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ABSTRACT 

This is a descriptive study of the behavior in illness 

situations of a group of lower-class Anglos who reside in Douglas, 

Arizona* A decision-making model is used to explore variations in 

the process through which individuals decide that they are sick and 

what to do about their "sickness." 

Illness is considered an "episode" consisting of three stages 

of development: 1) the individual's perception of his altered state, 

2) validation by person(s) in the referral system and 3) alleviatory 

procedures or death, that is, the behavioral response. Entry into 

and exit from each stage involves decisions by the "sick" individual 

or by significant others. 

Informants were presented with hypothetical illness situations 

and asked to state whether they believed the individual described was 

"sick." Four characteristics of the hypothetical situation were of 

particular importance in the decision-making: 1) the familiarity of 

the symptoms to the informant, 2) evidence of pain, 3) the age of the 

individual described and 4) the perceived effect of working conditions 

or weather changes. Informants were also asked about illness situations 

involving themselves. The criteria they used to decide that they them

selves were sick were not the same as those they applied to hypothetical 
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situations. In actual illness situations, informants tended to decide 

whether they were sick on the basis of the presence or absence of 

three conditions: 1) changes in feeling states, such as pain; 

2) changes other than pain and 3) interference with normal activity, 

when others such as kinsmen, friends or neighbors were involved in the 

decision-making process, the degree to which the symptoms could be ob

served and the ability of the individual to communicate his symptoms 

seemed to be the important criteria. 

Parsons' formulation of the sick role was used as a model to 

describe illness behavior of informants. This formulation consists of 

four sick role components: 1) exemption from performance of social 

roles; 2) exemption from responsibility for one's own state; 3) the 

obligation to get well as soon as possible and 4) the obligation to 

seek technically competent help. The majority of informants who con

sidered themselves to be in "poor health" neither sought nor expected 

to seek exemption from their normal role obligations. In agreement 

with Parsons' second component, most informants tended to not feel 

responsible for their own conditions. Not all informants cooperated 

with a treatment agent. Those who cooperated least tended to diagnose 

their illness as not serious and were less inclined to give up valued 

activities. Selection of the type of treatment agent was influenced 

by the informant's knowledge and sociocultural beliefs about illness. 

If a decision was made that the illness was serious and a risk to life 

involved, a medical healer was usually considered. 



CHAPTER 1 

INTRODUCTION 

This study is concerned with discovering the ways in which 

individuals 1) consciously or unconsciously decide or recognize that 

they are "sick," and 2) behave in the sick status. The specific 

process of seeking aid, medical or otherwise, and the factors impor

tant to the individual's decision to seek aid will be carefully 

studied. The central question posed by this study is: 

How do the definitions of illness vary among different 
individuals as health actors, and to what extent do these 
different definitions and health actors influence behavior 
in illness situations? 

There has been little investigation of the conditions under 

which an individual thinks of himself, or of others, as being ill. 

The decision by an individual that he is ill is a turning point in 

his subsequent behavior. This decision (although it may not always 

be a conscious decision) gives the individual the privilege to assume 

the sick role as described by Parsons (1951) and discussed later. 

It is anticipated that an investigation of the health and 

illness behavior of lower-class Anglos will reveal variations in the 

ways in which they define health and illness and in the ways in which 

they think about prevention and treatment. Both of these factors bear a 

relationship to the length of time spent in seeking medical care. This 
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study not only provides some understanding of health and illness behav

ior, but also provides useful information to medical personnel about 

the reasons why lower-class Anglos delay in seeking medical treatment. 

As a result, this study should contribute to a greater understanding of 

the social and cultural processes in health and illness situations. 

Theoretical Framework 

In order to analyze the variations in illness behavior among 

a group of lower-class Anglos, two groups of theoretical concepts will 

be considered: 1) the nature of illness referral behavior in general 

which includes the concepts of the illness situation or episode, lay 

referral systems and the decision-making process; and 2) the socio-

cultural factors which may influence variations in general illness 

behavior: status and role, social class, and perceptions, beliefs:.and 

values. 

Nature of Illness Referral Behavior 

Illness referral behavior includes observable behavior patterns 

based on underlying assumptions about illness. These patterns encom

pass the expected and actual behavior of health actors in illness 

situations. An illness referral system is a mechanism which allows us 

to trace how consultation by a "sick" individual is initiated. 

Decision-making is the process through which the actual choices of 

illness behavior are made. The concepts of the illness situation, 

illness referral systems and decision-making are discussed below. 
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The Illness Situation or Episode 

An illness situation or episode, according to Weaver 

(1970:141): . . begins with the individual's perception of his 

altered health state and proceeds to validation of this condition by a 

person or persons in the referral system, followed by appropriate alle-

viatory procedures or termination in death." Schematically, this model 

is presented in Table 1, below. 

Table 1. The Illness Situation or Episode 

Health Individual's Validation by Alleviatory 
Action : : Perception of + Person(s) in + Procedures 
System Altered Health Referral or 

State System „ Death 

(Concept of (Legitimation) (Behavioral 
Being Sick) Response) 

For an individual who perceives something wrong with himself, 

the illness episode can be seen by the investigator as having a number 

of more or less well-defined stages of development. Although the cri

teria for identifying these stages may differ from medical and lay 

viewpoints, both recognize cues relative to the progress of the illness 

which signal changes in the course of the action to be taken. To the 

physician, these changes may be physiological; to the sick person, 

the changes are likely to be those of subjective feeling states or 

capacity to perform activities. 

The behavioral response phase of the illness situation refers 

to the illness behavior itself; that is, the ways in which symptoms 

may be differently perceived, evaluated and acted (or not acted) upon 
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by different individuals. The health action system concerns the 

expected and actual behavior of health actors in illness situations. 

A health actor can be a lay, professional or religious person who 

defines and makes a decision as to the action to be taken regarding 

the illness . 

According to Fabrega (1972:179): 

Any illness episode makes possible a careful description 
of the factors leading to the recognition of an altered 
behavioral or biological state, to the illness behavior 
itself and the manner of onset, progression, and the 
resolution of the illness episode, to the assessment of 
the contribution of different apparent etiological fac
tors, and to a careful analysis of the meaning given the 
behavior by members of the group .... 

Thus, an investigation of the elements of an illness episode enables 

a researcher to discover factors influencing behavioral responses. 

Illness Referral Systems 

One approach to identifying health actors in the decision

making process can be found in Freidson's use of the concept "lay 

referral system." Freidson (1961:198) states that: 

. . . the process of seeking help began with purely 
personal, tentative self-diagnosis that implied their 
self-administered treatments. Upon failure of those 
first prescriptions, members of the household were con
sulted. Aid in self-diagnosis was sometimes sought from 
laymen outside the house—friends, neighbors, relatives, 
fellow-workers, a former nurse, or someone with the same 
trouble. Indeed, when exploration of diagnosis was 
drawn out and not stopped early by cessation of symp
toms or immediate recourse to a physician, the 
prospective patient referred himself, or was referred 
through a hierarchy of consultant positions. The 
hierarchy ran from the intimate and informal confines 
of the nuclear family through successively less intimate 
lay consultants until the professional was finally reached. 
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Freidson has classified lay referral systems on the basis of 

two variables; the degree of congruence between the cultures of pros

pective clients and the medical profession, and the relative number 

and cohesiveness of lay consultants who are interposed between the 

first perception of symptoms and the decision to see a health profes

sional (who is according to Freidson an individual trained in modern 

medicine). Freidson (1961:199-200) notes that these variables may be 

combined to yield four types of lay referral system: 

First, there is a system in which the prospective clients 
participate primarily in an indigenous lay culture and in 
which there is a highly extended, cohesive lay referral 
structure. In the indigenous extended system the clientele 
may be expected to show a high degree of resistance to using 
medical services . . . 

The second type of lay referral system has the same indig
enous culture as the first, but a truncated referral 
structure—the individual may act entirely on his own, 
or at least consult no layman outside the nuclear family . . . 

The third type is the opposite of the indigenous extended 
lay referral system. It is found when lay and profession
al culture are very much alike, and when the lay referral 
system is truncated . . . 

He is even less likely to use the services of a nonmedical 
healer in the fourth type of lay referral system. Since 
it has an extended referral structure and a culture similar 
to the professionals, his acceptance of professional cul
ture is considerably more likely to be reinforced than is 
the case of a professional oriented person who participates 
in a truncated structure. 

Polgar (1963) also discusses illness referral behavior and has 

identified three phases: 

1. The self-addressed phase which involves the client as 

health actor. 
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2. The lay-action phase which involves the client and others 

as health actors. 

3. The professional phase which involves professional 

health actors. 

On the basis of data collected in northern New Mexico, 

Weaver (1970) derived a general model for analyzing health action sys

tems, that is, the actions which a person takes to attain relief from 

the symptoms of illness. Weaver takes the anthropological viewpoint 

in that he makes "no distinction between 'lay' and 'professional' 

referral systems (1970:141)." Thus, all individuals are viewed as 

health actors and the patient seeks out the one who is thought to 

have the necessary healing abilities. As Weaver notes, Freidson's 

professional referral system" . . . seems more relevant to . . . norms 

and reference groups within modern medicine . . . than to factors in

fluencing patient behavior in the indigenous system (1970:141)." 

Weaver agrees with Polgar's position that the health actor is consid

ered a professional if he is so recognized by the members of the group 

to which he and the client belong. 

Weaver's scheme consists of four steps or phases: 

1. Kinship phase 

2. Community phase 

3. Folk Specialist phase 

4. Urban Professional phase. 
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Weaver indicates that the patient may enter the health action system 

(or referral system) at any phase. Ego may enter the kinship phase 

and slowly progress through the successive phases, may enter the kin

ship phase and quickly progress through the successive phases or he may 

achieve complete treatment at any level. It is not suggested that all 

these phases are used by all sick people. On the contrary, it is ex

pected that a great deal of variation may be found in the number that 

are consulted and the importance attached to them. 

When the illness is first perceived, the health actors may be 

confined to the kinship phase, that is, the nuclear family, subject to 

expansion as the sick person attempts to define the situation. As ego 

attempts to define the meaning of the symptoms, other family members 

may be consulted. He may enter the community phase and consult neigh

bors, friends, co-workers and people with similar problems. Culturally 

recognized folk specialists, such as religious health actors (priests, 

rabbis, or ministers) might be included, especially if the illness is 

associated with sin or if supernatural agents are seen as being able 

to effect a cure. The relationship may move to the urban professional 

phase. This might include the druggist if the illness were not 

considered serious, nurses, chiropractors, osteopaths, physicians and 

the like. It is also expected that there may be overlap of categories 

or phases in some cases, for instance, a family member with medical 

training. Each of these health actors may have expectations derived 

from a different framework of interaction, and consequently, their 

expectations may influence the decision-making process of the "sick" 

Individual. 
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A model combining elements of both Polgar's and Weaver's 

schemes will be uBed in this study to describe the variations in decid

ing the sick status. This model consists of four phases: 

1. The self-addressed phase which corresponds to Polgar's 

self-addressed phase involving the client as the 

health actor. 

2. The kinship phase which includes health actors in the 

nuclear family and extended family. 

3. The community phase which corresponds to Weaver's 

community phase involving friends and neighbors. 

4. The professional phase which corresponds to Polgar's 

professional phase and to Weaver's urban-professional 

phase. ThiB phase includes health actors who are 

thought to have special healing abilities such as 

druggists, nurses, chiropractors, osteopaths, physi

cians and others. 

The Decision-Making Process 

Decision-making may be defined as the process through which a 

problem is selected for decision (i.e., choice) and a particular 

alternative among several available is selected for execution. 

Two basic theories of decision-making have been identified by 

Rapoport (1967:82): normative and descriptive. Rapoport (1967:83) 

notes that 

One can speak of decision theory in two different senses: 
in the sense of a normative (or prescriptive) theory, and 
in the sense of an empirical (or descriptive) theory. A 
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descriptive theory of decision seeks to discover patterns, 
regularities or principles in the way people actually make 
decisions in given situations. Clearly the nature of the 
decision-maker, his goals or values, his state of knowledge 
or his thinking habits, his predilections or prejudices are 
relevant in a descriptive theory. But the question of 
whether the dicisions are good or bad is not relevant: a 
descriptive theory is always concerned with what is, not 
what ought to be. A normative theory, on the other hand, 
seeks to discover rules for making decisions which are in 
some sense 'best'. 

Because the present study is concerned with the actual beliefs and 

values of the individual members of a small study population, a descrip

tive theory is required to analyze behavior. 

Audley (1967:41-43) notes that there has been a recent rapid 

growth in descriptive theories of decision, by which is meant theories 

about how decisions are in fact made. By contrast, in normative 

theories, rational man, the one who always makes the best decision in 

any given situation, is seen as a model. The rational man, however, is 

by no means an accurate representation of the real man. Modifications 

of the rational theory must be made if it is to predict decisions made 

by real people in real situations (Audley 1967). 

There has been a growing tendency in recent years for anthro

pologists also to investigate what people do in specific action 

contexts; that is, toward an actor-oriented analysis of social data 

rather than a systems-oriented analysis (Izmirlian 1969:1062). Howard 

(1963:410) in his study of land transactions in Rotuma, prefaces his 

analysis with the following: 

Instead of conceiving of society as having a social 
structure, I would suggest we conceive of social 
behavior as being structured by participation in 
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given activities within which behavioral choices 
(decisions) are regular and predictable. 

Thus, Howard (1963) views decision-making as a strategy utilized 

by actors. 

Other investigators (Rossi 1957; Coult 1964; Barth 1965; 

Taylor 1969) also have done work concerned with the dynamics of 

decision-making. Rossi (1957) in an article titled, "Community 

Decision-Making," discusses three approaches to the study of decision

making: 1) the Decision-Maker Approach Which is concerned with the 

characteristics of decision-makers; 2) the Partisan Approach which is 

concerned with the ultimate determinate j of the outcome of the decisions; 

and 3) the Process Approach which employs decisions as the reference 

point, seeking to understand the choices of the decision-makers as the 

outcomes of relatively complex processes (Rossi 1957:415-443). The 

approach most pertinent to the purposes of this study is the Process 

Approach. 

A decision-making model can be used to emphasize choices made 

by individuals. Taylor (1969) has used decision methodology to analyze 

motives for migration among Durham miners and their families. He was 

able to identify four migrant types and the differences between these 

types by analyzing the decision-making process. Barth's study.(̂ .965:2) of 

political leadership among Swat Pathans illustrates that in Swat, 

11 . . . persons find their place in the political order through a 

series of choices . . . ." Coult (1964) has noted the importance of 

choice and decision in ambilineal descent groups. 



11 

Wayne Lee (1971:114) in his recent book, Decision Theory and 

Human Behavior, notes that "... decisions can be made under one of 

several conditions: certainty, risk, ignorance (which includes ambi

guity) . . . ." Each of these components, singly or combined, may 

predict the choice that the individual makes. 

In keeping with the descriptive theory of decision-making, it 

is important to focus on the choices made by the individual and the 

kinds of influence brought to bear on these choices. Analyses such as 

those of Taylor and Lee are useful in establishing the importance of 

these two factors. 

A few attempts have been made to analyze the various processes, 

stages and types of decisions made in the seeking of medical care. For 

example, Suchman (1965) demarcated five "critical transition and 

decision-making points:" 1) symptom-experience; 2) assumption of the 

sick role; 3) medical-care contact; 4) dependent-patient role; 

5) recovery or rehabilitation. He found that each stage of the process 

required different actions and required application of different sets of 

criteria. For instance, in the symptom-experience stage, there were 

three distinct aspects of the symptom experience: 1) the physical 

experience, that is, pain or discomfort actually felt; 2) the cogni

tive aspect, that is, the interpretation and meaning of the symptoms to 

the individual experiencing them; 3) the emotional response of fear 

and anxiety that accompanied both the physical experience and the 

cognitive interpretation (Suchman 1965:114-115). The action the indi

vidual took depended on what the symptoms were, their severity, the 
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course they took and the individual's knowledge about and previous 

experiences with such symptoms (Suchman 1965:118). 

If, as has been suggested by Suchman (1965), different stages 

involve different types or orders of decisions in the process of 

seeking medical care, it would seem important to specify in greater 

detail what these decisions are and the parameters within which each 

of them operates, i.e., the sociocultural context. The present study 

makes such an attempt. 

Decision-making is used in this study to identify the choices 

made by patients in the illness situation or episode (Table 1, page 3). 

This decision-making process usually requires that the individual make 

not just one, but many interrelated decisions which have multi

dimensional results. For example, one must decide not just whether he 

will stay in the "sick role," whether help is needed for treatment or 

whether self-treatment is indicated. If the decision is to seek help, 

the type of treatment agent must be determined. Then the problem 

becomes one of cooperation, or the extent to which a dependent relation

ship with the treatment agent will be adopted. Finally, a decision 

must be made as to when an individual has reestablished himself as 

"well." This model may be diagrammed as in Figure 1. Note that the 

first decision in the process corresponds to the first stage of the 

illness situation or episode, Perception of Altered Health State. The 

second decision corresponds to the second stage of the illness situa

tion, Validation. The remaining decisions relate to the third stage, 

Alleviatory Procedures. 
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1. > 2. Decision as to the 
deviation from a significance of 
normal state has occurred deviation to ego's 

status as "well" 
3. Decision to get well 

or to stav in the ~ s 4. Decision as to whether 
"sick-role" or not to seek 

help 
5. Selection of type of 

frBdhiiBnf apenf > 6. Decision to cooperate 
with or resist treat

7. Decision as to whether ment agent's authority 
good health has been 
reestablished. 

Fig . 1. Series of Decisions in the Course of an Illness 

The individual is subject to the influence of others in this 

decision-making process. These other persons can make the decision 

themselves, they can recommend the decisions in the sense that they 

suggest the need for a decision and indicate how they would decide, 

or they can respond to a decision-making process initiated by the indi

vidual in question. Other persons, then, can exert influence over the 

individual's decisions relative to his illness behavior. The degree 

to which they influence ego to some extent depends upon the kind of 

relationship they have with him as well as their commitment to the norms 

of the larger society. 

Sociocultural Factors Influencing 
Illness Referral Behavior 

Sociocultural factors play a part in influencing the way the 

individual defines the illness situation and, hence, his decision-making 
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process. The anthropological significance of decision-making lies not 

only in the behavioral consequences, but also in observing the combina

tion of factors which influence the decisions. Thus, In defining his 

situation in each of the various stages, the sick individual must 

evaluate not only his position but also what is appropriate for him to 

do about it in terms of his resources, available alternatives and his 

estimate of success in regaining his normal state of health. Conse

quently, behavioral responses to any given illness may vary widely. 

Some soclocultural factors which influence decision-making are status 

and role, social class and perceptions, beliefs and values. 

Status and Role. According to Parsons (1951:25), a social 

system is a network of interactive relationships. Participation in 

this system has two aspects: the positional and the processual. The 

positional aspect is status; the processual aspect is role. Once an 

individual identifies his status, his behavior will correspond to the 

role his cultural group expects from someone with that status. 

As Parsons (1951:26) has suggested, human behavior is in part 

determined by the expectations of others, the demands and desires of 

others being reflected in the notion that people do what they "ought" 

to do. However, expectations may be of many kinds according to who is 

defining the role. An individual in the status of a sick person can 

be expected to behave differently in relation to his wife, his children, 

his physician, his employees or a co-worker. Each of these role-

definers may have expectations derived from a different framework of 
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interaction and consequently, their expectations might be expected 

to vary. 

In defining the role of the sick person, Parsons (1951:436-

437) points to the following norms and values as being generally 

applicable in the society as a whole: 

1 .  . . .  e x e m p t i o n  f r o m  n o r m a l  s o c i a l  r o l e  r e s p o n s i b i l 
ities, which, of course, is relative to the nature 
and severity of the illness. 

2 .  . . .  t h e  i n s t i t u t i o n a l i z e d  e x p e c t a t i o n  t h a t  t h e  s i c k  
person cannot be expected by "pulling himself together" 
to get well by an act of decision or will ... he is 
in a condition that must be "taken care of." 

3 .  . . .  t h e  d e f i n i t i o n  o f  t h e  s t a t e  o f  b e i n g  i l l  a s  i t s e l f  
undesirable with the obligation to want to "get well." 

4 .  . . .  t h e  o b l i g a t i o n — i n  p r o p o r t i o n  t o  t h e  s e v e r i t y  
of the condition, of course—to seek technically 
competent help . . . and to cooperate with him in 
the process of trying to get well. 

Parsons' formulation of the sick role is unique because it 

is the only extant model which relates sick role behavior to a set 

of social values and norms. This formulation provides a convenient 

starting point in analyzing illness behavior. According to Parsons' 

analysis, when a person's illness has been legitimized by medical 

sanction, or that of intimates and/or persons having influence over 

him, the person occupies a special role in society. During the time 

of the illness, he may be relieved of usual demands and obligations and 

his sick role takes priority over other social roles (e.g., occupational, 

familial and so forth). Moreover, the person is expected to seek 

assistance in restoring his full energies and to cooperate in the 

treatment process. Persons may be motivated to adopt the sick role to 
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obtain release from various kinds of responsibilities; but there are 

also others who fear the dependence of the sick role or who are sus

picious of physicians and avoid seeking medical advice even when 

serious symptoms appear. 

Parsons (1951) did not claim that all of the role-components 

would hold for societies in which different value systems predominate, 

nor did he claim that all persons with illnesses within a society 

would hold the same values. Rather, unlike the objective "scientific" 

values of the physician, Parsons (1951:440) sees the sick individual's 

values as defined by that individual's own helplessness, technical 

incompetence and emotional involvement. In addition, he notes some 

sources of variation in the expectations of the sick individual includ

ing such factors as the nature and severity of the illness. 

However, Parsons' formulation tells us nothing about cultural 

variations among different ethnic, religious, social class and age 

groupings within a society. For example, Twaddle (1969) found in a 

study of older males in Rhode Island that Parsons1 model described the 

modal response of only a small minority. He noted that when "sick role 

components were taken together, seven different configurations were 

found .... Furthermore, . . . the configuration depended in part 

on cultural values and in part on whether the respondent defined him

self as 'sick' (Twaddle:113)." 

In this study, the emphasis is on the specific expectations 

brought to bear on the individual during a course of illness. Role 

behavior is seen as influenced by role expectations. While an 

individual does not necessarily behave as expected at all times, 



17 

expectations must be taken into account in deciding behavior. Hence, 

some correspondence between the two might be expected, with this 

correspondence being less than perfect. 

Thus, the characterization of an individual as "sick" consti

tutes a status, as it carries with it rights and obligations which are 

at least temporarily of paramount importance in understanding his 

behavior. In this status the sick person interacts with various others 

who hold expectations as to what kind of behavior is "proper" for a 

sick person which serves to partly define his role. Therefore, the 

term "role" refers to expectations and behaviors which attach to the 

sick status. 

Social Class Differences. Social class may be considered a 

way of categorizing aggregates of people. By virtue of their being in 

categories of the same rank, people tend to have access to similar sets 

of status-roles, and hence over time tend to develop similar life-styles 

and some measure of social solidarity. 

There is no general agreement as to which criteria are most 

useful in determining social class. Warner, Meeker and Eells (194?) 

make extensive use of defining the nature of class differences by having 

the community delineate the different classes and identify the members 

of each. Other investigators (Haer 1955; Reissman 1959; Lawson and 

Boek 1960) have used many different indices such as income, source of 

income, occupation, education, type and size of home, area of residence 

and material possessions. Qollingshead (1957) has reduced the factors 

necessary for measuring social position to two: education and 



occupation. He uses three basic assumptions In establishing an Index 

of social position: 1) there exists a status structure in society; 

2) positions in this structure are determined mainly by a few commonly 

accepted characteristics; and 3) the characteristics may be scaled 

and combined by the use of statistical procedures so that a researcher 

can quickly, reliably and meaningfully stratify the population under 

study (Hollingshead 1957:2). Hollingshead1s typology makes no dis

tinction along sex lines; that is, both men and women are lumped 

together within each category. Hollingshead's criteria are used to 

determine lower-class membership in this study (see Appendix C ). 

Larson and Sutker (1966) found that values differ along social 

class lines. Lower socioeconomic level respondents were found more 

likely to attach importance to "being clean, owning a home, having 

insurance and living in a good neighborhood," while upper socioeconomic 

level respondents attached more importance to "being in good health, 

having a good education, being respected by people, having children, 

and having friends (Larson and Sutker 1966:566)." 

Social class differences have been cited as relevant deter

minants of an individual's knowledge of the implications of symptoms, 

experiences with medical personnel and services and costs of medical 

care. A number of studies have discussed the relationship between 

socioeconomic status and illness. A study by Koos (1954) involved a 

small town and the surrounding community in New York which he calls 

Regionville. Koos has pointed out how both the definition of illness 

and the choice of treatment employed differ among lower, middle and 

upper classes. 



Koos gave each respondent a list of readily recognizable symp

toms and asked him to indicate which symptoms were significant and 

should be called to the attention of a doctor. Symptoms were: loss of 

appetite, persistent backache, continued coughing, persistent joint and 

muscle pains, blood in stools, loss of weight, bleeding gums, chronic 

fatigue, shortness of breath, persistent headache, fainting spells, 

pain in chest, lump in breast and lump in abdomen. The answers varied 

depending upon the social class of the individual. Eighty percent of 

the upper-class individuals said the loss of weight was a medical prob

lem; fifty-three percent of the middle-class said it needed medical 

attention; but only nineteen percent of the lower-class said loss of 

weight deserved medical attention. 

By averaging the percent of individuals in each of the three 

social classes who said that the conditions given above were symptoms 

of illness, we get a good idea of how social class influences the 

definition of what conditions are considered an illness. On the average, 

81 percent of the upper-class (Class I) individuals said the conditions 

were Important and should be seen by a physician; 63 percent of the 

middle-class (Class II) individuals listed the conditions as important 

and requiring medical attention; while only 31 percent of the lower-

class (Class III) individuals said the conditions were important signs 

of illness (Koos 195A). There were obvious differences then among the 

three social classes in Regionville concerning the symptoms of illness 

and the need for medical treatment. 
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Koos (1954) also found out how many persons in each class had 

one or more symptoms but did not consider themselves sick. Individuals 

who had listed themselves as well were asked if they had any of the 

listed symptoms or ailments. Sixty-two persons reported that they did 

have one of the listed ailments. Only 13 percent of those persons who 

said they were not sick were from the middle-class and 49 percent were 

from the lower-class (Koos 1954). It can be seen that the chance for 

saying one is well, while at the same time having a symptom that most 

physicians would consider indicative of illness, depends on social 

class. 

The work of Koos (1954) also indicated that lower-class indi

viduals were more likely to use medical healers other than the 

physician. His data showed that going to the chiropractor was more 

common among lower-class people and that visits to physicians were 

more part of "being a patient" in the middle-and upper-classes. Also, 

he noted that lower-class people more often than others sought medical 

advice from the druggist. The druggist diagnosed and recommended 

treatment for a wide variety of ills among these lower-class individu

als. The advice of the druggist was cheaper and easier to obtain 

(Koos 1954:86-92 ). 

Social class influences not only the kind of healer or treat

ment the patient will choose but also his actions once he is with a 

given healer. Koos (1954) found that lower-class individuals were 

much more likely to have transient contacts with several doctors rather 

than to have one steady family doctor. Over 80 percent of the 
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upper-class employed a family doctor, but only 25 percent of the lower-

class did so. Koos also observed that lower-class people were much 

more likely to change doctors because of dissatisfaction, or to express 

dissatisfaction with their present doctor. It was not uncommon for 

lower-class individuals to go to a new doctor rather than pay the 

large bill of the doctor who had been treating them. Differing ideas 

about treatment and feelings about being important to the doctor also 

played a part. 

Another study of social class as it relates to the sick indi

vidual's treatment was made by Hollingshead and Redlich (1953). This 

study showed how socioeconomic class factors influenced the kind of 

medical man a patient was likely to visit and the type of hospital he 

would be sent to. Cost was a big factor in deciding to which hospital 

and to which kind of physician a patient would go. 

Gordon (1966) obtained results suggesting that the components 

of the same disorder were differently perceived by people varying in 

occupation and income. Drawing on the work of Apple (1960) and 

Mechanic (1962), Gordon (1966) selected four factors to investigate 

relative to the validation of the status, "sick." These were: 1) 

legitimation by a physician, i.e., someone is under a doctor's care; 

2) symptoms, i.e., pains, discomforts, or other manifestations that 

Indicate a change in health; 3) functional incapacity, i.e., the 

ability of persons to perform normal work activities; and 4) prognosis, 

the expected outcome of the illness, i.e., the patient will probably 

get worse, get better, stabilize, uncertain and so on (Gordon 1966:50). 



With these four factors in mind, an areal probability sample of one 

thousand adults residing in New York City were presented a list of 

twelve descriptions of illness states and asked to tell whether the 

person was sick or not. For the sample at large and within each 

income and education category, prognosis was most strongly related to 

the "granting" of a sick status. Descriptions relating to a "serious 

prognosis" were most often identified as "sick" by the sample, and 

those relating to a functional incapacity due to a past illness were 

least often so defined (Gordon 1966:55-70). 

Gordon (1966:60-70) found, however, that there were differ

ences in the assignment of a sick status by social class, which 

related to the strength of the relationship between prognosis and the 

designation of a described case as "sick." While prognosis was the 

most important factor at the lower income and education levels, 

functional incapacity and being under the care of a physician were 

found to be more important factors at the higher income and education 

levels (Gordon 1966). 

Kadushin (1964:75) contended that class differences in the 

incidence of disease have increasingly diminished as countries have 

advanced in their standard of living, as public sanitation has im

proved and as mass immunization has proceeded. However, he considered 

reaction to illness a different matter; the lower-classes reacted 

more violently to illness and were more concerned about it (Kadushin 

1964:79). 

Other authors have suggested the importance of cost as a factor 

in explaining social class differences in health care. However, the 
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salience of this factor has been called into question by a study of 

public assistance recipients in New York State. It was found that 

even when medical services were free, the "lower-classes" did not 

avail themselves of these services. Differences in knowledge and 

values were assumed to be important, but were not analyzed (Brightman 

et al. 1958:188-199; Notkin et al. 1958:319-327). 

In a review of the literature on social class and medical care, 

John Ross (1962:39) noted that the entire list of "intermediate 

links" between social class and medical care can be divided into 

three categories: 

1) those resident in the actions, values and attitudes 
of the consumer of medical care; 2) those resident 
in the medical practitioner, the dispenser of medi
cal care; and 3) those resident elsewhere, in 
ecological arrangements, general economic conditions 
and in the supply of medical personnel. 

Factors seen as important in the first group are: 1) purchasing 

power, 2) interpretation of illness, 3) theories of illness and orien

tations toward treatment, and A) knowledge and use of information. 

The studies considered above demonstrate that there are 

variations in the definition of illness and in the role behavior of 

the sick individual associated with social class. 

Perceptions, Beliefs and Values. Hinkle and Wolff (1957:125) 

have noted that: 

Each man reacts to each situation he encounters in life 
in terms of his total perception of the meaning of that 
situation, using the term 'perception' as including both 
conscious and unconscious processes and using the word 
'situation' to mean not only the total configuration at 
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that point in tine but also the symbolic meaning of 
this configuration to him. 

Perception is not merely the translation of outer configurations into 

inner experience; perception is also influenced by sociocultural 

factors and the subjective meanings of the perceiver. As Bruner and 

Postman (1949) have noted, the perceiver is not a passive agent; he 

has a very active role in his perceptions. 

Several studies have demonstrated variations in perceptions of 

both illness and illness behavior. One such study was conducted by 

Wolff (1954:29-41), a neurologist. He studied perceptions of and 

reactions to pain among five different cultural groups and found that, 

although the members of these different groups have the same physio

logical threshold at which pain is perceived, their reactions to pain 

are highly variable. He associated this variability with the differ

ences in meaning assigned to painful experiences by these cultural 

groups. 

Studies such as Wolff's seem to indicate that the threshold of 

pain is more or less the same regardless of nationality, sex or age, 

but that cultural differences influence the way in which pain is 

perceived. 

Zborowski's classical study (1952:16-30) of the cultural 

factors involved in the response to pain showed that Jewish, Italian, 

Irish and "old American" patients responded differently. He noted 

that response to pain and response to disease takes place within a 

cultural context in which individuals respond in culturally patterned 
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ways. He observed that these differences were consistent with child-

rearing practices (Zborowski 1952:28): 

In Jewish families, where not only a slight sensation of 
pain but also each deviation from the child's normal 
behavior is looked upon as a sign of illness, the child 
is prone to acquire anxieties with regard to the meaning 
and significance of these manifestations. The Italian 
parents do not seem to be concerned with the symptomatic 
meaning of the child's pains, and aches, but instead 
there is a great deal of verbal expression of emotions 
and feelings of sympathy toward the "poor child" who 
happens to be in discomfort because of illness or 
because of an injury in play .... 

In the "Old American" family the parental attitude is 
quite different. The child is told not to "run to mother 
with every little thing." He is told to take pain "like 
a man," not to be a "sissy," not to cry .... 

Two important determinants of perceptions are beliefs and 

values. Any proposition about any aspect of the universe which is 

accepted as true may be called a belief. Beliefs are formulations of 

what is thought about the universe and its components or how they are 

related. A belief system is based upon a shared cognitive mapping of 

an experience such as an illness and provides the basis for behavior. 

For instance, an American physician in a village in India will be 

perceived as a powerful and revered figure if only he pronounces the 

confident words, "The patient will recover." But in Chile, the same 

confident prediction may make the physician seem arrogant and hence 

untrustworthy (Paul 1955:112,240). 

Values and beliefs, usually indistinguishable in the real 

world, are sometimes separated for analytical purposes. Values are 

the conceptions of the desirable factors which influence behavior 

(Rosenberg 1957). For example, the head of a family may generally 
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place a positive value on the expertise of modern medical science. 

Consequently, his attitude toward the use of professional medical 

treatment for himself or a member of his family might be favorable. 

Coser (1956) has presented evidence that instrumental values, which 

view treatment as a means toward an end, make a patient more demanding 

in the hospital setting but more likely to adjust easily to the "well" 

role after treatment is ended. 

King (1962) has reviewed several studies that imply or claim a 

relationship between values and perception. Although King (1962:61) 

notes that some of these studies are controversial, he concludes: 

. . . there are many illustrations to be found con
cerning values and perception, especially in situations 
of health and illness. For example, the person or group 
with a time orientation toward the present will have 
difficulty in seeing the value of innoculation against 
disease, a future occurrence .... The view that man 
is subjugated to nature may lead an individual not to 
seek medical help in time of disease, in the belief that 
the inevitable or fate cannot be overcome. In like vein, 
this person may not see health as a positive value, much 
to the dismay of the highly educated physician or public 
health specialist, who views man as overcoming nature 
and as able to reach levels of health beyond those of 
the past. 

The studies reported indicate that beliefs and values affect 

perception in matters of health and disease; thus, the behavior of 

patients can be more accurately understood by knowing something about 

their beliefs and their value systems. 

Research Techniques 

The setting for this study was an urban border city, Douglas, 

Arizona. Informants were selected opportunistically by contacting 
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Individuals who in turn recommended others, corresponding with what 

Bott (1970:320) defines as a social network; that is, individuals 

"with whom a particular individual . . . is in contact." 

My initial contact in the community was with local health 

department personnel. The purpose was to obtain information about the 

areas of the city in which significant portions of the population were 

thought to be.lower-class Anglos and in which there was a high inci

dence of health problems. Three such areas were delineated. Field 

work was carried out during a period of nine months—September, 1972 

through June, 1973. 

My initial interview was with Bertha D. One of the public 

health nurses had suggested that this individual "needed someone to 

talk to." Since the low-income urban environment offers few chances 

for the individual to have recognition or new experience, small oppor

tunities such as interviews make the individuals feel important enough 

to have their opinions sought. Bertha D. introduced me in turn to a 

neighbor, Mary J.; she introduced me to some of her relatives and so 

it went. 

A number of other informants were more fortuitously contacted. 

Some people were working in their yards or sitting on their porches as 

I.walked by. I would stop and converse with the individual and this 

generally led to an explanation of my study with the individual's 

agreement to be interviewed. 

Since interviewing was done during the day when most males 

were working, the sample was composed of more females than males. 

Almost no working females were included in the sample. The 
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Investigator was able to identify fifty-one lower-class Anglos. Only 

one informant refused to be interviewed for personal reasons. The 

total sample for this study was fifty individuals, thirty-two females 

and eighteen males. 

The U«S. Bureau of Census reports (1971) lists the popula

tion of Douglas as 12,462, with 29.4 percent or 3,664 individuals 

claiming English as their mother tongue. Of these* 18.9 percent or 

692 individuals are below the poverty level. The fifty individuals in 

the study sample represent 7.0 percent of the poverty level Anglo 

population. 

The research techniques used in this study included structured 

and unstructured interviews both of which were recorded on tape, trans

cribed and analyzed. Field notes were also taken on unstructured 

interviews. A questionnaire was designed to serve as a guide to 

direct the interviews (see Appendix B). 

Hypothetical situations were presented to informants (see 

Appendix A). Herskovits (1950:32) defines this method as: 

. . . devising . . . situations in the life of a people 
in terms of hypothetical persons, relationships, and 
events which, being in accord with the prevalent pat
terns of culture, are used to direct and give form to 
discussions with informants and other members of the 
group studied. 

Weaver (1970) used the hypothetical situation in a study of 

illness referral systems among Spanish-Americans. He found that one 

advantage in the use of the method was that "... it provides the 

informant an opportunity to . . . discuss problems . . . which might 

not ordinarily be divulged (Weaver 1970:153)." The individual is more 
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apt to answer questions freely when the individual(s) involved do not 

exist. 

Each informant was interviewed at least four times for varying 

time lengths. . The initial interview generally consisted of introducing 

myself, explaining the purpose of the study and attempting to establish 

rapport. Data concerning health and illness beliefs and practices as 

well as socioeconomic data were collected during the second and third 

interviews. The fourth interview was conducted at least two weeks 

after the third interview. The purposes of this interview were to 

gather information on any health problem or illness that might have 

occurred since the last interview, to gather any other incidental 

information, to clarify any previous data given by the informant and tp 

thank the individual for his or her participation in the study. 

Research Questions 

Data collected in this study were analyzed with the intent of 

discovering and illustrating aspects of decision-making and the impor

tant qualitative differences involved. Four major questions were asked: 

1. What are the criteria an individual uses to designate 
himself as "sick?" 

2. To what extent do other individuals influence the 
decision to initiate the treatment process? 

3. Do individuals in the sample behave consistently 
with Parsons' sick role formulation? 

4. What kinds of treatment do individuals in the sample 
generally seek? 
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Answers to the first three questions were obtained by analyzing 

responses to hypothetical situations and open-ended interviews. These 

data are reported and interpreted in Chapter 3. Data for answering the 

fourth question consisted of each informant's responses to direct 

inquiries about his or her illness experiences and treatment practices. 

These data are reported and interpreted in Chapter 4. 



CHAPTER 2 

THE DOUGLAS SETTING AND THE STUDY SAMPLE 

The city of Douglas, Arizona, Is located on the United States-

Mexican border In the lower Sulphur Springs Valley. Douglas is the 

largest city In Cochise County, a 6,256 square mile area formed In 

1881 from the southeastern part of Pima County (McClenegham and Olson 

1957:1). At an altitude of 4,000 feet, Douglas has a pleasant sunny, 

warm climate. Bordering the fertile Sulphur Springs Valley are the 

Chlracahua and Swlsshelm Mountains on the east and the Dragoon and 

Mule Mountain ranges on the west. As it approaches Mexico, the valley 

widens into a great sweep of land alternately covered with grass and 

patches of scrub mesquite. 

Douglas is situated 120 miles southeast of Tucson, Arizona's 

second largest metropolitan area. U. S. 80, now a loop road through 

Douglas, Bisbee and Tombstone, provides access from the east and west. 

Until 1941, a large proportion of the tourist traffic across Southern 

Arizona was on U. S. 80. In that year, however, State Route 86 through 

Willcox, north of Douglas was paved. With the completion of Inter

state 10 in the late 1960's, more traffic was diverted from the area. 

The first company to build and operate a smelter in Douglas 

was the Calumet and Arizona Mining Company in 1901 (Cox 1938:109). 

On November 15, 1902, the first bars of Douglas-produced copper were 
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cooling in molds (Jeffrey 1951:22). Production from the Copper Queen 

Smelter at Douglas did not begin until March, 1904. , The Bisbee smelter 

was kept in operation until the Douglas smelter was completed. By 1913, 

the smelter had become a three million dollar enterprise with the main 

building almost the size of a city block and a brick stack of three 

hundred feet. The smelter was served by twenty-five miles of standard 

gauge track (Jeffrey 1951:23-24). 

F. T. Wright, a physician from Michigan, contracted to handle 

Calumet and Arizona's medical work at Douglas. Dr. Wright arrived in 

Douglas in early 1902 and in the spring of 1903 a fifteen-bed hospital 

was completed. The hospital had two stories with office space and 

living quarters for the doctors and nurses (Douglas Dispatch 

1903a). 

Early conditions of health and sanitation were poor and there 

were many problems to overcome. Dust was a common problem and surgeons 

operated in the early morning before the dust rose. It was common to 

see a feather duster hanging on the porch of homes, used to dust off 

clothes and shoes before entering (Douglas Daily Dispatch 

1936). Sprinkling was about the only preventive measure used although 

many other suggestions such as oiling the streets were offered (Douglas 

Dispatch 1903b). 

Another health problem was the prevalence of serious diseases. 

A type of pneumonia called "black heart" was contracted by many persons 

and many died. Smallpox was prevalent, especially among the Mexican 

population who resisted vaccination. Typhoid fever posed another threat 

to good health. At times the number of cases reached epidemic 
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proportions. The epidemic in 1936 was attributed to the shallow well 

at the foot of Eleventh Street which drew water from ground saturated 

with sewage (Douglas Daily Dispatch February 9, 1936). 

Entering the 1970's, the population of Douglas continued to be 

heavily dependent on mining and smelting. In 1970 "over thirty-five 

percent of the total gross business income of Cochise County was derived 

from mining and smelting in Bisbee and Douglas (Learning 1971:9)." How

ever, as the 1970's began, it was becoming increasingly evident that 

human activities could pollute our atmosphere. A new federal agency, 

the Environmental Protection Agency (EPA), was formed in October, 1970. 

This agency absorbed a number of federal activities concerned with the 

environment. 

In addition to new pollution control standards to be imposed on 

the Douglas smelter, another factor affecting phased-down smelter activ

ity is that of the low ore-quality at the Lavender Pit in Bisbee. The 

following appeared in the Arizona Daily Star on June 6 (.1.973c): 

ErD DELAYS CLOSING MINE IN BISBEE 

Bisbee—The 90-year-old underground Copper Queen Mine 
here has been given a reprieve. 

The Phelps-Dodge Mining Corp. had planned to close 
down the mine at the end of 1973 but P-D officials in 
Douglas said yesterday that the Copper Queen will continue 
to operate through 1974. 

The mine will employ about 950 workers, company 
officials said. 

However, the 1,000-foot deep Lavender Pit will be 
phased out, as expected, by the end of the year, 
the company said. 
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The copper firm had employed around 550 people at 
the pit at the height of operations but by the end 
of the year only about 100 hourly employees will be 
working at the pit .... 

The Copper Queen is turning out four per cent copper, 
which is economically feasible, the officials said, 
but the pit is running out of marketable ore. 

It had been thought that both the pit and the mine 
would close at the same time but officials said yes
terday the Copper Queen can be kept operating for at 
least another year. 

The close-down of the Lavender Fit at Bisbee will reduce ore production 

and it is likely that the Douglas smelter will completely close. Since 

the smelter is the largest civilian employer in the Douglas community, 

its closing will have a definite economic impact. 

A discussion of the background of Douglas and its setting cannot 

be considered complete without mentioning its sister city in Mexico, 

Agua Frieta. Agua Frieta is located immediately across the international 

border from Douglas and is the largest city in the northeastern corner 

of the state of Sonora, Mexico. Agua Frieta is one of the shipping 

points for Sonora cattle sold in the United States. 

Economically, Douglas is a shopping center for Northern Mexico. 

A buyer at one of the local stores related that a majority of her sales 

of women's wear were to Mexican women from Agua Prieta (personal commu

nication). Agua Frieta, together with its sister city, Douglas, offers 

an opportunity for American industry. Manufacturing companies take 

advantage of the low wage scale in Agua Prieta by shipping materials 

and equipment there for assembly. This industrial program is known as 

the "Twin Cities Program." An article in the Arizona Daily Star 

(1973a), discusses.the .program: 
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TWIN CITIES PLAN BRINGING INDUSTRY TO AGUA PRIETA 

Agua Prieta, Son.—American manufacturing companies have 
begun flocking to this sprawling Mexican city and nobody 
is happier than businessmen and city officials across 
the international border in Douglas, Arizona. 

The manufacturers, drawn by Mexican minimum wage laws 
that allow them to pay as little as 40 cents an hour, 
have built plants that assemble U.S.-made parts for final 
assembling. In the process, the 14 companies now there 
have created more than 2,000 jobs that pump nearly 
$200,000 a month into this city of 24,000 .... 

By U.S. standards, the wages are almost slave labor—40 
cents an hour is $3.20 a day or $19.20 for the typical 
48-hour work week—officials across the border in 
Douglas have not charged that the Mexican city is stealing 
jobs .... 

To the contrary, Douglas officials react with joy and 
hope, and some see the "twin plants" as possibly being 
the key stabilizer in an economic future made shaky by the 
uncertainty of the Phelps Dodge smelter operations. 

In fact, the City of Douglas has created a non-profit 
Industrial Development Authority to work closely with 
the Mexican sub-comision (sic) .... 

. . . (The) Douglas city clerk and treasurer, says 70 per 
cent of the money paid the workers in Mexico finds its way 
across the border into the cash registers of Douglas mer
chants . 

. . . Mexicans most generally buy clothing and furniture 
in Douglas. 

From this it can be seen that the city benefits greatly just by having 

these plants in Agua Prieta. 

Two major regional influences have been, and will continue to 

be, important in the growth \nd development of Douglas: 1) the close 

socio-economic tie with the Bisbee mining complex, and 2) the historical 

and economic interdependence of Douglas and its Mexican neighbor, Agua 

Prieta. 
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Health Facilities and Services 

Local health facilities and services include the Cochise County 

Hospital, the Phelps-Dodge Hospital and Clinic, a branch of the Cochise 

County Health Department, the Ryan Nursing Home, a Family Guidance 

Center in Bisbee which services Douglas, various types of health pro

fessionals and visiting physicians. 

The Cochise County Hospital is operated by the Hospital 

Association, a non-profit corporation under contract to the Cochise 

County Board of Supervisors. The hospital itself is located about 

three miles from the northern city limits of Douglas. The original 

hospital was built in. 1906 and was used as a tuberculosis sanitarium. 

Beliefs prevalent about tuberculosis at that time probably account for 

its construction away from the city. Additions were made to the hospital 

in 1928, 1958, 1965 and 1971 making its appearance somewhat like a 

patchwork quilt. 

The hospital consists of 144 beds, of which 72 are for long-

term care. The other 72 beds are used for intensive care, pediatrics 

and general medical and surgical care. Physical therapy and respiratory 

therapy are available for both in-patients and out-patients. The 

hospital staff consists of the hospital administrator, physicians, 

including a radiologist, nurses, including one nurse with a master's 

degree who is in charge of in-service education, a dietitian, a respira

tory therapist, a director of social services and two pharmacists. 

X-ray and laboratory services are available. At the present time the 

hospital does not have full emergency care facilities nor maternity 
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facilities. It will be necessary to add these services before the 

Phelps-Dodge Hospital closes. The hospital also has a small caifeteria 

where free coffee is available for staff and visitors as well as food 

service at a nominal cost. 

The county hospital is resp msible for the complete health care 

for about 2,500 indigent patients, prisoners and transients as well as 

for private patients (Weaver 1973). The location of the hospital pre

sents a problem to the medically indigent and to those with low incomes 

because there is no public transportation available. These individuals 

usually do not have private transportation available and the local 

taxi service is Bald to be undependable and expensive. It is not 

unusual to see these individuals walking or hitchhiking along the high

way to the county hospital. 

The Phelps-Dodge Hospital is a community hospital established by 

the Phelps-Dodge Corporation in 1939 mainly for the use of its employees. 

The present bed capacity is 35, of which 20 percent is used for Phelps-

Dodge employees and their families with the remainder reserved for 

private patients. Facilities at the hospital include general medical 

and surgical services, gynecological, obstetrical and newborn services, 

pediatrics, full emergency room services as well as X-ray and laboratory 

services. The Hospital Association, which operates the county hospital, 

contracts for gynecological, obstetrical, newborn and emergency services 

with the Phelps-Dodge Hospital. In addition, Phelps-Dodge also 

operates a clinic with X-ray and laboratory facilities. 
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Four company doctors are employed by Phelps-Dodge to staff the 

hospital and clinic. In addition, eight other physicians have hospital 

privileges as do two dentists. Specialists from Tucson in neurology, 

orthopedics and urology spend one day each month at the hospital. 

Phelps-Dodge had planned to close the hospital on July 1, 1973, 

but this was postponed. Plans were then made to close the hospital 

about October 1. The following item appeared in the Arizona Daily Star 

(1973b): 

P-D SAYS HOSPITAL WILL CLOSE 

Douglas—The Phelps-Dodge Mining Corporation announced 
Tuesday that it will close its Douglas hospital about 
October 1. 

The copper-mining firm said arrangements have been made 
wi'th the Cochise County Hospital Assn. to provide future 
hospital service for its employes (sic) and their depend
ents at the Cochise County Hospital. 

The timing of the closing will depend on the completion 
of a maternity ward and the construction of other 
modifications at the county hospital .... 

The firm decided to close its company hospital . . . 
because: 

To maintain services at the firm's Douglas hospital, as 
required by modern standards, large expenditures would 
be mandatory and the improvements would duplicate facili
ties that are already available at the county hospital. 

Any significant and orderly expansion of the company 
hospital is not feasible at the present site .... 

. . . (The) elimination of duplicate facilities will 
result in better hospital care for the Douglas community. 

. . .  X - r a y  a n d  l a b o r a t o r y  f a c i l i t i e s  w i l l  c o n t i n u e  t o  
be provided at the firm's clinic in downtown Douglas, in 
addition to those provided at the county hospital. 

. . . (The) present Douglas hospital building will be 
used for other company purposes sometime in the future. 



The article supposedly was quoting the man In charge of labor relations 

for the mining firm. As of December 1, 1973, the hospital has not 

closed, and the closing date is uncertain. Among reasons given for 

closing the hospital, one noteB the absence of any statement regarding 

Phelps-Dodge's planned phase-out of mining and smelting operations in 

the Bisbee-Douglas area. 

The uncertainty involved in the smelter closure as well as the 

closure of the hospital itself, has created staffing problems for the 

Phelps-Dodge Hospital. Nurses have resigned to accept positions else

where, and it is difficult to find replacements under the circumstances. 

The Cochise County Hospital is also caught in the throes of 

this uncertainty. The Hospital Association's major problem is obtaining 

sufficient funding for the additions and modifications that will be 

needed when the Douglas Hospital closes. In the past, the county hospi

tal was refused Hill-Burton funding because the hospital was not 

accredited. After making the necessary changes for accreditation, the 

Hospital Association found that they had been placed at the bottom of 

the list for funds. Because of the stories that Phelps-Dodge is leaving 

the area, it is reported that investors are reluctant to loan funds for 

hospital construction. 

Another health service provided in Douglas is a local branch of 

the Cochise County Health Department. This facility is located on the 

first floor of the City Administration Building. The area allocated is 

small and crowded. One room serves as an examining room, injection 

room, record room and nurses' office. Another room contains supplies and 



a third room Is occupied by the sanitarian. The present acting health 

officer Is a sanitarian who Is based In Blsbee. The branch staff con

sists of one registered nurse, two licensed practical nurses, one 

secretary-receptionist and one sanitarian. The number of nurses is 

considered inadequate by the head nurse. 

According to the description of the Cochise County Health 

Department given in Social Resources, Cochise County (1971:10), compiled 

By "the Family Guidance Center Board, the services offered are: 

Immunizations, X-rays, well-baby clinics, pre-natal clinics, 
pre-school clinics, rural school nurses, home health ser
vices, serologies, chest clinic, family guidance clinics 
and sanitation section. Cancer clinics yearly at the 
Blsbee office. Referrals for Crippled Children Services. 

Other services not listed in this official description include newborn 

transport follow-ups and referrals to "Meals-on-Wheels." The official 

description notes that there are no eligibility requirements and that 

the application procedure is a doctor's referral. 

One of the difficulties the health department has is that the 

county health officer is not a physician. This factor has limited the 

services that can be given. For example, individuals cannot go to the 

health department for routine travel immunizations such as smallpox, 

because the nurses cannot do this without a physician's supervision. 

For the same reason, treatment for venereal disease is not provided. 

As a result, it turns out that there is an eligibility requirement—a 

physician. Further, if that individual can afford to pay for a physi

cian's office visit, he can probably also afford to pay for 

immunizations or venereal disease treatment. According to information 

received, those Individuals who cannot afford to pay are given a 
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prescription to take to the health department for a smallpox vaccina

tion of a penicillin injection. 

Because of a lack of staff, rural school nurses are not 

provided by the department. Therefore, schools must assume 

responsibility for their own health and immunization programs. There 

are 37 patients on the Home Health Care Service who are visited once 

or twice a week by the health department nurses. With one nurse 

being involved with clinic at the office itself, it does appear that 

more staff is needed. 

There is no family-planning program conducted by the health 

department. According to the head nurse, this is a much needed ser

vice. 

Various clinics are conducted by the health department. These 

include a well-child clinic, a pre-natal clinic, an immunization 

clinic, a skin-test clinic and a chest clinic. Three local physicians 

donate their services for the well-child, pre-natal and immunization 

clinics. The skin-test clinic is held once weekly primarily to 

administer tuberculin skin-tests to food handlers and beauticians. 

These occupations require a health card for which tuberculosis screen

ing is necessary. The chest clinic is held one day a month for seven 

months of the year. A chest specialist from Tucson attends this 

clinic. According to the head nurse, there are about 300 cases of 

tuberculosis seen annually in this clinic. Six new cases were 

detected in the first six months of 1972. 

The Ryan Nursing Home opened in the late spring of 1972. The 

home has a bed capacity of 17 and is approved for Medicare patients. 
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Mental health care for Douglasites Is provided by the Family 

Guidance Center in Bisbee. A psychiatrist from Tucson visits Bisbee 

once a month and two psychologists from Fort Huachuca are available 

on a part-time basis. 

In addition to the health facilities in Douglas, there are 

two hospitals in Agua Prieta with a total of 75 beds. There is also a 

federally run medical center. It is generally believed by health 

personnel in Douglas that health care in Agua Prieta 1b below the level 

of that in Douglas. It is believed that loose licensing procedures in 

Mexico allow many people to practice medicine who would not be able to 

do so in the United States. However, there is an internationally-

known specialist in preventive medicine who practices in Agua Prieta, 

and, for this reason, the city is considered to have an excellent 

preventive medical program. Nursing students from Cochise Junior 

College are sent to Agua Prieta for their community health experience 

because of this program (Weaver 1973). 

There are twelve physicians residing and practicing medicine 

in Douglas. There are no gynecologists or psychiatrists. One physi

cian who now practices as a general practitioner has served a 

residency in pediatrics. In addition, there are 63 registered nurses 

and 27 licensed practical nurses, four dentists, one optometrist and 

one chiropractor in the city. A number of specialists visit at regular 

intervals from Tucson. As in most small cities, many health services 

are not available in Douglas and patients needing these services are 

sent to Tucson or Phoenix. 
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Douglas is one of the poorest towns in Arizona and even in the 

United States. Douglas has a median income of $7,565, compared to a 

median for the state of $9,187, The city has 18.9 percent of its 

families below the poverty level ($3,800) compared to a median percent

age of 11.5 percent for the state (U.S. Bureau of Census reports 1971). 

Since health cannot be viewed out of the socio-economic aspects of 

daily living, local health problems reflect the low wages prevalent in 

the area. Many families are multi-problem ones. That is, they suffer 

with numerous problems—health, finances and the like. Koos (1946: 

24-25) eloquently portrays the marginality of living in such families: 

As the investigator strips off the outer layers of low-
income urban existence, he becomes increasingly aware 
of its hand-to-mouth quality. Only the things that 
must be done managed to get done. There are no sheltered 
reservoirs within which man can store up his surplus 
thoughts, energies and products—and not surprisingly, 
because for people living under these conditians there 
are no surplus thoughts and energies and products. They 
need all their energies and every cent they earn in order 
to meet the day-by-day demands . . . upon them whichever 
way they turn. Life under such conditions takes on a nip-
and-tuck urgency that belies our culture's middle-class 
ethos of a reasoned calculation of one's future. 

Families whose economic well-being is marginal are more vulnerable to 

health problems. Periodic surveys of morbidity in the general popula

tion, based on information collected by the National Center for Health 

Statistics, show marked differences in the number of disability days 

in relation to income. Persons with annual incomes under $5,000 averaged 

more than seven days of work loss in 1969, but those whose annual 

income exceeded $10,000 averaged only 4.1 days away from work that 

year (Metropolitan Life 1972:10). 



The major causes of death in Douglas are heart disease 

(30 percent), cancer (15 percent) and respiratory disease (8 percent). 

About 4.5 percent of mothers do not receive ante-partal care. Most 

babies are born in the hospital and are attended by a physician 

(Weaver 1973). 

The Sample Population 

In this research I studied a group of individuals who call 

themselves "Anglo." Someone is an Anglo by virtue of believing and 

calling himself Anglo. Thus, identification expressed by a self-

inscribed label is the essential criterion of group membership in 

this study. 

Before describing the way in which informants decide that they 

are sick and their resulting behavior, some characteristics of the 

sample population will be given. These will include social class, 

state of origin, reasons for coming to Douglas, residential mobility, 

housing, household composition, age, educational level, religious 

affiliations and social relationships. 

Social Class 

Since the present study is concerned only with "lower-class" 

Anglos, all informants are at the lower end of the economic continuum. 

All individuals interviewed have incomes under $3,800; thus, the 

sample of individuals in this study is close to the bottom of the 

present low-income population in the United States. They have little 
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or no cushion to protect themselves from unemployment and have no pros

pect of economic security in old age except for the federal government's 

old-age insurance program. 

Whatever else may be said about low-income individuals, their 

condition clearly arises from the way they are linked to the world of 

work. Also, occupations of the informants reflect the low educational 

level and both naturally affect income. Occupations tend to be of the 

kind requiring few skills. Informants reported the following occupa

tions: convenience market clerk, handyman, custodian, salesman, 

railroad laborer, waitress, bar maid, domestic worker and mechanic. 

Fourteen informants are retired. Three of these are under 65 

years and unable to work because of ill health and/or job related 

injuries. Tom S. (age 57) was working for a construction company when 

he fell from a scaffold and sustained serious head injuries. He is 

unable to work and collects Workmen's Compensation and Social Security 

Disability. Bertha D. is only 44 years old, but suffers from diabetes, 

gout, hypertension, arthritis and other ailments. Her husband is 

deceased and she is not old enough to collect his Social Security 

benefits. William P. was involved in a shooting accident and received 

permanent back injuries. 

A few elderly informants work at odd jobs, such as Cecil L. who 

works as a handyman—"I have to do something to keep busy." However, 

the majority live solely on Social Security and/or welfare checks. 

Nine informants are public assistance recipients. Included 

are three widows not yet old enough to receive their deceased husband's 
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benefits from Social Security. Two informants receive public assis

tance because of illness. One female informant notes that 

My husband (age 60) is not able to work. He has diabetes. 
He's been home now for three years. He's not old enough 
for Social Security. He does the early morning cleaning 
job of a tavern and his take-home pay is $28 a week. I 
have $44 a month as an old age pension. Five dollars of 
that I have to return because when I first was 65, he 
(the husband) didn't have this job. I pay $36 for our 
food stamps, so you can see what we live on. That's sup
posed to be affluence. We manage, but it isn't easy— 
(Daisy R., Age 66). 

Another informant (Amy T.) is a divorcee with three children, two of 

whom are in school. She receives public assistance under the Aid to 

Dependent Children (ADC) program. Pat W., another divorcee, also 

receives ADC for her daughter. Neither of these two informants feels 

that receiving ADC is unrespectable. They consider it "just a source 

of money to make ends meet." Bernard (1964:81) in his study of ADC 

mothers in Boston, found that the use of ADC is a "recognized and 

accepted aspect of lower-class life." 

Social class is measured in this study by Hollingshead's 

Two Factor Index of Social Position (Hollingshead 1957) in which the 

number of years of school completed and occupation are scored on 

appropriate educational and occupational values. An individual's 

occupation is expected to reflect the skill and power he possesses as 

he performs the many maintenance functions in society. Education 

based on formal schooling reflects not only knowledge but also cultur

al beliefs and values. The proper combination of these factors 

enables an investigator to determine the social position an individual 

occupies in the status structure of society (see Appendix C). 
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To calculate the Social Position Index score for each inform

ant his or her scale value for occupation is multiplied by the factor 

weight of seven, and the scale value for education is multiplied by 

the factor weight of four. For example, Dora C. is a bar maid with an 

eighth grade education. Her Index of Social Position score is computed 

as follows: 

FACTOR SCALE SCORE FACTOR WEIGHT SCORE X WEIGHT 

Occupation 6 7 42 

Education 6 4 24 

The Two Factor Index of Social Position scores may be viewed on 

a continuum from eleven to seventy-seven. Hollingshead makes the breaks 

for the purpose of predicting the social class of an individual as 

follows: 

Dora C. with a score of 66 falls within the limits of Social Class V. 

Both Class IV and Class V in Hollingshead's typology are composed of 

lower-class individuals (see Appendix C). Using Hollingshead's scheme, 

the informants may be grouped as depicted in Table 2. The actual 

occupations and educational levels of the sample population will be 

summarized in later sections. 

Index of Social Position Score 66 

Social Class Range of Computed Scores 

I 
II 
III 
IV 
V 

11-17 
18-27 
28-43 
44-60 
61-77 
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Table 2. Social Class of Sample Population 

Class Number Percent Range of 
Computed Scores 

IV 29. 58 48-60 

V 21 42 . 61-77 

State of Origin 

Forty-two of the informants were born and reared in seventeen 

different states, with the states of Missouri and Texas being the most 

highly represented. Eight informants were born in Arizona, but only 

two of these were born in Douglas. One informant was born and reared 

near Elfrida, an area not far from Douglas. Another informant was 

born in Bisbee. 

Forty-eight informants were reared in rural areas, on farms or 

in small country towns. Only two informants were reared in urban areas: 

one in Syracuse, New York, and the other in Boulder, Colorado. 

Reasons for Moving to Douglas 
\ 

Of the fifty informants, only twelve gave specific reasons 

why they had moved to Douglas. Five men came for the work opportunities 

available at the Phelps-Dodge mine and smelter. For example: 

I came here in 1927. I worked underground (mine) for 
awhile and then the work slacked off. I left, but came 
back to Douglas four years ago—(Cecil L.). 

We went broke three years ago and came here to start 
over again—(Sam B.). 
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Two informants came to Douglas for their health. One informant with 

respiratory problems noted: 

I'm a asthmatic and I have what they call bronchiectasis. 
In fact, that's what brought me to Douglas. I'm better 
here. I was almost past breathing in Missouri. So much 
humidity—(Bertha D.). 

Another came for relief of arthritis: 

I've had touches of arthritis for a number of years. I 
have it in my fingers, hands and hip. That's what 
brought me to Douglas. I'm better here—(Ethel D.)» 

Three informants went because relatives or friends were there: 

My wife and I came to Douglas in 1957 because friends 
lived here and wanted me to come to work with them— 
(Ray A.). 

My father lives alone here. He won't eat right if he 
cooks for himself. Besides that, that ex-husband of 
mine was an alcoholic. I just had to get away from 
him—(Amy T.). 

Another informant who spent most of his life wandering from place to 

place finally came to Douglas to "see what was there—(Ben S.)." 

Residential Mobility 

The length of time the informants have lived in Douglas is 

given in Table 3 below. 

Table 3. Length of Time in'Douglas 

Time Number 

More than 15 years 34 
10 to 15 years 6 
5 to 10 years 4 
1 to . 4 years 2 
Less than 6 months to 1 year 4 

Total 50 
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From Table 3 it can be seen that 34 of the informants have 

lived in Douglas for 15 years or more. Only two informants were very 

recent to the community, having been there only six months or less. 

The length of time the individual resided in Douglas is important 

because of the light thrown upon his or her possible knowledge of 

health facilities and services available in the community as a whole. 

Table 4 illustrates the length of time the informants have 

lives at the address where interviewed. 

Table 4. Length of Time at Present Address 

Time Number 

More than 15 years 21 
10 to 15 years 12 
5 to 10 years 5 
1 to 4 years 5 
Less than 6 months to 1 year _J_ 

Total 50 

That the informants as a group were fairly stable is indicated by the 

fact that 38 individuals had resided at the address where interviewed 

for five or more years, and that 42 individuals had lived there for two 

years or more. Only five informants had resided at their present address 

less than six months and may have been handicapped by not having had 

time to form friendships with neighbors. If individuals have continued 

to live long enough at one address to have "put down roots," they would 

be more likely to obtain health information and assistance in illness 

situations from neighbors and acquaintances. 
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Housing 

Forty (80 percent) of the informants live in owner-occupied 

dwellings. These homes, like other structures in the same areas, are 

old and of low value. Ten (20 percent) live in rental units. Two of, 

these units are rundown and receive little attention from absentee 

landlords. Informants living in these units (Bertha D., Ben and 

Ellen S.) can only afford to pay twenty-five dollars per month and, 

therefore, have little chance of obtaining adequate housing. 

The average number of rooms per person is 1.9. Individuals 

living alone have the largest space at their disposal (average, 2.9 

rooms). Thus, crowding is not evident. 

The physical surroundings in five instances are unsatisfactory. 

One house is virtually surrounded by a junkyard of old cars, discarded 

furniture and empty beer cans. Fences, chainlink, wire or wood, 

surround nearly all houses, many of which need repair. 

In seven homes, safety precautions are not taken. There are 

many potential hazards such as ungrounded electrical outlets and 

switches near water sources, high sills under almost all doors, and 

even doors which require some rather fancy dance-like steps before they 

can be safely opened. Steps into three houses are unsafe. Unvented gas 

heaters are frequently seen. 

Household Composition 

The discussion which follows reveals the variety of household 

types in the study sample. These will be discussed separately. 
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Female-Headed Households. Of the forty-one households in the 

study sample, twenty-two or 53.7 percent are headed by women only. 

The composition of these households includes women living alone (whether 

separated, divorced or widowed), women living with minor children and 

one woman whose fifty year-old son lives with her. She considers her

self to be the household head since her son is ill and unable to hold 

a steady job. Another woman's (Helena R.) brother lives with her. 

She, too, considers herself the household head since her brother is an 

alcoholic and unable to work. The youngest female head-of-household is 

a divorcee aged 31—(Pat W.). The oldest informant in this category is 

an 88 year-old widow—(Nellie D.). Female head-of-household composition 

is illustrated in Table 5. 

Table 5. Composition of Female-Headed Households 

Status Number 

Widow 17 

Live alone 15 
Live with one or more relatives 2 

Divorced or Separated 5 

Live alone 2 
Live with minor children 2 
Live with one or more relatives 1 

Male-Headed Households. There are five or 12.2 percent of the 

households in the study sample headed by men only. These male inform

ants all live alone; four are widowers and one is separated. The 

youngest informant in this category is a 60 year-old man (Alex F.), who 
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is separated from his wife. He has not seen her for thirty years and. 

is the father of one son, whom he has not seen for several years. The 

oldest informant (Marvin B., age 78) is a widower who has lived in 

Douglas since 1917. He has a daughter and son who worry about him 

living alone. The daughter wants him to come to live with her, but he 

says, "I'm not ready yet! Why should I give up just because I'm 78?" 

Married Couples. There are fourteen (34.1 percent) households 

in the study sample occupied by married couples. Only two of these 

households include small children—(Becky and Sam B., Irene and Ed Z.). 

One retired couple (Betty and John A.) cares for a grandchild while 

the daughter-in-law works. Tom S., a construction worker, is unable 

to work because of an injury he received in a fall. He lives with 

his wife, Anna, who is very ill. Aaron C. is confined to a wheelchair 

with multiple sclerosis. He is completely dependent on his wife, 

Dorothy. Hayward M. lives with his wife, Ruth. He uses his garage to 

repair cars and Ruth babysits from time to time. Five couples are 

retired—(Ben and Ellen S., Earl and Alice F., Ervin and Emma W., 

William and Agnes P., Paul and 'Norma B.). Married couples' household 

composition is presented in Table 6. 

Table 6. Composition of Married Couples' Households 

Composition Number 

Husband-wife only 9 
Husband-wife and minor children 4 
Husband-wife and one or more relatives 1 
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Age 

Table 7 illustrates the age range of the informants. 

Table 7. Age of Informants 

Years Male Female Number 

30-39 13 4 
40-49 15 6 
50-59 16 7 
60-69 7 10 17 
70-79 6 4 10 
80 and over 2 4 6 

The youngest informant (Pat W.) is 31 years old and the oldest (Ben S.) 

is 90. The average age of the informants is 54 years. Koos (1954) notes 

that needs for medical treatment are related to age with some symptoms 

being given importance if they occur in a young person but being dis

regarded in middle-aged or elderly. The amount of morbidity in a 

population is also linked with the aging process (Mechanic 1968). In 

agreement with Mechanic, it was found that the older the informant, the 

greater was the incidence of illness experience. 

Educational Level 

The level of formal education attained by informants is some

what low as illustrated in Table 8. The median years of schooling for 

individuals in the study sample is markedly lower than that for the 

United States which is 12.1 years for both males and females 

(U.S. Bureau of Census 1973). 
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Table 8. Years of Schooling Completed 

Years Males Females 

Less than 7 8 12 
7 to 9 2 9 
10 to 12 8 10 
More than 12 0 1 
Median years of schooling 7.0 6.7 

From Table 8 it can be seen that only one informant (Becky B.) has 

gone beyond high school. She attended a junior college for one year 

and also completed a course in "beauty college." Her husband (Sam B.), 

completed high school. Ten women and eight men have high school 

diplomas. All other informants report some elementary schooling 

(7 years or less). One informant (Mary J.) completed the third grade 

and is unable to read. Sally M. completed the fourth grade. Both of 

these informants had to leave school to help mother care for younger 

children at home. Another informant (Ben S.) only completed the fourth 

grade but he considers himself self-educated: 

I went to the library every day and read. I can discuss 
politics, economics or anything I want—(Ben S., age 90). 

Such a low educational level does not necessarily reflect a 

disinterest in education, but rather, circumstances in individual child

hood experiences which prevented the completion of formal schooling. 

Two informants who completed only elementary schooling had to leave 

school to help support the family. Helena R. left school after com

pletion of the eighth grade to care for her sick mother. Only one 

informant (Ellen H.) reported that she left school after the eighth 
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grade to marry. In most instances, the grown offspring of informants 

have attained a higher educational level than their parents. 

Religious Affiliation 

For the fifty informants, religious affiliation (or non-

affiliation) is as follows in Table 9. 

Table 9. Religious Affiliation 

Affiliation Number 

Non-affiliation 4 
Baptist 14 
Catholic 7 
Jehovah Witness 4 
Methodist 3 
Mormon .2 
Church of Christ 2 
Baha'i 2 
7th Day Adventist 1 
Lutheran 1 
Protestant (no sect specified) 10 

Total 50 

"Non-affiliation" for three informants (Robert M., Hayward and Ruth M.) 

means that they do not consider themselves members of any church. All 

three note that they are Christians. The fourth informant (Ben S.), 

considers himself an agnostic. 

The majority (thirty-five) of the informants belong to 

various Protestant sects, but only ten consider themselves to be active 

"church-goers." Seven informants identify themselves as Catholics, but 

only two attend church regularly. 
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Social Relationships 

Kinship Is Important In the lives of the Informants, although 

many (34) do not have relatives In Douglas or the surrounding areas. 

Kin relations provide social contacts and mutual aid. Informants 

visit with relatives in the local area and are involved in reciprocal 

visiting patterns dependent on physical proximity. Social contacts 

are not exclusively with one relative if more than one relative is 

available. As expected, lower-class individuals do not spend large 

amountB of money to visit distant relatives nor do they travel long 

distances. 

The function of kinship that informants considered most impor

tant is that of mutual aid. Husbands and wives are used as confidants. 

Sons and daughters are expected to give support, financial or other

wise, to parents. A relative can be counted on to take one to the 

doctor if he has a car. When Mary J. could no longer pay $25 a month 

rent, Cecil L., her brother, equipped a wash shed in his backyard with 

a bed, hotplate and heater for her. 

Non-kin social relations include friends, neighbors, acquaint

ances and organizational affiliations. Work is a significant source 

of friends. Many of the co-participants in mutual aid were first met 

at work. Thus, there is a systemic linkage between an informant's 

work world and his social world. 

All fifty informants have at least one neighbor with whom 

social contacts are maintained; twelve have as many as ten. A few (4) 

go no farther than across the street for their social visits. Others 
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such as Mary J. and Lola L., travel to other sections of Douglas for 

weekly visits which originated when these particular friends were 

neighbors in earlier days. Some (Bertha D., Ben and Ellen S., Nellie D.) 

only make irregular visits. 

Organizational affiliations are less significant as a source 

of social interaction. Only one informant (Lola L.) is active in a 

church organization. Another informant (Bertha D.) was active in the 

local Republican political organization until ill health prevented her 

from continuing. Mothers do not belong to parent-teacher groups and 

tend to keep as far away from school as possible. Voluntary associ

ations, school and other social institutions are, therefore, less 

important in the informant's social life. 

In summary, the entire sample population falls within Hollings-

head's two lowest social class designations. Most (42) informants 

were not born or reared in Arizona, but moved to Douglas to obtain 

work, to Improve their health or to be closer to relatives or friends. 

The majority (34) of the informants have lived in Douglas for more 

than fifteen years; twenty-one have lived at the same address for that 

period of time. Eighty percent of the informants live in owner 

occupied homes. While most of the homes are neatly kept, some are in 

need of repair and are unsafe. Most (22) of the households are headed 

by females, the majority (17) of whom are widowed. Ages of the inform

ants vary from 31 to 90 years, the average being 54 years. Educational 

level of the study sample is very low with 31 informants having fewer 



than nine years of formal schooling. All but four in the study pop

ulation claim some religious affiliation. Kinship Is Important to 

those who have relatives living in Douglas or nearby areas; work is 

an important source of non-kinship associations. All maintain social 

contact with one or more neighbors. 



CHAPTER 3 

DEFINITION AND ASSUMPTION OF THE SICK ROLE 

This chapter is concerned with the process by which the inform

ants defined or recognized the sick status and their behavior in the 

sick role. Emphasis is placed on informant interview responses, tracing 

in detail the nature of the "well-role," the decisions made by the 

"sick" person, the patterns of influence from others on his or her 

decisions, and how he or she determined the course of action to be taken. 

Nature of the Well-Role 

Perfect health may be viewed as an ideal concept. It is an 

idea toward which people are oriented rather than a state they expect 

to attain. Health is ordinarily taken for granted if one is not ill. 

Every culture has a place for health in its scale of values. 

Illness, on the other hand, can be defined in terms of symp

toms, capacity for normal role performance and feeling states which 

fall within the experience of most individuals (Bauman 1961:39-46). 

While the criteria used to define illness may vary and the degree to 

which any given criterion must be present for an individual to be 

called "ill" may vary, any one individual is relatively certain that 

illness can be defined with clarity. 

60 
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Normality 

Definitions of normality used by lay persons vary widely, as 

they may also differ̂ between physicians and patients and in diverse 

social groups. In general, patients' evaluations of normality are 

based on experiences, cultural beliefs and values and the particular 

group context, such as social class (Mechanic 1968:23-25). 

Implicit in all ideas of health and disease ... is 
the concept of normal fitness and behavior. But con
cepts of health fitness and acceptable behavior, as 
well as those of disease and disability, depend on . . . 
the social and cultural context within which human 
problems are defined . . . (Mechanic 1968:16). 

Cultural groups vary in the extent to which they perceive a set 

of circumstances as constituting illness or health, abnormality or 

normalcy (King 1962:66). Social class groupings provide a framework 

of beliefs and values that influence the individual's perception of 

what is normal and what is abnormal. For example, Koos (1954) finds 

that variations exist between the highest and lowest social classes in 

recognition that some symptoms are abnormal. The meanings individuals 

give to symptoms are the product in some measure of their life situation. 

Koos (1954) notes also that Class I (upper-class) respondents are con

sistent in recognizing symptoms of illness. Class III (lower-class) 

respondents who work long hours expect to be tired, and therefore, are 

less likely to see tiredness as Indicative of illness. Persons who do 

heavy physical work are more likely to attribute such symptoms as 

backache to the nature of their lives and work rather than to an illness 

condition. Thus, it is possible to rationalize a wide variety of 

symptoms within a frame of reference other than sickness. However, it 
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is unlikely that an individual experiencing a high fever will consider 

himself "normal" and "not sick." And no matter how stoic a person is, 

a fractured leg is likely to make him seek medical care. 

The Well-Status and the Well-Role 

Health has a subjective aspect as well as objective qualities. 

For this reason subjective responses to two questions were included as 

indicators of physical health, viz.: 

1. On the whole, would you say your health is good, fair 
or poor? 

2. In general, how would you say your health compares with 
most people your age? Would you say your health is 
better, about the same or worse than the health of other 
people your age? (See Appendix B.) 

Informants' perceptions of their general health were derived from 

responses to these two questions. 

Statements recorded in five interviews show that the criterion 

used for reporting health as "good" is the absence of identifiable 

illnesB or a simple statement to that effect. For example: 

Health is very good as far as I know—(Pat W.). 

I'd say my health is pretty good for my age. I reckon 
there's nothing wrong with either of us—(Earl F., age 72 
and Alice F., age 71). 

Good, very good. I'm not sickly—(Sylvia R.). 

Pretty good, I guess. I've never had to go to a 
doctor since I've been in Douglas. I haven't seen 
a doctor in 13 years—(Ethel D.). 



The absence of identifiable illness symptoms was not the only 

criterion used for assessing one's health as good, however. Another 

referent reported in five interviews was past or present experience with 

a major disability. 

Health is good. I had surgery (hysterectomy). Of course, 
that's just normal—(Mabel J.). 

It's good all but my knee since this accident. I have 
arthritis, that's all—(Elsie P.). 

Good. Before I had this "spacemaker" (pacemaker), I 
couldn't walk to the store and back and get groceries— 
(Ben S.). 

Exceptionally good. I've never been to the hospital 
before last January to have my gall bladder removed— 
(Carl M.). 

I think it's pretty good. I had my gall bladder removed 
two years ago and I have no more trouble with that. I 
had a coronary thrombosis ten years ago, but it healed 
up and I go out and climb mountains now—(Paul B.). 

The absence of identifiable illness conditions, then, is only 

one of the criteria which were employed in determining that one is in 

good health. In fact, as shown by Ben S.'s comments above, an individ

ual can define himself as healthy even with a known health condition. 

The assessed seriousness of the condition is also a factor focusing on 

the perceived degree to which life is threatened or physical activity 

impaired. Both Ben S. and Paul B. consider their health to be "good" 

because they do not perceive an interference with some physical 

activity. 

In summary, the "well-status" represents ten individuals who 

identified themselves as being in good health. The basis for their 
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decisions appeared to be: 1) the absence of identified illness 

symptoms or conditions, 2) the definitions of conditions which had 

been identified as trivial or 3) non-impairment of activity ("well-

roles") . 

Health Consciousness 

A measure of health consciousness was suggested in practices 

designed to maintain good health. Informants were asked to respond to 

the following questions: 

1. We have talked about things you do when you are ill. 
I am also interested in the things people do to keep 
up their health, to keep from getting sick; for 
instance, taking vitamins regularly, eating special 
foods or doing exercises regularly. Would you tell 
me what you do to keep up your health? 

2. Do you have regular physical check-ups with a doctor? 
How often do you generally have them? When was the 
last time you had one? (See Appendix B.) 

The measure of health consciousness, engaging in activities 

designed to maintain health, indicate that some individuals do nothing 

to maintain their health for reasons such as lack of finances and a 

fatalistic value orientation. These individuals view the world and 

life as being threatening to them and demonstrate a tendency to 

"give up." 

Who can afford it? (Bertha D.). 

I'm not able to do anything (to keep up my health). 
My health is very poor—(Sally M.). 

Others reported doing one or more things to keep up their 

health. These individuals believed that one has to work at it con

stantly to have good health and that how we take care of our bodies is 
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important. These individuals felt that they henefit from taking 

vitamin and mineral supplements, taking tonics, "eating right" and 

eating "health foods." Reasons reported for the use of nutritional 

supplements were: 1) to make oneself feel better, 2) to follow a 

doctor's recommendation or prescription, 3) to supplement the diet, 

4) to restore food value lost in processing, 5) to prevent colds and 

to keep from getting sick. 

A second measure of health consciousness was suggested in the 

practice of having regular physical examinations. Only thirteen 

informants reported that they had regular physical examinations. Since 

having regular physical examinations reflects only one way of using a 

physician, a higher number of informants actually did visit physicians 

with specific complaints or as part of a treatment program. In addi

tion, informant interviews suggested the influence of either a 

fatalistic value orientation toward illness, with a corresponding loss 

of faith in physicians, fear of the outcome of such an examination or 

Inability to pay for such an examination. Lack of confidence was shown 

by the informants who stated: 

I've always thought that whatever happens to me—of course, 
we were all born to die and start dying the minute we're 
born—but really, I'd be forewarned. I think that I'd have 
the guidance without anybody telling me. I don't go for 
regular check-ups. Some people get to sitting and thinking 
they're sick. I know what's wrong with me and I don't have 
to go to the doctor. What's wrong with me, the doctors can't 
do anything for—(Robert M.). 

Well, what they done (for my wife) upset her heart and she 
lived 13 days. That's why I tell you this check-up and 
stuff, I don't take no big stock in it. These doctors 
missed the mark so much so I figure I'm just as well off. 
I don't worry about no check-up—(Marvin B.). 
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I think really I don't have confidence in the doctors here. 
I think the doctors may be are not as good as they could 
be—(Carl M.). 

I never vent for a check-up. The fact is that you can't 
get a check-up. All right, you go up there and tell them. ' 
The doctor listens to your heart and takes your pulse and 
your blood pressure. You don't get a check-up. If I ever 
went I wouldn't get a thorough one—(Ed B.). 

I started out here a few years ago trying to have a physical 
every year. But you know, it amounts to having them take 
your pulse and your blood pressure and things like that. 
The last time I forgot about a Pap test and I guess Doctor 

did too. Usually that's the firBt thing they ask 
you—(Lola L.). 

Fear was shown by the informant who said: 

I don't go. The last time was when I had Sally (1965). 
I'm afraid that they'll tell me something I don't want 
to hear .... My mother has this fatal disease of the 
muscles. They say it's hereditary, and they want me to go 
to Tucson to have muscle tests too. I'd just as soon not 
know whether I have it or not . . . there's nothing they 
can do for it—(Pat W.). 

Inability to pay was reported: 

My husband and I haven't had physicals during the past 
five years. I think it's good preventive medicine, but 
we can't afford it—(Becky B.). 

No, because I'm not able to pay—$180 a month goes pretty 
fast—(Ellen H.). 

It's been three years since I've even had a check-up. As 
long as I feel all right, I don't go to the doctor because 
it'll just cost me money—(Ed B.). 

It appears that informants with little education are likely to 

be at a disadvantage in their ability to communicate with and under

stand physicians. The inability to communicate with and understand 

physicians resulting from the informants' generally low educational 

level may be a cause of their lack of confidence in physicians. 
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Informants with low incomes may lack the economic resources to cope 

with illness. The inability to pay the costs of medical care due to 

low income level results in a decision not to seek preventive medical 

attention even though they value this kind of therapy. It is apparent, 

then, that the social class variables of educational level and income 

level determine the informants' values to some degree or at least 

prevent them from acting in accordance with these values. 

Summary 

In this section statements recorded in five respondent inter

views indicated that the absence of identified illness symptoms made 

it possible to conclude that one's health was "good." Other respon

dents (10) who noted the absence of identifiable symptoms, however, gave 

qualified statements about their health status. Variation was also 

found in the process of assigning the sick status to the individual, 

partially reflecting differences in cultural values, but also reflect

ing differences in the well-roles of the individuals concerned. Social 

class variables also influenced the values related to the well-roles. 

Assigning the Sick Status 

This section explores the assignment of a sick status, drawing 

heavily on sets of symptoms which were presented to the informants as 

hypothetical situations (See Appendix A for the hypothetical situations 

used in the study) and on conditions reported by informants themselves. 

These were analyzed to determine 1) the kinds of criteria employed in 

making the decision that an individual was in ill health, and 2) the 
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pattern of influence of self and others involved which led the individ

ual to evaluate these criteria in a certain way. 

The hypothetical situations were presented to each informant in 

two parts, representing two stages of each ailment: the stage of mild, 

onset symptoms and the stage of fully-developed disease. Stage One also 

represented an ambiguous health problem, that is, one which would be 

difficult for a layman to diagnose. The validity of the concept of 

ambiguity was found to be satisfactory when most informants said that 

they could not identify the health problem or offered two or more dif

ferent kinds of diagnoses when asked what the illness might be. This 

does not mean, however, that the lay diagnoses were correct. Illnesses 

depicted in the hypothetical situations were measles, pneumonia, 

tuberculosis, congestive heart failure and diabetes. 

In order to determine the recognition of symptoms and the 

significance attached to them, informants were asked the following 

questions dealing with Stage One, the onset symptoms: 

Does it seem to you that is sick? 

What makes you think that he (she) may be sick? 

Could he (she) have that and not be sick? 

If is sick, what do you think he (she) may have? 

What is it that makes you think that? 

Could it be something else? What else could it be? 

After the informant had read Stage Two, the fully-developed stage, the 

following questions were asked: 



What sickness do you now think has? 

Why do you think it might be that? 

What else could it be? 

What makes you think it could be that? 

These questions were used as guidelines by the investigator, and as 

such were suggestive of the areas explored. 

In addition, informants were asked about their own health and 

illnesses in order to determine how they themselves decided that they 

were ill. The following questions were asked: 

1. At the present time do you have any ailments or 
conditions that have lasted for sometime? Even 
though they don't bother you all the time? What 
are these ailments? 

2. How did you know you had _____? (For each 
ailment or condition given.) 

3. How long have you had ? (For each 
ailment or condition given.) (See Appendix Bt) 

The Criteria 

Statements recorded in the interviews using the hypothetical 

situations showed that one criterion for defining an individual as 

sick is whether or not the informant is familiar with the symptoms. 

Using the hypothetical situation describing diabetes (Hypo 

thetical Situation V), one informant responded as follows: 

Q. Does it seem to you that Susan is sick? 

A. Yes. She's got diabetes for sure. 



70 

Q. What makes you think she has diabetes? 

A. Before I come here, I was married to another man 
before he passed away. He had diabetes—?(Ruby R.). 

And for another informant: 

Q. Does it seem to you that Susan is sick? 

A. Yes. 

Q. What makes you think that she may be sick? 

A. Thirsty all the time. 

Q. Could she have that and not be sick? 

A. No. 1 wonder what she eats. Fish, ham, makes 
you thirsty. 

Q. What do you think she may have? 

A. I don't know what's wrong with her. 

But when this same informant was given Stage Two, the fully-developed 

stage, she replied: 

Q. What sickness do you now think Susan has? 

A. Ha, may be she's got sugar diabetes. The only 
reason I say that is because my girl friend in 
Bisbee has it since she was thirteen. She said 
one thing you could tell about sugar diabetes is 
that you don't heal right. Takes a lot longer to 
heal—(Pat W.). 

Mabel J. responded: 

Q. Does it seem to you that Susan is sick? 

A. Yes. She could have diabetes or she could have 
an infection in her kidneys. 

Q Could she have those symptoms and not be sick? 

A No. 
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Q. What makes you think she may have diabetes? 

A. Diabetes because she is thirsty all the time. I've 
been around this diabetes and they drink an awful 
lot of water. Of course, that would make you 
urinate a lot. You also urinate a lot with a kidney 
infection. 

And to Stage Two: 

Q. What sickness do you now think Susan has? 

A. Diabetes. 

Q. Why do you think it might be that? 

A. The way her skin feels dry and cuts don't heal like 
they should. My mother had it. My sister-in-law has 
it. My father had it, too. 

Familiarity with the symptoms was not the only criterion used 

for deciding that an individual is sick. Another criterion discovered 

in the interview responses was whether the symptoms could be interpreted 

as those of a minor short-term illness from which recovery is generally 

certain. 

Q. Does it seem to you that John is sick? 

A. Yes, he's sick all right. 

Q. What makes you think that he may be sick? 

A. Being feverish and fussy, he got something—course, 
coughs, that's just common any more. It might be a 
touch of the flu. (Tom S., Hypothetical Situation IA, 
measles.). 

Informants also recognized pain as a symptom of illness and 

responded as follows to Hypothetical Situation II: 

Q. Does it seem to you that Sam is sick? 

A. Yes. 



Q. What makes you think he may be sick? 

A. Well, if he's . . . at times he feels hot with a 
slight cough and then at times he's cold. The pain 
in his chest. He may have pleurisy or a cold—(Anna S.). 

Another informant stated: 

Q. DoeB it seem to you that Sam is sick? 

A. Yes, the pain in his chest would make him that. 

Sally M. considered pain to be a major indicator of illness. When 

presented Hypothetical Situation IV, she responded: 

Q. Does it seem to you that Alex is sick? 

A. Well, not necessarily. 

Q. Could he have those things and not be sick? 

A. Well, he's tired, but he doesn't have any pain. 

Dora C. noted that although Alex had no pain anywhere, "You can be 

sick and not have pain sometimes." 

Therefore, for Anna S., Ed B. and Sally M., the presence of 

pain is sufficient to decide that someone is ill. However, for Dora C., 

a change in the biological state of the organism which does not 

involve pain may still be an illness. 

The individual's age was considered also as a factor in deciding 

whether the individual was ill. For example: 

Q. Does it seem to you that Alex is sick? 

A. Well, not necessarily. 

Q. Could he have those things and not be sick? 

A. Well, he's 55 and that's not so young any more to 
work in the mine—(Sally M.). 



Q. Does it seem to you that Alex is sick? 

A. Yes, he could be sick. Of course, you have to 
take age into consideration. As you get older, 
you tire quicker—(Robert M., Age 72). 

And when the individual described (Hypothetical Situation I) was a 

child, one informant replied: 

Q. Does it seem to you that John is sick? 

A. He sure is ... . 

Q. What makes you think he may be sick? 

A. Well, anytime a child has a fever and not able to 
play or eat, he's sick—(Nellie D.). 

Many informants believed that weather changes or working con

ditions could produce the symptoms of illness. Some informants felt 

that sudden shifts of temperature (or the failure of the individual to 

use "common sense" to protect himself from these temperature shifts) 

caused the respiratory symptoms described in Hypothetical Situation II: 

Q. Does it seem to you that Sam is sick? 

A. Yes, he could have a cold, because he's hot and sweaty 
and the air cools him off blowing in the car. That's 
pretty dangerous to do, I've been told any way—(Pat W.). 

Q. Does it seem to you that Sam is sick? 

A. Yes, but I think Sam wouldn't have been sick if he hadn't 
exposed himself to the cool air when he was so hot. I 
think he just took a cold from cooling off too quick. 
That would give nearly anybody a cold—(Cleona B.). 

Q. Does it seem to you that Sam is sick? 

A. Yes, he's taken a cold and he's laid himself in a 
good position to get pneumonia. 



Q. What makes you think he may be sick? 

A. The way he's taken care of himself. He shouldn't 
cool off by letting the wind blow on himself 
riding home. That's a very bad thing to do, I 
think—(Grace T.). 

As in the case with temperature shifts, some informants blamed 

exposure to copper dust in the mine as producing the symptoms of 

illness: 

Q. Does it seem to you that Alex is sick? 

A. Yes. 

Q. What makes you think he may be sick? 

A. Well, due to the fact that he is working in 
a hard rock mine. Could be miner's disease of 
the lung—(Ann S.). 

Q. Does it seem to you that Alex is sick? 

A. Well, if he works in the mine, he probably 
has that miner's disease. He'd be sick. 

Q. What makes you think he may have miner's 
disease? 

A. That's the way miner's disease starts. I think 
he breathed in the dust—(Cecil L.). 

To summarize, then, from the hypothetical situations, 

informants considered five dimensions of particular importance in 

deciding that an individual was ill: 

1.. The familiarity of the symptoms 

2. Whether the symptoms seemed to be those of a 
minor short-term illness 

3. Evidence of pain 
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4. The age of the individual 

5. Weather or temperature changes or working 
conditions. 

In analyzing the informants' responses to the inquiries about 

their own illness experiences, it was apparent that slightly different 

criteria were used in defining oneself as sick. At one extreme, no 

symptoms were recognized by seven respondents and the condition about 

which they were interviewed was discovered by a physician or osteopath 

either in the course of a physical examination or in the course of treat

ment for another condition. In these cases, the decision of a physician 

or osteopath was the only one offered. The following examples illustrate 

the point: 

Well, I never knew I had it (cirrhosis of the liver), but 
11 years ago today Doctor operated on me for 
gallbladder .... He said I had cirrhosis . . . (Ann S.). 

(I had) a vein stripping two years ago. I went in to 
have skin grafting done and they told me I needed that 
done. It never bothered me—(Fat W.). 

I had no thirst or hunger or itching skin. I just had 
gone to the doctor for a physical check-up before going 
to California for the summer .... He found the 
diabetes—(Daisy R.). 

I had been going to the doctor for something else and he 
said I had it (high blood pressure). I was just a 
young girl—(Elsie P.). 

They discovered the first time I had it (tuberculosis)— 
you had to take tuberculosis tests when you're in the 
union—they found out I was positive—(Ben S.). 

I had my gall bladder removed in January at 
hospital in Tucson. They found out I had hypertension— 
(CarlM.). 



I had no indication (of high blood pressure) until I 
fell and then I didn't know I had it till they told 
me—(Ellen H.). 

At the other extreme, symptoms were well recognized and were 

manifest that there was no hesitation in seeking treatment. For four 

informants there was "no question" that an illness of disability was 

present: 

I fell and broke a rib. My husband called the doctor 
right away and had him come out—-(Alice F.). 

I fell 20 feet from a scaffold .... I was unconscious 
and I don't know anything about the ambulance ride from 
Douglas to Tucson .... When I come to, I couldn't 
see out of my right eye ... it was just a bloody mess. 
They had to get an eye specialist—(Tom S.). 

It was right after my husband got home from the hospital 
after his heart attack. I fainted. I got up and went 
into the bathroom and fell on my way back to bed. I 
didn't know what was wrong and the next thing I knew, I 
was laying in the middle of the floor. My husband 
couldn't pick me up, he could hardly get up and walk 
himself. Our daughter lived there in that front house 
at the time, so my husband got her and they both got me 
up. They took me to the hospital. I had blood just 
pouring out through my bowels—(Betty A.). 

One important sign or symptom to which individuals respond is 

pain. For five individuals, the experience of pain is sufficient for 

them to consider themselves sick. 

I have a bleeding ulcer .... I've had it about two years. 
I went right to the doctor. I was hurting so bad. I knew I 
was pretty sick and the pain made up my mind—(Amy T.). 

. . . (I) was ready to faint with pain in my stomach. 
Finally, I just couldn't stand it anymore, so I decided 
to go to the hospital—(Becky B.). 
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I had such terrible pain in my knees and I finally 
went to a doctor and he said it was arthritis— 
(Grace T.)• 

(I had) a pain in my shoulder. I thought it was a 
heart attack. I went to the doctor right away— 
(Carl M.). 

Weil, I had this pain in the center of my chest— 
felt vice-like. I didn't know what it was .... 
I went to the doctor right away. I was cold and 
sweaty and it was a severe pain. Doctor said it 
was my heart—(John A.). 

Another "sign" of illness reported by five informants was 

the development of an incapacity to perform normal activities. The 

activity in question may be occupational or non-occupational. For 

example: 

I'm not able to do anything. The doctor doesn't want 
me even to wash a dish or lift a pot. I'm a semi-
invalid. The doctor says that I have one small bone 
holding me together and if that breaks, I'm in a 
wheelchair—(Bertha D.). 

I have a bad injury. I was shot in the back while I 
I was at work. Went clean through my back. There's 
no treatment for this condition. I'm totally disabled 
as far as working. It's difficult for me to walk as 
the back injury has affected my legs—(William P.). 

(I've had) arthritis for the past 30 years. It started 
in my neck and then went to my shoulders and knees. I've 
been on crutches or with a cane ever since. Three years 
this last October I fell in the kitchen and broke my 
wrist .... Afterward I couldn't get up. I had to 
scoot from the kitchen with the help of my cane to phone 
before I got help .... I thought I'd had a stroke 
because I had had several, but the doctor said I had a 
blackout because I felt all right when I got up — 
(Grace T.). 

I had a blackout last August and hit a pole. Lucky I 
didn't hit another car. They took my license away. I 
can't drive .... They took me to the hospital— 
(Ben S.). 
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I used to do housework. I haven't been able to work 
for five years. I fell and hurt my back and I haven't 
been able to work since. I go to the doctor all the 
tine (osteopath). I can hardly straighten up sometimes— 
(Marian H.). 

For three individuals, bodily changes were noted which did not 

Interfere with normal activities and which did not cause pain. The 

fact that they were new, however, was seen as a cause for concern as 

demonstrated in the following statement: 

I was constipated, just all the sudden. I was always 
regular. With something new, it's always a good idea 
to check and make sure—(Paul B.). 

For another informant, the fact that a condition was new led to 

a search for explanation and possible redefining because of fear of 

possible outcomes. Here newness was a factor, but the fear of out

comes seems to have provided the motivating force: 

The first that I knew I had a cataract was when I 
went to get my driver's license renewed .... 
They said I'd better go to an oculist and see what's 
wrong. You can scarcely see at all out of your right 
eye they told me. About that time, we had those men 
on the moon. I thought I'd look at the moon and see 
if I could see anything different about it. My Lord, 
I seen seven moons .... So if you get cataracts, 
that's the way you'll find out. So I went as soon as 
I could (to see the oculist) .... He said my 
eyesight was failing, so I had the eye operated on. 
I was afraid I was going blind—(Ellen H.). 

The criteria an individual uses to designate himself as 

deviating from normal health, then, seem to be of three main types: 

1) changes in the feeling states, such as pain, 2) bodily changes 

not accompanied by pain and 3) interference with normal activity. 



These criteria differ from those the Informants employ in assigning the 

sick status in the hypothetical situations because they are meant to be 

employed at a stage in the illness episode prior to the validation of 

illness. This stage is the first in Weaver's model of the illness 

situation (see Chapter 1). In other words, the three criteria above are 

those an individual uses to decide that his health state is altered, 

while the criteria identified by the informants in response to the 

Hypothetical Situations (See pages 67-68) are those he (the individual) 

uses to decide that an altered health state is significant. 

Pattern of Influence of Self and Others 

The pattern of influence of self and others will be analyzed in 

terms of the composite model developed from Polgar's and Weaver's illness 

referral schemes described in Chapter 1. It is recognized that neither 

Polgar's nor Weaver's model was originally conceived as conceptualiza

tion of the decision-making process accompanying the assignment of the 

sick status, but they were instead developed as conceptual models of 

sick role behavior. It is felt that these constructs are, nevertheless, 

applicable to the individual's decision that he is sick and the influence 

others have on that decision. If these constructs hold for the individ

ual's decision to seek treatment for a perceived illness, they may be 

equally as useful in understanding the decisions an individual makes 

about his sick status prior to seeking treatment. 

The interviews suggest considerable variation in the number of 

other people who become involved in the process of decision-making in 
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regard to an individual's health status. At one extreme, the individu

al may assess his own health status and decide on a course of treatment 

without consulting others, what Polgar refers to as the "Self-Addressed" 

phase. Others consult with spouses and/or other relatives, correspond

ing to Weaver's "Kinship" phase and my phase of the same name. And, in 

yet other situations friends, neighbors or co-workers may act as illness 

status decision-makers. This stage corresponds to Weaver's "Community" 

phase, to Polgar's "Lay-Addressed" phase and to my "Community" phase. 

The fourth phase, the "Professional" phase, corresponds to Polgar's 

"Professional" phase and to Weaver's "Urban Professional" phase. 

Individuals whose decisions about their sick status are influenced by 

health actors such as druggists, nurses, chiropractors, reflexologists, 

osteopaths, physicians and the like, can be said to be involved in the 

professional phase. 

Self-Addressed Phase. In this first phase, the client himself 

is the health actor and diagnoses himself as deviating from normal 

health without consulting anyone else. He is both the perceiver and the 

validator of the sick status. For example, Betty A. decided that she 

had arthritis: 

My knees would be stiff and my joints would swell up. This 
was when I was in Illinois. Since I've been out here, it 
hasn't been so bad .... Arthritis is common back there . 
... I never did go to a doctor for it. I just take care 
of it myself—(Betty A.). 

John A. decided that he was an asthmatic: 

I've had asthma since I was a little boy. It got worse as I 
got older, but I've only taken medicine for it for about a 
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year. I take Tedral. I have not seen a doctor for it. 
I take care of it myself—(John A.), 

One informant developed what he decided was dyspepsia attributable 

to pills he took for tuberculosis: 

I had dyspepsia on and off. I take a little baking soda 
and it helps. I attribute it to the pills 1 took. That's 
the first sign I had, when I took the pills—(Ben S.). 

In another instance, Alex F., an alcoholic (his diagnosis), 

went on a "drinking bout" after his dog died. He decided his condition 

was sufficiently serious to warrant medical attention. He was assisted 

by a neighbor in getting to the hospital. 

It would appear, then, that unassisted self-definition of 

illness occurred for two informants (Betty A. and John A.) when the 

condition was relatively familiar and regarded as not serious. These 

informants interpreted their symptoms as those of an illness, but 

assigned them a low priority because they did not threaten their sur

vival. When aches were classified as "normal," they were not given 

what one might call priority attention in the Individual's value system. 

On the other hand, Alex F. assigned high priority to his illness 

symptoms and their perceived seriousness directed his action. In the 

latter example, assistance was sought for treatment, while in the former, 

self-treatment was regarded as sufficient. This suggests that the 

interpretation of symptoms as serious depended upon assumed normality 

or abnormality under a given set of circumstances. 

Kinship Phase. The kinship phase involves additional personnel-

spouse and/or other relatives. The sick individual may ask for 
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validation of his status or advice may be proffered without 

solicitation. 

Eight informants consulted only their spouses. In all these 

situations, there was agreement between husband and wife that the 

symptoms were those of an illness and needed attention. In most in

stances, consensus was reached quickly on the proper course of action 

for that problem. The following response was typical of those in 

which agreement was reached quickly on a course of action: 

When I had the chest pain, I called the doctor after 
talking it over with my wife. She agreed I should 
call him. He told me to go to the hospital right 
away—(ErvinW.). 

In another case, agreement was implied: 

. . . Just aB I went to open the icebox door, down 
I went. I just collapsed right there. (My husband) 
thought I'd had a heart attack so he called the doctor 
and told him what happened .... (He) came out and 
gave me a shot . . .—(Anna S.). 

In one instance, an informant disagreed with her spouse as to 

the significance of the symptoms presented: 

In West Virginia, my husband wanted me to go to the 
hospital, but I wanted to get back to Arizona. I 
didn't think it was serious, so I pooh-poohed the 
idea of going to the hospital and went on. When we 
got home, I was still sick. My husband got in on 
that all right. He called the doctor—(Ruby R.). 

In another situation, the informant bowed to the decision made by his 

wife sufficiently to seek the advice of a physician. 

I went out in the yard to top that big old tree out 
there. I had a little pain develop so I come down 
and then sat on the chair. (My wife) insisted that 
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I call the doctor. So he insisted on my going to 
going to the hospital. I told him I'd be all right 
if I just sat down and rested for a few minutes. I 
ended up out there in the hospital—(Tom S.). 

\Ihile the respondents above decided on their health status in 

consultation with their spouses, others (two) consulted with their 

children for validation of the sick status. For example, one inform

ant reported her vision "getting bad." Both her son and she discussed 

her condition: 

I've had this growth on my left eye that I should have 
taken off, but I haven't .... I talked to my son and 
he seemed to think that I'd have to have it taken off 
some day .... My son bought me a magnifying glass so 
that I can read—(Marian H.). 

For another informant, the sensation of pain was a cue to 

initiate inquiry with her brother into its meaning. 

The first sign I had that I had arthritis was my ankles. 
My ankles hurt, like maybe I sprained them. My brother 
said why don't I soak them in hot water with epsom salts . 
. . . Then I went to the doctor and had to take a test. 
Sure enough, it was arthritis—(Helena R.). 

If the individual has no spouse or kin living in the community 

or the surrounding areas, the third phase, the Community phase, might 

be entered. 

Community Phase. Entrance into the community phase takes place 

when the sick individual consults friends, neighbors or co-workers to 

validate his sick status. Three informants note: 

They usually come and ask me. I had a friend come 
to my house and ask me what to do for her baby .... 
The baby was having gas and a stomachache and I said 
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give him soda water. That's what I gave mine--
(Ed B.). 

If I ever get depressed, I know where to go. You 
need people to talk to ... . (A friend) really 
straightened me out—(Fat W.). 

I talk to my neighbor about things. Mostly I've 
been urging her to go to the doctor—(Helena R.). 

Thus, community health actors are involved in assisting an 

Individual to validate his status as sick. 

Professional Phase''. In this phase, the patient seeks out 

someone who is thought to have special healing abilities to validate 

his sick status. This category includes anyone who is recognized by 

the sick person as a professional whether or not he has professional 

medical training. These healers are widely distributed in American 

culture in the persons of physicians, osteopaths, chiropractors, 

naturopaths, health food advisors and the like. The use of such heal

ers appears to be partly determined by the socioeconomic class of the 

patient and leads to a consideration of class factors in beliefs and 

reactions toward illness. According to Koos (1954), lower-class whites 

are more likely to patronize a chiropractor than are members of the 

upper-class. In the present study, however, although all informants 

knew about chiropractors, only five had ever consulted one. Only one 

of these informants actually consulted a chiropractor to validate a 

sick status; the others saw him for treatment for illnesses they had 

already validated. 
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One informant knew a laboratory technician. She 

noted; 

I thought I might have diabetes. I discussed it with 
a lab technician that was a friend. I just called 
down to the lab and asked (my friend) to run a blood 
sugar the next day when I came in—(Anna S.). 

The same informant also consulted a druggist: 

I usually talk to the druggist more than I do anybody 
else. Where you get a druggist that is a friend, 
they will discuss problems with you . . .—(Anna S.). 

The services of nurses were also used by informants. 

For example: 

There's a nurse up the street. So, I usually, if there's 
anything I want to know, I ask her. She can explain to 
me what things are. Last time I took some medicine up and 
she explained to me what it was—(Esther T.). 

The health nurse comes here. I have as much confidence 
in her as I do the doctor—(Grace T.). 

Four informants reported that they get the advice they need 

from books and magazines. Two of these reported: 

I would go to a book before I would go to a person. Like 
Adelle Davis—she's an authority on nutrition—or Mr. 
Rodell on macrobiotics—(Sam B.). 

They describe different conditions in the magazine and 
what to do. I read that and I know what I have— 
(Robert M.). 

When an individual concluded that his sick status was serious, 

he entered the professional phase and immediately consulted either a 

physician or osteopath. The symptoms were so obvious and the individual 

so incapacited that there was "no question" that he was not well. 
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The amount and source of an individual's income are also impor

tant. Those individuals receiving welfare checks (9) and those with 

insufficient income (9) are eligible for free care at the county 

hospital from physicians. They may therefore, elect to see a physician 

rather pay another professional. 

Another factor may be whether the sick individual was reared 

in an urban or rural area. Individuals reared in rural areas may have 

had little experience with physicians and, therefore, may be less 

likely to look upon the physician as an accessible source of illness 

validation. Although both of the informants who were reared in urban 

areas consulted with a physician or osteopath to validate sick statuses, 

it cannot be concluded that this was an effect or urban upbringing 

since other informants consulted these professionals also. 

Summary. In instances in which symptoms were familiar or com

mon and defined as trivial, or in instances in which symptoms were 

obvious and unquestionably incapacitating, self-validation was likely. 

In four instances, decision-making was limited to exchanges between 

the informant and his or her spouse, and generally there was agreement 

that someone they considered a professional should be consulted. When 

there was disagreement with the spouse's opinion on a course of action, 

or if the informant had no immediate family or relatives, friends or 

neighbors were consulted. If any of these seemed to think the symptoms 

were sufficiently serious, they suggested seeking the advice of a 

professional in validating the symptoms. 
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' Assumption of'the Sick Role 

The term "sick role" as used in this study refers to the 

expectations and behaviors associated with the sick status. As de

scribed in Chapter 1, Parsons has presented a set of four expectations, 

applicable at the level of the total population of a Western indus

trialized society, that are presumed to describe the role of a sick 

person. It is noted, however, that these sick role components might 

be variously applied and interpreted in different subpopulations and 

in different interaction contexts. This section explores the 

variations in behavior associated with the "sick status." Each of 

the four components of Parsons' formulation is used as a guide to 

describe the degree to which the sick role varies among the informants. 

The data upon which these descriptions are based are incidental 

comments offered by some informants during the course of the interviews. 

The informants were not questioned directly about these specific role 

behaviors. It is therefore possible only to examine the behaviors as 

to their consistency with Parsons' formulation of the sick role. It 

is not possible to determine from these data whether or not the 

behaviors are typical of the study population. 

The Exemption from Normal Social 
Role Responsibilities 

The following responses were consistent with Parsons' first 

component of the sick role. That is, informants stated that they were 

exempted from normal obligations as a result of sickness: 
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They (physicians and employer) didn't specify any reason 
for my disability outside the accident .... I ended 
up in the hospital after my accident ... I was uncon
scious. I hit my head when I fell. I've been unable 
to work since the accident—(Tom S.). 

The doctor doesn't even want me to wash a dish or lift 
a pot. I'm a semi-invalid. The doctor says I have 
one small bone holding me together and if that breaks 
I'm in a wheelchair .... Sometimes I can't even get 
out of bed without help—(Bertha D.). 

In the first example, the respondent's physicians and employer had 

both indicated that some exemption from normal role obligations was in 

order. The pattern of influence described in the second case is that 

of a physician. In other cases, individuals were under the care of a 

physician who initiated role definitions leading to de facto exemptions, 

at least temporarily. In the case of Carl M., surgery was performed 

with an accompanying period of hospitalization. During this time, 

exemption from normal roles was presumably enforced by the hospital 

structure. After surgery and hospitalization for an eye problem, one 

respondent (Ellen H.) was limited in her ability to see, resulting in 

a more permanent limitation of activities. Hence it can be assumed 

that exemptions here were temporary in one case (Carl M.) and permanent 

relative to a number of activities (for example, driving, reading, 

viewing television) for the other, (Ellen H.). In these cases, then, 

the role definers present a consistent role-definition leading to the 

exemption from normal activities. 

In some instances, major aspects of the respondent's normal 

roles were unchanged by the reported illness. While some minor 



deprivations were introduced with the illness, major roles were left 

untouched: 

I've had diabetes for six years. The doctor discovered it. 
I take (medicine). I work every day. I have to 
watch my diet—(Dora C.) . 

Some informant responses were inconsistent with Parsons' first 

component of the sick-role. In some cases, the informant defined his 

condition as trivial, in which case he was not likely to seek exemption 

from his normal role obligations. 

No, the arthritis doesn't keep me from doing what I 
want to do. I do all my own housework and even the 
yard . . .—(Nellie D.). 

In this case, activities were not Impaired or threatened. 

In other instances, the onset of a condition was seen as re

quiring medical attention and received treatment but the associated 

changes in activities were seen as being a normal part of growing old. 

Nothing changed (as a result of arthritis) in the way 
I lived. Age makes you slow down anyway, so the 
arthritis couldn't make much difference—(Cecil L.). 

This informant defined his having to "slow down" as part of aging and, 

hence, his condition was reported as not tied to his arthritis. 

The Institutionalized Definition 
That the Sick Person Is 
Not Responsible for His Condition 

Of the four behavioral expectations posited by Parsons, the 

definition of the individual as not responsible for his condition may 

be the least problematic. Four informants gave responses which indica

ted some feeling of responsibility for either the onset of or the 
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continuation of an illness, given the broadest possible latitude of 

Interpretation. The following responses were considered inconsistent 

with Parsons' second expectation: 

I've got emphysema from smoking—(Mary J.). 

Diabetes—I think that's carelessness. Had I stayed on 
a strict diet, I probably wouldn't be taking insulin 
today . . .—(Anna S.). 

-If I had gone to the doctor for that cough when I first 
got it, maybe I wouldn't have got pneumonia—(Grace T.). 

I have a chronic cough .... It's from smoking— 
(RuthM.). 

Four informants responded that they could not have done anything 

to prevent the condition. In two instances, the onset of the condition 

was regarded as a result of aging: 

I have this rash and Itching. I think it's just 
old age—(Nellie D.). 

My ankles are swollen now. I think it's just 
accumulation of water .... Just old age—(Emma W.). 

Another two informants noted that the onset of their conditions was 

linked to their occupations, but as the occupational roles were part 

of their responsibilities there was no way to avoid the conditions. For 

example, Cecil L. who had tuberculosis: "I lost my health from working 

underground" and Paul B. who had sinus trouble: "Too much smelter smoke 

over the years. It gets to you." 

These four informants, then, did not feel responsible for 

their conditions. They tended to see inevitable factors associated 

with aging and occupation as reasons for the onset of a condition. 
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To the extent that the job was seen as necessary and yet a cause of 

illness, illness became an inevitable risk and the person was not 

responsible. 

The Definition of the State of 
Being 111 as Undesirable 

Informant responses relative to the motivation to "get well" 

were difficult to interpret. No informant seemed to define illness as 

desirable. Three informants indicated that they did not expect to 

recover from their illnesses. 

When Informants perceived some deviation from normal health, 

initiative was taken. The following responses reflect the value of 

health. 

I could hardly get out of bed this morning. I have 
an appointment at 4:30 today (to see the doctor). 
I think my ribs have slipped out of place—(Ruby R.). 

I was dizzy, it went on for awhile and I decided to 
go to the doctor (osteopath). He told me I had 
high blood pressure. I take medicine for it—(Nan P.). 

I was extremely fatigued. I had taken thyroid when I 
was younger so I thought that was what it was. So I 
saw the doctor—(Irene B.). 

When I don't feel good, I go to the druggist and say, 
'I don't feel good, what you got?' He'd say, Oh, such 
and such. Maybe it'd be aspirin or some kind of cold 
tablet or something. (My wife) been pretty interested 
in medicine and she studies up on all that stuff, too. 
A lot of them medicines that come out on the market, she'll 
read up on them and she'll say that's not for us—(Tom S.). 

It cleared up a lung condition in about ten minutes . . . 
Reflexology. We got a book and it showed the connection 
between the different parts of the feet and the glands 
of the body. You massage a certain area of the foot. 
We experimented with it—(Becky B.). 
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I was dizzy. A Mexican lady that I know told me 
about mesquite. She gave me some and I haven't had 
any more spells of being dizzy—(Dora C.). 

I have a disc that bothers me. I have an exercise 
that I take for that, I found it in the Reader's 
Digest a long time ago, and it said it was just as 
good as going to a chiro. It really does work .... 
So I just take those exercises and I get along O.K.— 
(Betty A.). 

I felt like I didn't have any pep at all so I started 
taking vitamin E. Several pharmacists told us to 
take those. I noted that after a month 1 could do 
more than before I took the E—(Daisy R.). 

The informants perceived some deviation from normal health and by 

linking that perception with action designed to correct the situation 

indicated a motivation to want good health. In some of the cases, the 

initiative came from individuals other than the informant, but the 

Inference of motivation was similar. A perceived deviation from normal 

health led to the taking of corrective action. 

In cases where symptoms either appeared while the informant 

was under the care of a physician or they were discovered by a physi

cian, the motivational inference is similar. 

I had just gone to the doctor for a physical check-up 
before going to California .... I was anemic and 
had been going to the doctor for a shot of B-12 every 
week, too. He just examined me for blood sugar rather 
routinely .... I take medicine for it (diabetes). 
Of course, I eat no sugar—(Daisy R.). 

The doctor found the high blood pressure when he gave 
me that there check-up when I went for the flu. I had 
no symptoms. I take medicine for it. It's not hard to 
keep under control—(Marion H.). 
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While the discovery of circumstances under which deviations 

from normal health varied among informants, their behavior was consis

tent with the expectation that they define the state of being ill as 

undesirable. The end result was to contact competent treatment agents. 

The Obligation to Seek Technically 
Competent Help and to Cooperate in the 
Process of Trying to Get Well 

This section focuses on the problem of cooperation with the 

treatment agent once contact has been made. For most (45) informants, 

cooperation with a treatment agent seemed to be taken for granted with 

only a few (5) reporting behaviors considered to be inconsistent with 

this "expectation." 

The nature of the cooperation demanded should be clarified. In 

some instances, the individual was expected to cooperate passively in 

the sense that he should allow the treatment to take place. The giving 

of injections and submitting to surgery would be of this type. Often, 

such procedures had only a temporary effect on normal roles: 

I had a throat operation. I had a polyp on the vocal 
cords. It wasn't malignant and it's been O.K. ever 
since—(Hayward M.). 

In other instances, major disruptions in normal activities were associ

ated with cooperation with a treatment agent. 

This artery began to stop up (Carotid artery)• I had no 
balance or anything. That artery goes to your brain, you 
know. They took me to Hospital because ' 
Hospital was filled up. They took me right to the operating 
room .... I stayed at the Hospital for four days 
and then they took me to Hospital because they had a 
room. I was there quite awhile—(Allan F.). 
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I was there for thirteen days in the hospital. Then 
they told me it (double vision) was from a lack of some 
vitamins and sent me home. I took shots for a long time— 
(Alma T.). 

Others (22) reported active cooperation in the sense that they 

themselves were expected to take responsibility for a treatment pro

gram. For instance: 

I take medicine for it (hypertension)—(Nan P.). 

I have a kidney condition. I have to take water pills .... 
I have a heart condition that I have to take thyroid and 
digitalis for ... I have diabetes. Right now I'm taking 

(pill) for it. I can't eat sugar—(Daisy R.). 

The future dimension of time, or the prognosis for both sick and well 

role performance, seemed to influence the degree and kind of cooperation 

expected from the sick person. Persons with long-run illnesses amena

ble to self-treatment under medical supervision (e.g., diabetes) were 

expected to take major responsibility for their own treatment (e.g., 

insulin injections, taking pills). In contrast, the acutely ill person 

who needed the constant supervision of professional medical personnel 

was expected to let them take the full responsibility for diagnostic 

and treatment procedures for the duration of the illness. 

Another type of cooperation consisted primarily in submitting to 

medical surveillance. In these cases, no changes were imposed on daily 

routines, but the individual had to be "checked." These informants had 

neither to take medicine nor engage in any special regimen: 

I go twice a year (to the doctor). I'm due right 
now—(Cecil L.). 
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You know when you get my age, you should have "Pap" 
smears and general check-ups—(Sylvia R.). 

One informant cooperated with the public health 

nurse: 

The last few months I've not been able to lift any
thing. If I do, I have a "heart spell." Fains around 
my heart and my pulse beats so fast and one of the 
health nurses told me to take one of the high blood 
pressure pills that Dr. gave me when I get 
that way and it'll relieve it. It does, too—(Grace T.). 

Another informant sought validation of a treatment program 

from a pharmacist: 

I went to Dr. . He gave me some pills to take 
for my high blood pressure. The pills made me dizzy, 
so I asked the druggist. He told me that they were 
very strong—the best there is—and that I shouldn't 
worry about being dizzy for a while—(Dorothy C.). 

The support of the pharmacist in this case was probably important in 

determining the extent of cooperation. 

One informant indicated that she cooperated with a physician 

in treating constipation, and then relied on folk medicine to prevent 

recurrence of the condition. 

He gave me some of those pills. Laxatives, you call 
them. I used them for about a week and haven't been 
troubled too much since. The best thing to do is to 
use olive oil in your food. That will keep you 
regular—(Grace T.). 

Another informant cooperated with a Mexican friend for treat

ment of hypertension: 

Well, told me to mix up garlic, honey and lemon 
and take it. Since then I haven't had any more high 
blood pressure—(Dora C.). 
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There was also evidence that five informants either refused to 

cooperate altogether or they cooperated selectively with their physi

cians : 

Three different pills in there that I'm supposed to 
take from the doctor, but I don't take them. One 
is a tranquilizer, the other is a high blood pressure 
pill and the other is for gout. I'm supposed to have . 
, . »"I don't think I have it—(Ellen H.). 

Other individuals (three) seemed to refuse cooperation when the 

treatment program interfered with valued activities. While some 

aspects of the treatment were acceptable to the informant, he or she 

refused to accept other aspects: 

The doctor told me to give up cigarettes. I did, 
but I gained weight and I can't afford to do that. 
So I started smoking again—(Bertha D.). 

Arthritis. I took medicine for it from the doctor, 
but it made me too forgetful. Now I just take 
aspirin . . .—(Nan P.). 

I have diabetes ... I take (pill) and I guess 
I don't have it bad—that's what everybody tells me 
because I don't take insulin. I'm supposed to eat a 
special diet—no sugar. Did you hear that word, 
"supposed?"—(Alma T.). 

The last informant above, placed on a diet by her physician, refused 

to follow the. diet. Another informant, while he didn't refuse to take 

a medication, interpreted the dosage to suit himself: 

I have them (headaches) frequently all right. When 
Dr. gave me that (medication) . About 
a week later it dawned on me what was causing it (the 
headache) .... I just take one pill a day instead 
of three I'm supposed to and I don't have any more 
headache—(Tom S.). 



From the interviews, it appeared that informants from whom 

passive cooperation was demanded tended to cooperate with treatment 

agents. Non-cooperation seemed to be centered on demands for such 

active cooperation as stopping smoking, taking medication or following 

a special diet. From the interviews, it also appeared that the more 

the illness interfered with valued normal activities or the more it 

was seen as a threat to life, the more likely the informant was to 

cooperate with a treatment agent. Illness which was considered trivial 

or which did not interfere with normal activities tended to receive 

the least cooperation. 

Sources of Variation 

In the preceding discussion, the four expectations postulated 

by Parsons were used to discuss the assignment of the sick role. Sick 

role behaviors were examined as to their consistency or inconsistency 

with Parsons' formulation. It should be emphasized that the data were 

based on incidental responses of thirty-four informants and, therefore, 

cannot be considered as representative of the study population. 

As Parsons noted, a major factor influencing sick role behav

iors was the nature and severity of the illness. The more severe the 

illness in terms of threat to life, the more likely the informant was 

to be cooperative. The data revealed that the behaviors of informants 

were consistent with this variable. However, in this study, coopera

tion with a treatment agent also seemed to depend more on the nature 

of the cooperation demanded and the extent to which treatment 

interfered with valued activities. Thus, only in the fourth component 
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where the element of cooperation entered in, was there significant 

variation. Behaviors reported by informants relating to the other 

three components of the sick role were generally consistent with 

Parsons' formulation. 

Summary 

In this chapter criteria affecting the first two stages of 

the illness episode, i.e., the individual's perception of the altered 

health state and the validation by person(s) in the referral system 

were discussed. At the first stage, the informants applied these 

criteria to verify that their health status had altered: 1) changes 

in feeling states, such as pain; 2) bodily changes not accompanied 

by pain; and 3) interference with normal activity. At the second 

stage, these criteria were employed to determine the significance of 

an altered health state: 1) the evidence of pain; 2) age of the 

individual; 3) familiarity of the illness symptoms; 4) symptoms 

those of a minor short-term illness; 5) weather or temperature 

changes or working conditions. These criteria were applied by the 

individual himself or by members of Iiis family, other relatives, 

friend, neighbors or individuals he considered health professionals. 

Once the sick status was assigned, the behaviors reported incidentally 

by informants revealed few inconsistencies with the Parsonian formula

tion with the exception of the fourth component as noted in the 

previous section. 



CHAPTER 4 

TREATMENT MODALITIES 

In Chapter 3 the assignment of the sick status and the assump

tion of the sick role were discussed. Three of the four components of 

Parsons' formulation of the sick role (See Chapter 1) and the informants' 

variations from these were considered in their entirety. The fourth 

component, the obligation to seek technically competent help and to 

cooperate in the process of. trying to get well, was considered only in 

part. This chapter focuses on the other dimension of this component, 

the informant's behavior in seeking technically competent help and 

examines the actual health and illness practices of the informants. 

The Obligation to Seek 
Technically Competent Help 

The necessary condition for becoming a patient is the affirmation 

of illness based on the individual's definition of being "sick." To be 

a patient is to play a social role that is learned as part of the con

tent of a culture—to do certain things because it is the "proper" way 

to act when sick. 

Once the individual decides he is "sick," usually the next step 

is to consider ways of regaining his health. Parsons pointed out that 

the individual is expected to seek cure and that every effort should be 

made to bring about as rapid and complete recovery as possible. The 
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individual is expected to seek out a competent healer which Parsons 

(1951:437) notes is usually the physician. However, even when techni

cal competence is sought, the type of treatment agent is varied. Not 

all sick people seek physicians; some seek other medical healers such 

as chiropractors, druggists and the like. 

It will be recalled that the research of Koos (1954) showed 

that the lower-class individuals differed not only in their definitions 

of illness, but also in their beliefs about the treatment of illness. 

One of the major differences occurs in the matter of information about 

health and disease. Because lower-class individuals tend to be less 

educated in science, they will be more ignorant of the origins of ill

ness, as scientifically specified, and more likely to hold vague ideas. 

Informants in the present study were asked to give the cause of 

a list of common ailments and conditions. Of the fifty informants, 

only twelve answered six of the twelve items correctly. Ten of these 

informants had completed ten to twelve years of schooling, two had 

completed eight years. Two informants answered nine of the twelve items 

correctly. Both of these informants had completed high school. The 

data support Koos' hypothesis (1954) that education is directly related 

to social class, therefore, it is likely that lower-class people are 

less apt to know the causes and effects of illness. 

It is also possible that the lack of scientific health and illness 

information among lower-class individuals contributes to their willing

ness to use non-scientific healers. So long as a person is uninformed 

about the etiology, symptoms, treatment and prognosis of disease as 
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medical science describes them, there is no reason to go to a scientific 

practitioner. As Blum, Sadusk and Waterson (1960:41) have noted: 

It is as true of class differences as it is of culture-
determined ones, that the nature of the belief about the 
cause of Illness leads to particular kinds of treatment 
measures. 

Koos (1954:93-98) found that lower-class individuals considered 

chiropractors "the poor man's doctor" because the chiropractor was more 

friendly, gave more time and explained things in words they could under

stand. In the present study, only five persons admitted ever having 

undergone chiropractic treatment. One informant noted: 

There's one chiropractor I go to, but I don't care about 
going to him .... He's rougher than an old boot . ... 
I had a hurting in my neck and it just stayed. It had 
bothered me for years. I went down to see him and . . . 
from that day on, I was better. He said there's a lot of 
chiros today who can't do that for people whose got pressure 
there. He relieved it and I haven't been bothered since. 
It's been a couple years .... Then I went to one in 
Tucson .... A friend told me about him and how he had 
helped him. He had hurt his back. He X-rayed him and after 
four treatments, he released him. That shows that sometimes 
chiropractors do some good—(Cecil L.). 

When asked why he had gone to the first chiropractor, this informant 

replied, "Because I thought he could help me." Even though he consid

ered the chiropractor to be "rough," he was satisfied with the 

benefit received from the treatment. 

Another informant responded: 

I did take chiropractor treatments for about two years 
when I had my neck hurt, a whiplash, from an auto accident. 
But he'B so rough. The chiro wouldn't release me, finally 
I just got disgusted and quit going. I couldn't see where 
he was doing me any good—(Esther T.). 
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Although this Informant also noted that the chiropractor was "rough," 

she continued to see him for two years. Her decision to stop treatment 

was on the basis of dissatisfaction because she could note no further 

Improvement in her condition. 

The other three informants had seen a chiropractor for back 

problems at some time in the past. All five informants felt that 

there were limits to chiropractic treatment, but that it was "good" for 

bone and muscle conditions. None of the informants expressed agree

ment with Koos' hypotheses (page 100). However, this in no way 

can be taken as non-validation as the sample is too small. 

Informants alBo sought medical advice from the druggist. The 

druggist played a role in the treatment of illnesses for which profes

sional care was not sought: 

We asked what is a good ointment to use on a boil that 
was needing attention. The druggist suggested an oint
ment. Sometimes you ask them about a prepared medicine— 
what would be best as far as a cough syrup—(Sam and Becky B). 

I asked (the druggist) for a cough syrup and something 
for piles. What he gave me helped—(Nan P.). 

Yes, a couple of times I've asked this druggist out here 
which was the best patent something or other to use ... 
for cough or something like that—(Irene B.). 

Lots of times you ask him (druggist) and he'll say, 
"Well, I got a lot of medicine here, but I like this 
kind for that." They know the ingredients of each thing 
and.what they mean—CEd B.). 

The druggist at• •• • i8 real good in helping you. 
They know more than the doctors—(Earl and Alice F.). 

Druggist at is pretty good. I haven't asked 
him anything personally, but I think I would. They know 
more than doctors about drugs—(Betty A.). 
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In New York I aBked the druggist about something for 
laryngitis one time. He gave me some throat lozenges— 
(Sylvia R.). 

I always check with the druggist to be sure there's no 
aspirin in any drug I'm buying. I'm allergic to 
aspirin—(Elaine J.). 

I have migraines and I asked the druggist for some
thing to relieve them and he gave me something. It 
worked in half an hour—(Ruth M.). 

Further, the druggist played a supplementary role in the treatment of 

illnesses being cared for by the physician: 

Doctors are the darndest. You ask them a question 
and they look at you as if you were silly to have 
asked the question .... I asked Doctor 
about tincture of violet for an infection of the 
knee .... He said it was old-fashioned .... 
So, I asked the druggist about some—(Esther T.). 

One time I asked if a pill I was getting for my 
sister was a tranquilizer. He (the druggist) said, 
"Yes, and I wouldn't let her take too many —(Ellen H.)." 

Oh, whenever I want to know what a certain medication 
is that the doctor has given me or a different 
treatment involved in illness, I call the druggist 
and he tells me—(Anna S.). 

From the above, it is apparent that the druggist's role is significant. 

He advised, diagnosed and recommended treatment for a number of inform

ants. When the informant was confronted with a choice among several 

brands of medicine, he asked the druggist for assistance in making a 

decision. When the informant needed clarification regarding a medication 

prescribed by a physician, the druggist again was consulted. 

Koos (1954:91) also found that lower-class individuals utilized 

the druggist as diagnostician, prescriber of therapy and advisor. 
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Although most individuals realized the legal sanction placed on the 

druggist's role, they still expected him to satisfy their particular 

needs. 

Friends with the same illness problem were also considered to 

possess knowledge about treatment. When a friend with arthritis told 

Nan P. a copper bracelet had relieved her symptoms, she bought one to 

wear. Nellie D. reported that she rubbed "Vicks" on her varicose veins 

on her legs to help circulation after a friend with varicose veins told 

her ̂ Vicks" had helped. 

In some cases ailments with which physicians had been unable to 

help were cured by a neighbor: 

Warts ... I had some burned off by the doctor and they 
came right back. Now, I know that vitamins will help, 
but my neighbor used castor oil and that takes them off 
pretty good. She says Clorox works too. Mine haven't come 
since then—(Lola L.). 

The same informant reported that her mother had cured her 

husband's hives: 

Sulfur is good for hives. It'll stop them quicker than 
anything. My husband used to get them every spring. He'd 
sit in the bathtub for hours. The doctor told him to take 
epsom salts. Well, you take three or four doses and you've 
had it! So, one day we was at my mother's and he started to 
break out. She told him to take flowers of sulfur. She 
gave him a teaspoonful and told him to wash it down with a 
glass of water. So he did. In thirty minutes he was all 
right. No more hives—(Lola L.). 

In summary, inconsistency with that part of Parsons' fourth 

expectation, "... the obligation ... to seek technically competent, 

namely, in the most usual case, that of a physician . . . (1951:437)," 

(italics in original) was demonstrated by informant interviews. The 
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selection of medical care reflected knowledge and beliefs about illness. 

The nature of the imputed illness in terms of symptoms and complaints 

of the individual and the risks thought to be inherent in the illness 

served to define the severity of the illness. The severity of the 

illnesB, in turn, served to determine what, if any, treatment would be 

considered. The pharmacist was often consulted for illness not consid

ered . serious , and some informants preferred the services of a chiropractor, 

especially for bone and muscle ailments. Relatives and friends with the 

same ailment were also consulted. Responses consistent with Parsons' 

expectation were found when the individual perceived his illness as 

serious. In this instance, professional medical care from a physician 

was sought. 

Health and Illxless Practices 

This section deals with some of the various health and illness 

practices of the informants. Information regarding self-medication, 

nutrition and "health food" usage, vitamin pills and related product 

usage, practices concerned with bowel regularity and arthritis-

related practices is discussed. The data were obtained from inter

view responses and responses to the hypothetical situations. 

Self-Medication 

In order to determine the conditions for which informants might 

treat themselves, two sets of questions were asked. These questions 

were first utilized in the 1955 nation-wide sample of the Health In

formation Foundation (National Opinion Research Center 1963). In the 



106 

first set, a number of symptoms or conditions are mentioned and the 

respondent Is asked whether he thinks these require the Immediate at

tention of a health specialist of some kind, whether they should be 

attended to by oneself or whether they are not serious enough to bother 

about. The purpose here is to relate what the informant believes other 

individuals should do in the specified conditions (see Table 10). The 

informant's actual behavior, that is, what he himself would do in the 

specified conditions, is identified in the second set of questions (see 

Table 11). 

Table 10. Opinions of Informants on Need for Prompt Medical 
Attention for Each of 11 Selected Symptoms 

Which of these conditions (show card) do you think a person should see 
a doctor about right away, which should a person take care of himself 
unless they keep up or get worse, and which should a person not bother 
about because they're not usually important?. 

Condition See Care for Not 
Someone Himself Bother 

Lump or discolored patches 
of skin 43* 7 

Unexplained loss of ten 
pounds or more 42 7 1 

Severe shortness of breath 40 10 
Cough for several weeks 39 11 
Rash or itch for a week 

or more 32 15 3 
Frequent headache 31 19 
Feeling tired all the time 28 21 1 
Feeling of dizziness 23 26 1 
Backache fairly often 21 26 3 
Sore throat, runny nose 11 39 
Diarrhea or constipation 7 43 

* Numbers refer to number of respondents who gave the response. 
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Table 11. Experience of Informants with 25 Selected Symptoms 
and Conditions, and Medical Consultation Sought 
Within the Past Year 

(Show card) Which of these conditions have you yourself had at any time 
during the last year? 

Now would you please tell me for each condition mentioned: 
Did you see a doctor about the condition.during.the.past year? 

Symptom/Condition Had Saw Doctor 

Diarrhea or constipation 40* 1* 
Sore throat, runny nose 37 1 
Feeling tired all the time 30 4 
Backache fairly often 30 4 
Sinus trouble 27 4 
Allergy 26 4 
Indigestion 25 1 
Arthritis 25 12 
Feeling of dizziness 24 12 
Piles or hemorrhoids 23 2 
Inability to sleep 18 0 
High blood pressure 18 16 
Varicose veins 17 2 
Heart trouble 17 13 
Cough for several weeks 14 8 
Diabetes 14 8 
Rash or itch for a week or more 13 5 
Kidney trouble 11 10 
Frequent headache 10 5 
Lump or discolored patches of skin 10 5 
Severe shortness of breath 10 7 
Gallbladder, liver trouble 9 6 
Have a temperature over 

101 degrees F. 8 4 
Asthma 7 3 
Unexplained loss of 10 pounds or more 5 1 

N̂umbers refer to number of respondents who gave the response. 
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Table 10 relates to normative prescriptions; that Is, what the 

Informant said a person should do for each of the 11 specified conditions. 

For 4 of the 11 symptoms, better than three-fourths of the informants 

said, "See a doctor right away." For 3 other symptoms, over one-half 

of the informants thought the individual should see a doctor. For the 

other four symptoms, the majority of informants did not suggest seeing 

someone right away especially as regards diarrhea or constipation and 

sore throat and runny nose. Thus, informants actively promoted self-

treatment for these two conditions, and to a lesser degree promoted 

self-treatment for two other conditions, backache and dizziness. 

At a later interview, each informant was shown a longer list of 

illness symptoms and conditions (including the original 11), and was 

asked, "Which of these have you yourself had during the past year?" and 

then, for each condition mentioned, "Did you see a doctor about that in 

the last year?" (See Table 11.) This set of questions attempted to 

measure the informant's reported actual behavior for an actual illness. 

Retrospective reports were limited to what the informants did when 

afflicted with any of the specified symptoms or conditions during only 

the past year because Health Information Foundation researchers found 

that recall diminished greatly beyond that period of time. 

The data presented in Table 11 revealed that most informants 

tended to use self-treatment for such common symptoms or conditions as 

diarrhea, constipation, sore throat or runny nose, feeling tired all 

the time, backaches, sinus trouble, allergy, indigestion, arthritis, 

feeling of dizziness, hemorrhoids and inability to sleep. Of the 18 
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informants who reported the condition, "inability to sleep," hone 

reported consulting a doctor. Since brief periods of self-medication 

for these common ailments would be considered acceptable by practi

cally all medical authorities, informants who reported self-medication 

for these items were asked the usual length of time over which the 

self-medication was maintained. Most informants noted that they 

would not use self-medication longer than a week. A few (three) in

formants. said that they would use self-medication for a two-week 

period. One informant reported that he would use self-medication for 

"feeling tired" for at least a month and then would consult a doctor 

only if he was not Improving. 

Since any form of self-medication is a questionable practice if 

it is maintained over a long period of time, these self-medication 

practices are potentially harmful. Typically, non-prescription drugs 

("home remedies") are formulated and recommended in their labeling as 

first-aid for minor ills. Label warnings usually recommend use of 

self-medication for only a few days prior to seeing a physician for a 

problem that proves persistent. 

In instances involving more serious ailments, fewer informants 

reported self-treatment. The incidence of self-treatment was low for 

severe shortness of breath, diabetes, heart trouble, high blood 

pressure and kidney trouble. For asthma, three of the seven individuals 

who reported the condition sought treatment from a doctor. One 

informant (John A.) considered himself an asthmatic and related that 

he never had consulted a doctor for his condition and had used 
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self-medication for It for years. However, this same informant had 

consulted a physician for "heart trouble." Any self-medication for any 

of the aforementioned conditions is potentially serious. 

It is realized that the results presented in Table 11 are 

highly speculative. It is apparent, for example, that the symptoms are 

vaguely described and subject to varying interpretations. Obviously, 

whether or not a person should see a doctor about a "rash or itch" 

depends a great deal upon the severity and location of the symptoms. 

Further, the reports of symptom experiences can hardly be taken as 

totally accurate. Respondents may have suffered such symptoms but not 

recognized them; they may have had the condition diagnosed by a 

physician, but had not seen him in the past year; they may have for

gotten about the symptoms at the time of the interview; or they may 

have overlooked the qualifying words attached to some items: for 

example, "frequent" headaches, or a cough "for several weeks." However, 

the responses offer some clues regarding the informant's decision to use 

self-treatment. 

Like individuals in the Koos (1954) study, informants in the 

present study report the presence of symptoms which they do not con

sider important enough to be called to the attention of a doctor. A 

comparison of the results in relation to five symptoms utilized in both 

studies is given in Table 12. 
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Table 12. Percentage of Respondents Recognizing Specified 
Symptoms as Needing Medical Attention. 

Symptoms 

Koos 
Upper Middle Lower 
Class Class Class 

Present Study 
Lower-class 
Anglos 

Persistent backache 
Loss of weight 

53 
80 
80 
77 
80 

44 
51 
53 
55 
56 

19 
20 
19 
21 
22 

13 
20 
13 
70 
50 

Chronic fatigue 
Shortness of breath 
Persistent headaches 

Average percentage 
for above symptoms 75 52 20 35 

From Table 12 it can be seen that informants in the present study 

utilized a physician for shortness of breath and persistent headaches 

more often than lower-class informants in the Koos study. The reasons 

for this increased utilization are unknown. 

The contents of the medicine cabinet also reflected informant 

beliefs about the self-treatment of illness and the alleviation of 

discomfort not considered as illness. Informants were asked the types of 

proprietary remedies kept on hand. These were grouped into categories 

by the investigator. For example, aspirin was placed in the category, 

"analgesic," cough syrup was placed in the category, "cough or cold 

remedy." It was assumed that the possession of these items indicated 

their use as needed. See Table 13. 
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Table 13. Number of Informants Reporting Possession of 
Specified Types of "Remedy." 

Types of Remedy Number 

Vitamins 20 
Analgesics 20 
"Stomach medicine" 20 
Cough or cold remedy 13 
Mineral tablets 13 
Cathartic or laxative 10 
Hemorrhoid remedy 7 
Allergy pills 6 
Linament or "rubs" 5 
Tonics 3 
Eye drops 3 
Antiseptics 3 
"Kidney pills" 2 
"Liver pills" 2 
Ear drops 1 
Nose drops 1 

From the data presented in Table 13 it can be seen that there 

is widespread use by informants of vitamins, analgesics and stomach 

remedies. Koos (1954:88) also found widespread use of "analgesics" 

and "stomach" remedies among lower-class Anglos. The fact that tele

vision commercials constantly urge viewers to use such remedies (always 

with the promise that well-being will result) probably contributes to 

their widespread acceptance. 

Knowledge of home remedies is common and nearly all informants 

learned about some remedies from parents, for example: 

When I was knee high, they (parents) make you up a hot 
toddy when you had a cold, and you'd go to bed and they'd 
squeeze a little lemon in it. Turpentine and lard on the 
chest for colds, too—(Cecil L.). 
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I had a seed wart ... my mother said to rub potato (raw) 
on it and then go bury it. When that piece of potato rots 
the wart will disappear .... My mother also taught me 
to make onion syrup for cough, boil an onion in water 
with sugar and salt. You can eat the onion, too—(Helena R.). 

I make up a cough syrup that my mother used to make with 
lemon, honey and eucalyptus—(Elaine J.). 

In Texas when I was small, my parents used to put a few 
drops of Kerosene on a teaspoon of sugar, light it and 
let it burn. Blow it out and use it as a cough drop. You 
can melt skunk fat to an oil and put it on your chest, too. 
That helps a cold or chest pain—(Nan P.). 

Some of the older informants think that the home remedies they learned 

about as children are the best: 

You take a lot of those old-time medicines, they work. 
Better than what we get nowadays .... When I was a 
kid, mom used to make a cough syrup for us. There was 
something else she made. It was made out of what she 
called Indian turnips. It's some kind of root that grew 
in the woods in West Virginia. Turpentine and lard was 
good for a chest cold, too. I think still that if we 
went back to the old-time remedies . . . we'd be a lot 
better off—(Tom S.). 

Well, I'm old-fashioned myself. I believe those old 
remedies are good. Every fella to his own notion, I 
guess—(Alice F.). 

All informants quoted above were reared in rural areas. Low 

availability of doctors and, therefore, isolation from professional 

medicine in childhood may account for the continued use of home remedies. 

Nutrition and Health Food Usage 

Belief in certain foods as nostrums dates from pre-historic 

times. Today an extensive popular literature continues to encourage 
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self-treatment through foods and diet for conditions which should have 

medical diagnosis and treatment. Such literature may be found in many 

health food stores advocating such practices as alfalfa tea for arth

ritis and honey and vinegar as a tonic good for everything. 

Recently, there have been a number of widely publicized 

incidents and issues involving food contaminants such as mercury in 

fish and the DDT issue, suspect food additives such as preservatives 

and coloring, and the nutritional quality of processed food. Because 

of this publicity, public concern with these issues has increased. 

Therefore, it was not surprising that some informants, although 

not questioned directly, incorporated beliefs about nutrition and 

health foods in their responses. Four informants responded that much 

of our food has been so processed and refined that it has lost its 

value for health. Two of the same informants also reported that they 

avoided some foods because of chemical sprays used by farmers. Two 

other informants believed that they owed their "good health" to 

"eating right." 

Only six informants reported that they used "health foods." 

It should be noted that there is no legal or scientific definition 

of what is a "health food." These individuals stated that they would 

prefer to eat more health foods than they do, but they are unable to 

obtain them. There is one small store in Douglas which handles health, 

foods but has only a limited selection and supply. These informants 

were not advised to use health food by anyone who provides a health 
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service. The advice of friends and relatives seemed to be the major 

influence, followed by magazine articles and books. 

Refined sugar was another item which these informants avoided. 

They generally preferred either raw sugar or honey. One informant 

(Becky B.) reported, "We've arrested our daughter's asthma by taking 

her off (refined) sugar 100 percent." Other informants did not 

expect health food to help with any specific health problem they might 

have, but did expect it to improve general health and well-being. 

Since only six out of fifty informants identified themselves as 

health food users, it is difficult to generalize meaningfully from 

the responses. About all that can be said is that they are more likely 

than the total sample to have the beliefs that: 1) the chemicals added 

to our manufactured food take away much of its value for health, 

2) much of our food has been so processed and refined that it has lost 

its value for health, and 3) chemical sprays that farmers use make our 

food a danger to health. Also, they see "good health" as being some

thing that must b§ worked at constantly, rather than a natural thing. 

Thus, health food usage seems to be a practice that is determined by a 

set of beliefs. 

Vitamin Pills, Tonics and 
Nutrition Supplement Usage 

Even a casual observer of American culture would be impressed 

with the evidence of public concern about nutrition and health. Books 

and magazines abound, as do advertisements for vitamin and mineral 

supplement preparations. 
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Table 14 presents Information on the informants' usage of 

vitamin pills, tonics for the blood and other similar products, such 

as yeast tablets, bone meal tablets and mineral tablets. 

Table 14. Informants Using Vitamin Pills, Tonics and 
Other Similar Products 

Number of 
Informants 

20 
6 

3 
1 

13 
2 

5 

As shown in Table 14, only five informants reported never having 

used any of these products. Vitamin pills were by far the most common

ly used, 26 of the informants reporting either using them at the time 

of the interview or having used them at some time in the past. 

Informants' responses indicate that they believe taking 

vitamins and minerals is of value for providing pep and energy, pre

venting colds, staying generally more healthy and avoiding getting sick. 

Some informants also noted that they used them as a form of "insurance" 

against the possibility of some deficiency in their diet. 

Vitamin Pills 

Using Now 
Ever Used 

Tonics for the Blood 

Using Now 
Ever Used 

Other Similar Products 

Using Now 
Ever Used 

Never Used Any 
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Other informants reported using large dosages of particular 

vitamins in the prevention of treatment of specific conditions: 

I take vitamin E in large amounts for emphysema*— 
(Robert M.). 

1 take vitamin C by the handful. It's awfully good 
for nervousness. I didn't have a cold all winter. 
Vitamin C really helps—-(Alex F.). 

I take vitamin C because I bruise so easily— 
(EstherT.). 

We take 600 I.U. of vitamin E each day. According 
to Adele Davis, it should help my varicose veins . . 
. . My husband's arm was so bad about five years ago 
that one doctor told him the joint was all rotted out. 
I was taking vitamin C at the time, so I started 
feeding him vitamin C by the cupful. His right arm 
is just fine now—(Irene B.). 

I use vitamin E ointment for hemorrhoids. It'll 
take the pain right away. You can just open a 
capsule of vitamin E and use it for cuts, burns, 
itches—(Elaine J.). 

That's (vitamin E) really good for you. I take 600 
units a day. I feel tired if I don't. It's good 
for my heart—(Lola L.). 

The preceding quotations are evidence of the value associated with 

the use of vitamins by these informants. 

Only three of the forty-five informants who reported that they 

were using or had used vitamin pills and related products stated that 

the decision to UBe them was made for them by a physician; that is, 

they were prescribed by a physician or osteopath. One informant 

(Allan F.) reported that his physician had prescribed vitamin E for 

circulation. The other two informants were unable to give the 

specific reason why their physicians had prescribed vitamins. 
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In another instance, pharmacists were the decision

makers : 

I felt like I didn't have any pep at all so I 
started taking vitamin E. Several pharmacists 
told u s to take those—they did . . . . 1 
noted that after a month, I could do more than 
before I took vitamin E. 1 think that's a pretty 
good test—(Daisy R.). 

The majority of the informants who used nutritional supple

ments made the decision to take the products. Several reported 

that their decisions to use these products were influenced by friends, 

magazine articles and books. In the use of one particular tonic, the 

influence of television advertising was impressive. In only four 

instances did a professional health practitioner advise individuals 

to take the products. 

Three informants accepted their own direct personal experience 

over a physician's judgment. These individuals made the decision to 

continue using vitamins and related products despite advice that they 

were worthless or a waste of money: 

We got vitamins. We take _(tonic) all the time . 
. . .  D o c t o r s  t h i n k  t h e y  a r e  w o r t h l e s s ,  b u t  w e  k n o w  
people that tonics have helped. If it makes you feel 
better, you should take it. If it gives you pep, you 
should take it—(Earl and Alice F.). 

I told the doctor once that I used vitamins and he said 
it was a waste of money. But it's helped us (my family 
and that's proof for me—(Elaine J.). 

Thus, these informants made the decision to continue to use these 

products because they were satisfied with the benefits derived from 

their use. 
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Ie is Important to make explicit that these results can have 

no bearing upon the question of whether or not nutritional supplements 

can, In fact, make individuals feel better. In the first place, the 

responses given by informants reflect their subjective feelings and 

opinions. In the second place, the existence of the well-known "placebo 

effect" causes many people to believe they are better, even if the 

medication is, in fact, ineffective. 

Bowel Regularity 

All informants have beliefs and opinions which support the use 

of laxative products. The belief in the necessity for clock-like regu

larity survives today from early 19th century medicine which regarded 

"purging" as a standard treatment for virtually all ailments. 

All fifty informants reported doing something at one time or 

another in their adult life to induce bowel movements, some citing more 

than one method. Forty-eight informants reported that laxatives were 

the usual procedure. Special foods were given by six, and one informant 

cited enemas. For example: 

I drink fruit juice a lot to avoid constipation, but when 
I have it, I take milk of magnesia once in awhile to try 
to keep my bowels open .... It is important to have a 
bowel movement every day you know, and if you don't, you 
need to do something about it—(Paul B.). 

We watch our food and we watch that we don't get constipated 
because I think that is a very important thing with old 
people to keep their bowels open and keep themselves 
cleaned out. If we eat constipating food, we take a little 
mineral oil. We have cereal every morning and grapefruit— 
(Ellen and Ben S.). 
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The three informants mentioned in the examples above believed that a 

bowel movement every day was necessary for health, and that regular 

assistance with bowel movements was appropriate. 

Of those who had done something to help with bowel movements, 

10 informants reported doing it every day or nearly every day; 

another 12 informants estimated their frequency as once a week; and 

28 informants reported only occasional use. Frequent action to induce 

bowel movements is common among informants. 

Only one informant, (Grace T.) reported that a physician had 

prescribed the laxative product she was taking. A few informants cited 

that other practitioners such as public health nurses and pharmacists 

had advised them to use a laxative product, but the majority said no 

one they perceived as a professional had advised them. 

Word-of-mouth communication seemed to be the greatest influence 

for the use of laxative products. Television commercials and magazine 

ads seemed to be the second greatest source of influence. 

It was interesting to find that some (7) informants who were 

regularly inducing bowel movements do not regard this as "treatment" 

nor do they regard laxatives as "medicine." As one informant told the 

investigator: 

I take milk of magnesia, but I don't think it should be 
called a medicine—(Marvin B.). 

Apparently, informants are not aware that laxative-dependence can be a 

serious health problem. 



Arthritis-Related Practices 

It is estimated that 13 million Americans (6 percent) suffer 

from some form of arthritis. It is the leading cause of limitation 

in activities among women and the second leading cause of limitation 

in activity among men (National Center for Health Statistics 1971:24). 

In contrast to the 6 percent incidence rate among the general 

population, 50 percent (25) of the informants in the present study 

claimed to have arthritis. Of these, 14 were women and 11 were men. 

The relationship to age is quite marked. The two youngest informants 

were 42 and 58 and twenty-three informants were 60 and over. 

Informants were asked the source of diagnosis of the ailment. 

The results are shown in Table 15. 

Table 15. Various Sources of the Diagnosis: Arthritis 

Only 12 of the reported sufferers stated that a physician or osteopath 

had told them they had the ailment. If only these individuals were 

considered to be the actual sufferers from the ailment, the prevalence 

rate would diminish from one-half to about one-fourth of the sample. 

Source 
Number of 
Informants 

Physician 
Self 
Not specified 
Osteopath 
Chiropractor 

10 
9 
3 
2 
1 
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Individuals who made the self-diagnosis of arthritis were asked 

how they first knew, that they had the condition. One informant 

responded: 

My knees would get stiff and my joints would kind of 
swell up ... . I never did go to the doctor for it. 
1 jUBt take care of it myself. I take 
( a buffered analgesic) for it because 1 can't take 
aspirin on account of my ulcer—(Betty A., Age 64). 

Other informants noted: 

I do have touches of arthritis. I've had it for a number 
of years. In the 50's sometime. Never saw a doctor. 
I have it in my fingers and hands and sometimes it hurts 
me. I had it in my hip. That's one thing that brought 
me back to Arizona. I'm better here. My left hip seldom 
hurts me any more—(Ethel D., Age 69). 

Most of my trouble is being bothered with arthritis or 
rheumatism or whatever you want to call it—(Cecil L., 
Age 69). 

Another informant went to an osteopath who told her she had gout. She 

stated: 

I think I just have arthritis . . . —(Ellen H., Age 66). 

Individuals who made the decision that they suffered from 

arthritis did so on the basis of persistent aches, pains and swelling 

associated with joints. Although they diagnosed themselves, they noted 

that they had learned to use the term through talking with relatives or 

friends, viewing medication advertising on television or just "knowing" 

that arthritis was a common term for joint problems. 

Informants who diagnosed their condition as arthritis also 

speculated about the probable causes. These responses were divided into 
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three categories: climate, aging and injuries. Some Informants gave 

multi-causal explanations. 

The most common explanation given was climate. Several infor

mants referred directly to changes in the weather or the nature of the 

climate as the cause of their condition. For example: 

My knees would get stiff and my joints would kind of 
swell up. This was when I was in Illinois. Since I've 
been out here, it hasn't been so bad .... I can always 
tell when it is going to storm—(Betty A.). 

I had such terrible pain in my knees and I finally went to 
the doctor and he said it was arthritis .... They can't 
do nothing for it; it all lays with the weather. I can 
tell you within two-three days if we're going to have a 
bad storm—(Grace T.). 

Doctor told me I had some arthritis two years ago. I 
was aching all over, especially my knee. It bothers me 
before a storm comes—(Marion H.). 

The idea that climate caused arthritis seemed to be based on the in

formant's observation of the appearance of joint discomfort at the 

time of weather changes. 

Aging was another explanation given by a few (three) informants. 

One informant noted: 

Them joints have been hurting for quite awhile .... 
I don't take anything for it. I don't care for 
aspirin. I don't think it's anything but old age— 
(Cecil L., Age 69). 

The same informant also attributed some of his joint problems 

to injuries he had sustained: 

Most of my trouble is being bothered with arthritis 
or rheumatism or whatever you want to call it. It's 
caused from being hit. Another time I got knocked 
off a building. I laid on my hip. At"times that 
Irritates me. The different joints in my fingers— 
sometimes in this joint it'll ache and hurt—(Cecil L.). 
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As lower-class informants are more likely to be engaged in physically 

active or potentially traumatizing occupations, they may be more 

likely to attribute arthritis to work. 

The majority of informants (24) mentioned using some type of 

medication for relief of symptoms. Most mentioned using some type 

of analgesic and three informants noted that physicians had pre

scribed cortisone for the condition. One informant wore a copper 

bracelet to help her arthritis. She reported that a friend who had 

arthritis had been helped by wearing one and she felt she, too, was 

improved. She also noted that one could order a magnetic bracelet 

from Japan which is supposed to be even better than the copper one for 

arthritis. Apparently the old belief that body contact with certain 

metals has therapeutic value is still prevalent today despite rejection 

by qualified authorities. 

A few informants reported using a home remedy. For 

example: 

The first sign I had that I had arthritis was my ankles. 
My ankles hurt, like maybe I sprained them. My brother 
said why don't I soak them in hot water with epsom salts. 
As long as I had my feet in the water, it would relieve 
it—(Helena R.). 

(I take) hot water, vinegar and honey for my arthritis. 
I drink it lots of time for breakfast. It's a good 
general drink. I try to drink vinegar, we don't get 
enough of it ... . 1 know aspirin's not good for you, 
so I don't take it—(Lola L.). 

Alfalfa tea is good for arthritis. Up in Elfrida I 
drank a lot of it—(Elsie P.). 
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Arthritis often undergoes spontaneous temporary remissions, which 

could easily be credited to whatever "treatment" was being tried at the 

time. 

As reported in this section, any kind of suggestion, whether 

from a relative, friend, neighbor or an advertisement was capable 

of lending credibility to a new Illness treatment. The data also re

vealed that informants could and did differ in the tendency to stress 

or ignore rationality in decision-making and this tendency was important 

in the use of health and illness practices. Elaine J. said taking 

vitamins helped her and recommended it, although a physician said they 

were worthless for the purpose that she was taking them. 

The severity of the illness rather than the nature of the ill

ness was the major criterion used to select health practitioners. In 

the cases where an illness was perceived as not serious, the patient 

tended to utilize practitioners of various sorts. Anyone—relative, 

friend, or neighbor, knowledgeable about home remedies: physician, 

osteopath, nurse, druggist, or chiropractor, might be consulted. How

ever, if the sick individual perceived that the ailment was serious, he 

was likely to consult a physician or osteopath and cooperate with him 

in a treatment regime. 



CHAPTER 5 

SUMMARY AND CONCLUSIONS 

This study has presented the results of an investigation 

into the sociocultural nature of health and illness. It has attempted 

to place the conception of the sick role in the context of group inter

action and influence, reflecting the behavior and beliefs of a group 

of lower-class informants. 

On the basis of a review of the literature and an analysis of 

Interview responses, illness is conceptualized as a matter of sociocul

tural definition which variously reflects cultural and Individual 

differences in orientations toward the biological organism. Illness 

is conceived as an episode involving a series of decisions which have 

to be made by the "sick" individual and others. Each decision, moreover, 

may be influenced by the judgments of a variety of other persons. It 

is noted that the role of the "sick" person can vary, in part, because 

of differences in these influence patterns. Other sources of potential 

variation are identified as the nature of the normal roles of the 

individual and the nature of the presumed severity of his condition. 

To explore the variations in the definition of illness and 

illness behavior, a sample of fifty lower-class Anglos living in 

Douglas, Arizona, were interviewed. These interviews provided detailed 
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Information on the decisions made during the course of actual illness 

experiences, decisions made in hypothetical illness situations, pat

terns of influence bearing on these decisions and examples of actual 

health and illness behavior. 

This chapter presents a summary of the findings based on the 

sample and draws some generalizations intended as guides for future 

research. The central question posed by this study was: 

How do the definitions of illness vary among different 
Individuals as health actors, and to what extent do these 
different definitions and health actors influence behavior 
in illness situations? 

In order to answer this question, four sub-questions were formulated: 

1. What are the criteria an individual uses to designate 

himself as "sick?" 

2. To what extent do other individuals influence the decision 

to initiate the treatment process? 

3. Do individuals in the sample behave consistently with 

Parsons' sick role formulation? 

4. What kinds of treatment do individuals in the sample 

generally seek? 

Data from the interviews with the informants were analyzed to provide 

answers to the above questions. The following sections summarize the 

findings as they relate to these questions. 
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The Criteria Used in the Assignment 
''Of the Sick Status 

The criteria used In the decision-making process regarding the 

assignment of the sick status were differentiated according to the 

definitions of the "well-status" and the first two stages of Weaver's 

model of the Illness episode as shown In the following diagram. 

A. Criteria for assignment of "well-status" ("I am well"). 

1. No Identifiable Illness 

2. Has had an Illness and recovered 

3. No Impairment of physical activity 

B. Criteria for perception of altered health state ("I may 

be sick"). 

1. Changes in feeling states, such as pain 

2. Changes other than pain 

3. Impairment of physical activity 

C. Criteria for validation of illness ("i/you are sick"). 

1. Familiarity of the symptoms 

2. Evidence of pain 

3. Age of the individual 

4. Symptoms are the perceived result of working conditions 

or weather changes 

The onset of a specific illness or the informant's assessment 

that his health was otherwise declining brought about increased health 

consciousness on the part of most informants. Those who reported doing 

nothing to keep up their health cited as reasons: lack of finances, 



129 

lack of faith in physicians and the fear of the possibility that a 

physician might find a serious illness present. Some of the individuals 

also showed a tendency toward a fatalistic view of illness. 

Patterns Of Influence On the 
Assignment Of the Sick Status 

Polgar's and Weaver's models of illness referral systems were 

modified to describe the decision-making process involved in the 

assignment of the sick status. The model used in the present study 

consisted of the following phases: 

1. The Self-Addressed phase 

2. The Kinship phase 

3. The Community phase 

4. The Professional phase 

This model reflects the choices possible to the sick individual. 

The idea of expertise in diagnosis is implicit in the model. That is, 

if the individual does not consider an adequate decision has been made 

by a person(s) in the initial phase, whichever it may be, he seeks out 

another person(s) thought to possess greater knowledge or ability. 

Any number of variables may impinge upon the decision of the 

individual regarding the phase in which he begins his search for diag

nosis or the advice of relatives and friends if he perceives the 

illness as serious. On the other hand, if the symptoms are ambiguous, 

the individual will leave the Self-Addressed phase to consult someone 

in any of the three remaining phases to determine the significance of 

the perceived symptoms. 
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Self-Addressed Phase 

Severity of symptoms probably Is the most important factor In 

the decision of Informants to attempt self-diagnosis or seek other help 

In validation. As long as the symptoms are perceived as being familiar 

or common, Individuals will assign the sick status themselves. If 

there are ambiguities surrounding the meaning of the symptoms to the 

Individual Involved, he will generally seek outside help.If the Indi

vidual lives alone, he or she may be more apt to validate his or her 

illness. As soon as the individual consults another, this phase is over. 

For severe symptoms most persons will go immediately into the 

Professional phase without attempting self-validation or validation by 

relatives or friends. 

Kinship Phase 

Validation of the sick status may be sought from others. In the 

present study, the individuals first contacted are those related by 

kinship ties, most generally the spouse. In the case of unmarried 

individuals living alone, other relatives may be contacted. If individ

uals have no kin living in the community or nearby areas, they may 

move to the Community phase or Professional phase from the Self-

Addressed phase. However, they are more likely to go from the 

Self-Addressed phase directly to the Professional phase, choosing those 

practitioners with formal training (a physician or osteopath, for 

example) than to enter the Community phase. 
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Community Phase 

When an individual has no family, he may consult friends and 

neighbors to validate the sick status. Also, if the sick individual 

and his or her spouse disagree or cannot reach a decision, others out

side the household may be consulted. However, if symptoms should 

become worse, professional help will be sought and the individual 

enters the Professional phase. 

Professional Phase 

This category includes anyone the sick individual considers a 

professional. When the individual perceives his symptoms as serious 

or when the symptoms are obviously those of a serious illness, he may 

enter the Professional phase. Koos (1954) has suggested that lower-

class whites are more likely to patronize a chiropractor than are 

members of the upper-classes. In the present study, however, although 

all informants know about chiropractors, only five have ever been to 

one. I believe this is because there is only one chiropractor in 

Douglas. Eighteen Informants report consulting osteopaths to validate 

the sick status or for treatment. 

The amount and source of Income are important in the selection 

of a practitioner. Those individuals receiving public assistance are 

eligible for free medical care at the County Hospital. They may 

therefore select this free care rather than pay a professional. 

Another factor in the selection of a practitioner is whether 

the sick individual comes from an urban or rural environment. Since 



132 

forty-eight of the informants were reared in rural areas, in a few 

cases they may have had little contact with a physician until adult

hood. Xt is these individuals who are most likely to turn to 

practitioners other than physicians and osteopaths. If symptoms 

continue or become more severe, these individuals may seek out another 

practitioner. Sick individuals may go from one practitioner to another 

in the hope that they will find one who "knows more" about their 

particular illness. Many of these same individuals also tend to use 

"home remedies" in the treatment of illness. 

The Sick Role 

Parsons' formulation of the sick role was used as a model to de

scribe the behavior of informants involving the fifth and sixth steps 

in the decision-making process (.Table 1, page 3); the selection of the 

treatment agent and the decision to cooperate with the treatment agent. 

Each of Parsons' sick role components was treated separately and sources 

of variation from the model were described. The sick role components 

examined were: 1) the exemption from normal social role responsibilities, 

2) the institutionalized definition that the sick person is not respon

sible for his condition, 3) the definition of the state of being ill as 

undesirable and 4) the obligation to seek technically competent help and 

to cooperate in the process of trying to get well. No attempt was made 

to establish the validity of Parsons' formulation of the sick role since 

data concerning sick role behaviors were not available for all inter

views. The investigator was only looking for evidence of inconsistent 
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behaviors. Even though some inconsistencies were found, these incon

sistencies do not invalidate Parsons' model because it was intended 

as a generalization admitting exception from individual to individual. 

Incidental interview responses regarding the expectation that 

the sick person is exempted from normal role obligations revealed 

that only two informants neither sought nor expected to seek such 

exemption. 

Those who sought exemption from normal roles were most likely 

to be: 1) defined as "sick," 2) forced to give up a work role entire

ly, 3) forced to modify daily activity such as diet and 4) under the 

"orders" of a physician. Exemption was least likely to be sought when 

the individual was: 1) designated as having an illness defined as "not 

serious," 2) treating himself and 3) not required to modify food habits. 

One of the most consistent sets of responses in the interviews 

centered on the expectation that the individual is not responsible for 

his condition. Only four informants reported even the remote possi

bility that they could have been responsible. Most informants' reported 

the illnesses as inevitable or as caused by something other than them

selves . 

With the exception of three informants, informant interview 

responses were consistent with the expectation that illness is 

undesirable. Also, there was variation in the extent to which 

informants reported that they expected to get well. The expectation 

that one would not recover seemed to be more common among those whose 

conditions were both severe and irreversible. 
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Although forty-five informants reported that they made the 

decision to cooperate with a treatment agent (the sixth decision in the 

course of an illness), there were some (five) who did not. Those who 

did cooperate more often: 1) identified themselves as "sick" and 2) 

the nature of the cooperation demanded did not include modification 

of habits such as food or smoking. Those who did not cooperate more 

often: 1) decided that their illness was trivial or 2) their treat

ment program tended to require modification of personal habits. The 

influence of others seemed to be largely confined to family members, 

the spouse in particular. 

Informant responses regarding the selection of the type of 

treatment agent (the fifth decision in the course of an illness), 

reflected their knowledge and beliefs about illness. A medical healer 

(physician or osteopath) was generally consulted when an illness was 

considered as "serious" by the informant. Seriousness was defined by 

the nature of the symptoms and the risks thought inherent in the ill

ness. Informants tended to use self-treatment for common symptoms or 

ailments such as diarrhea or constipation, symptoms which they did not 

consider "serious." The incidence of self-treatment for more serious 

symptoms such as shortness of breath is low. 

Health and Illness Practices 

Specific health and illness practices were singled out to 

sample the illness behavior of informants. As noted previously, when 

an individual considered an illness serious, the incidence of self-

treatment was low. Self-diagnosis or self-treatment of a serious 
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condition would expose the individual to inordinate risks. What he 

believes to be asthma, for example, could be emphysema or lung cancer. 

Even if the self-diagnosis is correct, there is much to be lost if a 

physician or osteopath is not seen. Practically all informants who 

had heart trouble, hypertension, diabetes or kidney trouble reported 

that the condition had been diagnosed and treated by a physician, which 

is not surprising in view of the widespread awareness of the serious

ness of these conditions. 

Extended periods of self-medication were.most common for such 

conditions as diarrhea, constipation, sinus trouble, indigestion and 

"feeling tired all the time." Thus, informants disregarded the common 

warning on non-prescription medicine labels to see a physician if 

symptoms persist more than a few days. 

Six informants were convinced that improper diet could produce 

"poor health." Many of these individuals believed that "you are what 

you eat." In a few cases, specific conditions such as asthma and 

diabetes were attributed to nutritional inadequacy. 

It was found that health food users (six individuals) had a 

highly-developed system of beliefs. They believed that built-in 

inadequacies in the food supply such as contaminants, additives and 

refining and processing were dangerous to health and robbed food of its 

nutritional value. Of course, it is good to be concerned about the 

healthfulness of food and to believe that diet and health are related, 

but these informants tended to exaggerate diet and nutrition as the 
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prevailing cause of health problems. In some cases this over-emphasis 

may do no harm; In others, however, an Individual may be deprived of 

a physician's help because he decides to treat a problem himself through 

diet. 

Informants reported using vitamins and related products in the 

prevention and treatment of specific conditions such as emphysema, 

colds, hemorrhoids and poor circulation. Only three individuals noted 

that a physician had made the decision that they take vitamins; the 

others made the decision to take these products themselves or were 

influenced by friends or the media. A few informants accepted their 

own experience with these products rather than the judgment of a 

physician. 

Frequent action to induce bowel movements was common among 

Informants. All fifty reported using at least one method and some 

cited more than one. Taking laxative products was most frequently 

noted followed by eating special foods. Only a few informants noted 

that anyone who provides a health service had advised them to take 

these products. Seven informants did not consider laxative products to 

be "medicine." 

Twenty-five informants in the present study claimed to have 

arthritis. Only twelve of these reported that a physician or osteopath 

had made the diagnosis. The remainder, except for one informant, noted 

that no one who provided a health service had diagnosed the ailment 

they thought they had. The one informant reported that a chiropractor 

had diagnosed her condition as arthritis. 
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The conclusion that one had arthritis was made by the informant 

on the basis of the symptoms of persistent aches, pains and swelling 

associated with joints. Some of these individuals also had ideas about 

the causation of the symptoms. These ideas were: 1) climate, 2) 

aging, and 3) injuries, with climate being the most frequently men

tioned cause. Individuals were influenced in using the term "arthritis" 

for these symptoms by relatives, friends, neighbors and the media. 

Most informants who used self-medication for arthritis reported 

using some type of analgesic with aspirin being the most frequently 

mentioned. Some informants reported using "home remedies" such as 

special teas or foods. One informant wore a copper bracelet. 

Because arthritis is a chronic disease that, in most of its 

forms is never cured or vanquished, some of its sufferers may feel that 

orthodox medicine has little to offer. Thus, sufferers may feel liter

ally driven to grasp at any straw- that promises help. 

Sociocultural Factors Influencing 
Illness Behavior 

The following sections summarize the findings regarding the 

sociocultural factors which play a part in influencing the individual's 

decision concerning whether or not he is sick and whether or not he will 

seek treatment. The sociocultural factors which influence individuals 

in making these decisions are status and role, social class, and per

ceptions, beliefs and values. 
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Social Class Influences 

Socioeconomic factors were found to influence the degree to 

which informants' behavior conformed to the fourth component of Parsons' 

sick role model, the obligation to seek technically competent help and 

to cooperate in the process of trying to get well. Social class fac

tors, particularly educational level, affected informants' beliefs 

regarding the cause of illness. Xn an earlier discussion (Chapter 1) 

it was noted that Koos (1954) found that the lower the class, the less 

likely was the individual to share in the knowledge of medical science. 

Lack of understanding of the causes of illness and the potent

ial effects of illness may result in underestimating the seriousness of 

an illness and the need for medical treatment. In addition, the least 

educated are likely to be the least conversant with current ideas of 

what constitutes good health. The lower-class individual suffers from 

the absence of an educated critical faculty which might help him 

evaluate popular press material about medical miracles'. One can see how 

the lower-class individual might well have unrealistic expectations of 

medical science which are born of hope, encouraged by popular accounts 

of medical progress and unencumbered by knowledge of the very real limits 

of the science and art of medicine. 

Class differences led to differences in the approach a physician 

took with his patients (Koos 1954). Both Koos (1954) and Hollingshead 

and Redlich (1953) showed that lower-class individuals sensed a differ

ence in the way doctors treated them (medically and socially) in contrast 

to upper classes. The findings of this study were in agreement with 
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those of both Koos and Hollingshead and Redlich. Five informants in 

this study explicitly expressed lack of confidence in the ability of 

the physician to care for them properly. Others expressed dissatis

faction because the physician's definition of the illness did not 

correspond with their definition; still others felt that their expecta

tions of the doctor's contribution to recovery from the illness were 

not met. The general impression gained was that much of the dissatisfac

tion resulted from a lack of communication between the physician and 

the patient. 

The amount and source of an individual's income was important 

in the selection of a treatment agent. In agreement with Koos, 

informants were more inclined to consult druggists, nurses, technicians, 

relatives and friends than to consult physicians. Some of the reasons 

for this preference were the higher cost of the physician's services, 

as well as differing ideas about treatment and feelings about being 

important to the doctor. It was hypothesized that those informants 

eligible for public assistance were more likely to consult physicians 

than other treatment agents. 

Perceptions, Beliefs and Values 

Values underlie the behavior of individuals and influence beliefs 

about medical care. Patients operate with different priorities and 

different goals in life which may be in conflict with good health. 

Where such, conflict is inevitable, the support of significant other 

people in the patient's life becomes essential for treatment. The 

value of such close emotional support may outweigh in the patient's 
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mind the value of his own Interpretation of the Illness and treatment. 

Practitioners of scientific medicine may find this difficult to accept, 

but it may be a crucial factor in good care for the patient. 

The major values which influenced the health and illness 

practices of the study sample were as follows: 

1. Good health is desirable and can be maintained through 

appropriate attention to personal habits such as diet. 

2. The regular performance of social roles and physical 

activities is desirable. Symptoms of illness, illness 

itself or medical treatment interfere with well roles. 

3. Doctors are impersonal and not concerned with me as a 

person. 

4. Doctors do not understand my problems as well as I do. 

5. The doctors could do better about taking care of poor 

people. 

6. The druggist is a good person to consult about symptoms 

because he is always willing to help. 

7. Unless an illness is serious, it is preferable to treat 

yourself. 

8. Home remedies, non-prescription drugs and vitamins are 

more effective than most doctors think they are. 

9. How I feel today is more important than how I will feel 

tomorrow. 

10. Older people have to expect a lot of aches and pains. 



The place of health in the value system of an individual was 

a determinant of his illness behavior. In the present study, infor

mants placed good health in a distinctive position in the hierarchy of 

values. Perception of good health was undoubtedly influenced by the 

financial ability of the individual to act in ways he or she might 

have defined as needed could he or she have afforded them. Cecil L., 

for example, might well have defined a given condition as an important 

deviation from health had he been able to spend any amount of money he 

chose on medical care. Since he could not, he ignored the condition 

and called it "just old age." 

Conclusions and Recommendations 

In this study it was found that the sick status and siclc role 

decision-makers other than the physician seemed to have more limited 

spheres of influence than was anticipated. Among married informants 

in the community studied, the spouse was generally consulted about the 

first "sign" of illness and the advice of other laymen was sought only 

where there was disagreement about the nature and significance of the 

"signs" or symptoms. When the symptoms were perceived as serious, a 

professional health practitioner was usually consulted for validation 

and treatment. However, when the symptoms were judged as not serious, 

many informants used what has been called the lay-referral system by 

social scientists for diagnosis and/or validation and tried a "home 

remedy." A major problem arising from these perceptions about the 

circumstances which warrant seeing a physician is that chronic diseases 

such as heart trouble and cancer have a slow and insidious onset, the 
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symptoms are vague and there is no impairment of daily activity. The 

symptoms, therefore, may not be considered serious. Consequently, early 

diagnosis and treatment often essential to cure the condition or pre

vent irreversible damage will not take place. This suggests that 

informants had a standard for judging how long it should take for 

symptoms or ailments to clear up by themselves. Medical anthropolo

gists could make an important contribution by investigating this 

process of delay in obtaining medical care. These data would be of 

value in planning health education programs and future medical services. 

The finding that being exempted from normal activities tended 

to define a condition for the Informant as "serious" suggests a recip

rocal relationship between severity and exemption. When the significance 

of symptoms of illness was ambiguous to the individual, the actions or 

advice of others determined the individual's exemption from normal role 

responsibilities. 

In addition, the findings of this study have implications for 

medical care. Physicians have indicated to the investigator that they 

know little about the process by which patients come to them, or, more 

importantly, why they do not come. It is suggested that more explicit 

awareness is needed of the efforts made to seek help before a physician 

is contacted. Before a physician is consulted, a health problem must 

be perceived and defined as needing medical attention by the "sick" 

individual and others who are important to him. In some instances, not 

only the potential patient but also these other persons decide on the 

need for medical treatment before a physician is consulted. 
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A model was designed for analyzing the patterns of influence on 

an individual's assignment of the sick status. This model consisted of 

four phases: 1} Self-Addressed phase, 2) Kinship phase, 3) Community 

phase, and 4) Professional phase. The model combined selected elements 

of the models used by both Polgar (1963) and Weaver (1970) for analyz

ing patterns of influence on sick role behavior. This modification of 

Polgar's and Weaver's models was successfully applied and was indeed 

helpful in analyzing the informants' decision-making at an earlier 

stage in the illness episode, the assignment of the sick status. 

The decision-making model used in this study to interpret an 

individual's experience with illness and his responses to that 

experience proved useful in isolating criteria applied by the members 

of the study sample at each stage of the decision-making process. 

Having isolated these criteria, it was possible to identify particular 

sociocultural influences on individual decision-making. This decision

making model's utility could well be extended by using it to identify 

and compare the criteria applied by members of different cultural groups 

regarding health and illness behavior. 

Identifying ways in which the health situation of the informants 

may be improved was not the primary concern of this study. Throughout 

the study there were indications that a variety of factors operated to 

prevent informants from having the best possible health care. In 

general, these appeared to be associated with social class factors. 

Whatever the cause or association, ideas regarding and suggestions for 

bettering health did present themselves. Some of these will be noted 
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in the following paragraphs, not because they will better the health 

of Informants, but rather because they may sensitize health workers to 

the needs of their own communities. The suggestions below are made on 

the assumption that lower-class Anglo individuals in Douglas differ in 

degree rather than in kind from individuals in other communities. 

Data in this study have shown that the individual's relation

ship with the physician is not always what it might be. The physician 

is himself in a difficult position. The physician is very much at the 

mercy of the layman's perception of what he needs and what the physician 

has to offer, yet the physician has the responsibility for providing 

competent medical care. The patient has a set of expectations about 

the doctor's role, and the doctor, too, has his own set of values. 

They perceive each other and interact accordingly on the basis of their 

reciprocal role expectations and personal needs. If the patient mis-

perceives the role of his physician, there is likely to be disturbance 

of communication and an impaired doctor-patient relationship. 

The physician should be aware that folk remedies are still in 

use even though the patient may rarely admit this to his doctor. 

Physicians should also be aware of the preference for advice from a 

druggist and the relatively high value placed on the effectiveness of 

patent medicines. 

Personnel of public health agencies should be aware that they 

could be a more effective intermediary between lower-class patients and 

physicians in private practice by educating both groups about the 

respective differences in values and expectations regarding good health. 
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At the present time, educational efforts are directed almost exclusive

ly toward the public and little effort is made to inform medical 

practitioners of the characteristics of the population they serve. 

It should be remembered that the present study represents the 

experience of a small sample of lower-class Anglos; that it deals with 

a subject for which exact data and precise definitions are impossible 

to attain. All definitions of illness are those defined as such by the 

informants themselves and may not be in agreement with informed medical 

opinion. 

This study has used models of an illness episode and illness 

referral system and Parsons' sick role formulation to describe the 

decision-making process involved in the assignment of a sick status 

and the resulting illness behavior. Questions have also been raised 

for future research which have implications for both anthropology and 

medicine. 
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HYPOTHETICAL SITUATIONS 

I. Measles 

Card A 

John is four years old. He lives with his mother, father, brothers 
and sisters in Douglas. His grandparents live nearby in a house 
with John's uncle and his family. Last night John woke up about 
three in the morning and began to cry. When his mother went to 
comfort him, she found that he had a runny nose, was coughing a 
little, felt hot when she touched him, and was restless. She got 
him back to sleep, but this morning he is the same as he was in the 
night. He still coughs a little, is hot, and is fussy. He does 
not want to play. At noon his mother fixes his favorite food for 
him, but he will not eat. 

Card B 

John stays about the same for several more days. On the fourth day 
he begins to get a red rash that starts on his head and neck and 
gradually spreads down to cover his whole body. He feels itchy; 
his fever goes up; his cough gets worse. 

II. Pneumonia 

Card A 

Sam Jones lives in the city of Douglas with his wife and two small 
children. His mother and father live in a house nearby. His 
wife's sister and her family also live near. Sam is 31 years old 
and works in the copper mine in Bisbee. He is generally hot and 
sweaty when he finishes work and recently in order to cool off he 
has been letting the wind blow on him as he has been riding home. 
Last night he began to have a slight cough and several times felt 
very hot and then very cold. This morning he is still coughing 
and has begun to feel a slight pain in his chest. 

Card B 

By night time, Sam's chest pain has increased, he is hot and 
flushed, he is finding it a little hard to breathe, and he has 
begun to cough up phlegm that once in a while seems to contain a 
little blood. 
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III. Tuberculosis 

Mary Brown is a 25 year old housewife who lives with her husband 
and three children in Douglas. Her mother and one of her sisters 
live nearby; her husband's parents and two of his sisters also 
live in Douglas. For some time Mary has noticed that she is not 
feeling well. She still does her housework and takes care of her 
family, but she notices that she is more tired than she used to be 
at the end of the day. She has no pain anywhere, but sometimes 
she feels weak. She has a mild cough that annoys her because it 
does not seem to get any better. The last time she weighted her
self she was surprised that she had lost five pounds. 

Card B 

In recent weeks, Mary's symptoms have all become worse. She feels 
tired all the time, although she is still able to do all her house
work. She has continued to lose weight. Her family is beginning 
to notice that she looks pale. She seems to have picked up a 
slight fever that does not go away. Her cough is worse. She is 
beginning to cough up phlegm several times a day, particularly 
in the morning, and once or twice she has noticed that the phlegm 
has been slightly colored with blood. 

IV. Congestive Heart Condition 

Card A 

Alex Smith lives in Douglas with his wife. Two grown children 
live nearby. Alex is 55 years old and works in the mine. Recent
ly he has noticed that he is unusually tired after work that 
previously had not caused fatigu6. He has no pain anywhere, but 
sometimes it is hard for him to breathe and he has to rest. 

Card B 

In recent weeks, Alex's symptoms have become worse, although he 
continues to work at his job. He has trouble breathing at night 
when lying in bed. His wife notices that he has begun to use two 
pillows. His ankles are swollen, especially at night. Once Alex's 
arm became numb. 

V. Diabetes Mellitus 

Card A 

Susan Adams is a 41 year old housewife who lives with her husband 
and three children in Douglas. Susan has noticed that she is not 
feeling well. She feels thirsty all the time and drinks a great 
deal of water. She needs to urinate frequently. 
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Card B 

In recent weeks, Susan's symptoms have become worse. She 
feels tired all the time and is always hungry. The last 
time she weighed herself she noticed she had lost five 
pounds, although she has been eating more than she usually 
does. Sometimes her skin feels hot and dry and she has 
noticed that cuts heal slowly. Occasionally she feels dizzy. 

HYPOTHETICAL SITUATION INTERVIEW GUIDE 

The following questions are to be used with Card A of the hypothetical 

situations. They are suggestive of areas to be explored by the inter

viewer, and are not to be considered rigid procedures. The questions 

were originally developed by Thomas Weaver and are used here with his 

permission. 

Does it seem to you is sick? 

What makes you think that he (she) may be sick? (Probe to be 
sure that all symptoms that may be in the informant's mind are 
mentioned.) 

Could he (she) have that and not be sick? (Probe here to find 
which of the symptoms, alone or in combination, are criterial 
for sickness.) 

If is sick, what do you think he (she) may have? 

What is it that makes you think that? 

Could it be something else? What else could it be? ~ 

What should the patient (or mother) do to find out what sick
ness he (she) might have? 

Should anything be done to make feel better? 

What should be done? 
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The following questions are to be used with Card B (the fully developed 

stage). As mentioned previously, the questions are a guide for the 

interviewer and are not to be considered restrictive. The questions 

were originally developed by Thomas Weaver and are used here with his 

permission. 

What sickness do you now think has? 

Why do you think it might be that? 

What else could it be? 

What makes you think it could be that? 

What should be done now to help ? 

Why should this be done? 

Who do you think could best treat the illness has? 



APPENDIX B 

INFORMANT INTERVIEW GUIDE 

1. Informant's name, address, date of birth, where born. 

2. What is the name of the head of this household? 

3. What are the names of all other persons who live here? 

4. Is there anyone else who lives here who is now in a hospital, 
nursing home, rest home, or in any place of this sort? 

5. Sex, year of birth and where born for all of the above. 

6. Are you now married, widowed, divorced, separated or have you 
never been married? 

7. What is the highest grade you finished in school? 

8. What kind of work do you (and head of household) do? 

9. What is your religion? 
a. About how often do you go to (church) (synagogue) 

(services) . (Regularly Sometimes 
Rarely Never ) 

b. Did you happen to go to (church) (synagogue) 
(services) last week? 

10. Where was your father born? Your mother? 

11. How long have you been living at this address? In Douglas? 

12. How many rooms do you have altogether? 

13. What type of transportation do you use? 

Motor vehicle Other 

14. Income Schedule 
Now I would like you to look at this card (Card I) and 

tell me the letter of the line that comes closest to your 
total monthly income. (Show card) 
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151 

b. $50 to $100 
c. $100 to $150 
d. $150 to $200 
e. $200 to $250 
f. $250 to $300 

a. $0 to $50 g. $300 to $350 
h. $350 to $400 
1. $400 to $450 
j. $450 to $500 
k. $500 to $550 
1. Over $550 

15. On the whole, would you say your health is good, 
fair or poor? 

16. On the whole, how would you say your health compared with 
most people your age? Would you say your health Is better, 
about the same or worse than the health of other people your 
age? 

17. At the present time do you have any aliments or conditions 
that have lasted for some time, even though they don't 
bother you all the time? What are these ailments? 
(Followed by condition, in what year did it occur? Did 
you ever see a doctor about it? What did he say it was, 
did he give it a medical name?) 

Condition Year Occurred Saw Doctor Diagnosis 

18. Have there been any illnesses or injuries which have kept 
you from your regular routine for 'at least a week? What 
are these conditions? Were you confined to the house? ' 
For how long? Which of your usual activities did this keep 
you from? 

19. Have you been a patient overnight or longer in a hospital? 
How many times? 

20. Do you have any help from insurance or other sources in 
paying for doctors, clinics or special treatments? 

21. Sometimes people put off going to see a doctor or getting 
some medical treatment even though they feel they need it. 
During the past year did you do this at all—put off some 
kind of medical care, even though you needed it? What kind 
of care or treatment was it? 

22. We have talked about things you do when you are ill. I am 
• also interested in the things people do to keep their health, 
to keep from getting sick; for instance, taking vitamins 
regularly, eating special foods or doing exercises regularly. 
Would you tell me what you do to keep up your health? 
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23. Do you have regular physical check-ups with a doctor? 
How often do you generally have them? When was the 
last time you had one? 

24. Do you generally consider yourself a sick or a healthy person? 

a. Yes, very sick d. Fairly healthy 
b. Yes, fairly sick e. Very healthy 
c. Somewhat sick f. Other 

25. Now, would you look at this card (.Card 2) and tell me what you 
think might cause these conditions or ailments. (Show card) 

Ailment or Condition Cause 

Boils 
Herpes (Shingles) 
Eczema 
Ringworm 
Heatstroke 
Common Cold 
Fever 
Diarrhea 
Tuberculosis 
Measles 
Diabetes 
Warts 

26. Now here are some conditions that pieople sometimes complain 
about (Show Card 3). (Read list aloud with respondent). 
I'd like you to tell me which of those conditions you think 
a person should take care of himself, unless they keep up or 
get worse; and which ones a person shouldn't bother much about 
because they are not usually important. For instance, a cough 
for several weeks. Do you think a person should see someone 
about that; or take care of it himself unless it keeps up or 
gets worse; or shouldn't bother about it? 
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See Care for Not Don't 
Symptom  ̂ Someone Himself Bother Know 

Cough, for several weeks 
Diarrhea or constipation 
Feeling of dizziness 
Frequent headache 
Lump or discolored patches 
of skin 

Sore throat, runny nose 
Backache fairly often 
Rash or itch for a week 
or more 

Severe shortness of 
breath 

Unexplained loss of 10 lbs. 
or more 

Feeling tired all the 
time 

27. Show Card 4. (Read list aloud with respondent). 
Which of these conditions have you yourself had at any time during 
the last year? (Check all those mentioned under column "Has Had". 
If informant has not had a condition, check "Has Not Had".) 
Now would you please tell me for each condition mentioned: 
Did you see a doctor about the condition during the past year? 
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Symptom/ Condition Had 
Not 
Had 

Had and 
Saw Doctor 

Cough, for several weeks 
Diarrhea or constipation 
Feeling of dizziness 
Frequent headache 
Lump or discolored patches 
of skin 

Sore Throat, runny nose 
Backache fairly often 
Rash or itch for a week 
or more 

Severe shortness of breath 
Unexplained loss of 10 lbs 
or more 

Feeling tired all the time 
Allergy 
Arthritis 
Asthma 
Diabetes 
Gall bladder, liver 
Heart trouble 
High blood pressure 
Kidney trouble 
Files or hemorrhoids 
Sinus trouble 
Varicose veins 
Indigestion 
Have a temperature 
over 101 

Inability to sleep 

28. What kinds of drugs and medical supplies do you keep around the 
house? 

Aspirin Alka Seltzer Rubs 

Disinfectants Pepto-Bismol Band-aids 

Vitamins Herbs and plants Other 

I 
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29. During the past year, have any of your friends, or anyone in 
your family, suggested you see a doctor, but you didn't go? 

If yes, who was that? Spouse Other Relative 

Friend, acquaintance 

30. Have you ever asked a pharmacist or druggist for advice about 
some health problem? 

If yes, what problems do you recall asking a pharmacist about? 
CAny others?) 

31. Is there anyone (else) you know around here who is a good person 
to ask for advice about some health or medical problem, aside 
from doctors, that is? 

If yes, who is that? 
Sex Occupation Age 

32. Do you have any opinion about health, care of people in the 
United States? 
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APPENDIX C 

HOLLINGSHEAD1S OCCUPATIONAL AND EDUCATIONAL SCALE: 

TWO FACTOR INDEX OF SOCIAL POSITION 

The Two Factor Index of Social Position is based upon three 

assumptions: CI) a status structure exists in the society; (2) positions 

in this structure are determined mainly by a few commonly accepted symbol

ic characteristics; and (3) the characteristics symbolic of status 

may be scaled and combined by the use of statistical procedures so that 

a researcher can quickly, reliably and meaningfully stratify the popula

tion under study. Occupation and education are the two factors utilized 

to determine social position. 

The Occupational Scale 

Occupation is presumed to reflect the skill and power individuals 

possess as they perform the many maintenance functions in the society. 

This scale is premised upon the assumption that occupations have different 

values attached to them by the members of our society. The following 

seven categories are used in the occupational scale: 

1. Executives and proprietors of large concerns and 

major professionals. 

2. Managers and proprietors of medium-sized business and 

lesser professionals. 
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3. Administrative personnel of large concerns, owners of 

small independent businesses and semi-professionals. 

4. Owners of little businesses, clerical and sales workers 

and technicians. 

5. Skilled workers 

6. Semi-skilled workers 

7. Unskilled workers 

a. Relief, Public, Private 

b. Unemployed (No Occupation) 

The Educational Scale 

The educational scale is based upon the assumption that 

individuals who possess similar education will tend to have similar 

tastes and attitudes and will also demonstrate similar behavior 

patterns. The seven positions on the educational scale are: 

1. Graduate professional training. (Persons who complete 

a recognized professional course leading to a graduate 

degree are given scores of 1.) 

2. Standard college or university graduation. (All individuals 

who had completed a four-year college or university course 

leading to a recognized college degree are. assigned the 

same score. No differentiation is made between state 

universities or private colleges.) 

3. Partial college training. (Individuals who have completed 

at least one year but not a full college course are assigned 

to this position.) 
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4. High school graduation. (All secondary school graduates 

whether from a preparatory school, public high school, 

trade school or parochial high school are given this score.) 

5. Partial high school. (Individuals who have completed the 

tenth or eleventh grades but have not completed high school 

are given this position.) 

6. Junior high school. (Individuals who have completed the 

seventh grade through the ninth grade are given this 

position.) 

7. Less than seven years of school. (Individuals who have 

not completed the seventh grade are given the same scores 

irrespective of the amount of education they have received.) 

The factors of occupation and education are combined by weighing 

the Individual scores obtained from the scale positions. The weight 

for each factor is: 

Factor Factor Weight 

Occupation 7 

Education 4 

The scale score for both factors is then multiplied by the factor 

weight and then summed to obtain the individual's index of social 

position score. The range of computed scores is then categorized into 

five social class categories: 
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Social Class Range of Computed Scores 

I 11-17 
II 18-27 
III 28-43 
IV 44-60 
V 61-77 

Briefly, Class I Includes wealthy and well-educated families and 

Individuals of high prestige; Class IX includes those with professional, 

executive or managerial occupations, most of whom are college graduates; 

Class IV consists largely of unskilled and semi-skilled workers who did 

not complete high school; and Class V is made up of semi-skilled and 

unskilled workers who seldom have more than a grade school education. 
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