R. ?qSSI)f The long revolution. Harmondsworth,
Eng.: Penquin. ' ' ! )
v ° \
. - . ‘
Williams, R. (1974). Television: Technology and‘cultural
A . i ~
: :

s

7

Williams, R. (1980). Base‘and.superstructure in marxist

1 studies. in Williaws, R., Problems in materialism .

lture: Selectéd_essggé (pp. 31-49). London: Verso.

Webster’s ninth new coliegiate dictionarx{’(;QBS). Magkha-,

Ont.: Thomas Allen & Son. , : . o

) \ ‘



"

4

4

T S ’ 118
"Wright, P,r‘&fTreacher. A, (Bds.). (1982). The problem of
. 2 “
o hedical knowledge. Edinburgh: Bdinburgh Univ. Pr. .

]

.
s

N .
Young, R. (1977). Science is social relations. Radical

] . . N

Science Journal; 5, 65-129. °

- . i

[N

?oung, T. x;\(lsai). Primary health care for indians in

Northwestern Ontario. Public Health Reports, 96(5), 391-397.

.
v ,

-
-J
‘ ' : .
.‘ - N
Netm . '
s N . FiE
' i b
- ' . N B
. 4 .
¥ .
' L]
7
N o
* Y N
- N‘
o L)
P . -
.
/ * v
i
&
@ 3
‘w
e .
¢ .
< L}
d &
“ -
i
© .
.
¢
t
! ]



