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ABSTRACT

As part of changes in the health sector in New Zealand over the past decade,
government has provided a number of community-based health interventions.
The purpose of such interventions is to provide information and resources that
will empower “well” individuals to participate in proactively managing their

health, thereby contributing towards both cost and mortality savings.

In 1991, government introduced population-based screening mammography pilot
programmes into two communities: one in Otago and Southland, the other in the
greater Waikato region. As a community-based health intervention, the breast
screening programme communicates with eligible women to encourage them to
participate in screening mammograms every two years. The purpose is early
detection and treatment of malignant tumours. However, to achieve mortality and
cost savings the programme must attain a 70% participation rate of eligible
women. The purpose of this research was to examine the ways in which the
breast screening programme in the greater Waikato region communicates with
women to encourage them both to participate in the programme and also return
regularly. In turn, the ways in which a random sample of women responded to

that communication were also examined.

To investigate the process, a triangulated approach to data collection and analysis
was undertaken. First, a questionnaire survey was sent to a random sample of
1,085 women, stratified by age and ethnicity; 611 (58%) usable responses were
returned. Following initial analysis of the questionnaire data, five focus groups
were held with 41 women, and 3 individual interviews undertaken to further

explore the outcomes from the questionnaire. Nineteen interviews were also held

i



with staff in the breast screening programme to identify the influences on the
ways in which they communicate with eligible women who undergo the process

of mammography.

The resulting data were analysed and interpreted using a combined quantitative
and qualitative approach. Fisher’s exact tests in 2x2 tables and chi-squared tests
for independence in contingency tables were used to establish general trends in
the data. Qualitative analysis was undertaken using interpretive thematic analysis

(Owen, 1984) with a critical turn and reference to Ricoeur (1981).

The findings from this research emphasise the importance of effective
communication in the process of screening mammography, to encourage both
initial and ongoing participation. There were a number of discrepancies
identified between the perception of staff and participants about the
communication processes from the breast screening programme. The use of a
random sample stratified by ethnicity further identified a number of statistically
significant differences among ethnic groups in their responses to communication
from the programme. The analysis identifies the divergent communication that

women receive from staff in the breast screening programme.

The importance of communication in enhancing both the invitation and physical
process for women participating in the population-based breast screening
programme is highlighted in this research. Although the programme is provided
as a community intervention there appears to be little consultation with
participants. Accordingly, the diverse cultural needs of ethnic minority groups

are not always recognised in the programme’s practice. A willingness to both

il



recognise and incorporate the varied needs of women undergoing screening
mammography would serve to not only enhance the process for participants but
also assist the programme to attain the desired 70% participation rate of the

eligible population.
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CHAPTER 1

INTRODUCTION

Over the past decade in New Zealand, communication in health care has
gained increasing prominence as the emphasis has moved away from tertiary,
hospital-based care to primary, community-based health interventions. This
emphasis implies the need for medically-based services to enter the community
and encourage the participation of a “well” population. The purpose is to provide
information and resources that will empower individuals to accept responsibility
for monitoring their own health and undertaking appropriate health-inducing
behaviours. Such communication tends to address questions of responsibility for
disease towards the “well” or “undiagnosed public” (Kirkwood & Brown, 1995,
p. 61), employing a “language of choice” (p. 62). The success of such
interventions is predicated on effectively communicating information which
empowers a “well” population to participate in health-promoting behaviours. The
intended outcome is early detection and treatment of disease or potential
disease-causing conditions, thereby maximising the opportunity to enhance both
cost and mortality savings.

The introduction of the health reforms in 1991 resolutely moved the focus
on health care away from tertiary institutions (hospitals) into primary health
services (such as general practitioners and screening programmes) in the

community. Consequently, this placed a greater emphasis on the need to



understand the potential influence of persuasive communication about health care.
This thesis is concerned with the communication processes of a recent community
health intervention, the screening mammography programme, introduced in 1991.

As a community-based detection programme for breast cancer, screening
mammography relies on effective communication for its success. Women must
be encouraged both to participate in the programme, and also to return for regular
mammography. Any focus on health communication requires that the form and
content of the text itself be considered. The cognitive and emotional experience
of those receiving the communication is of equal importance. Information is
critical, but how people process this information is equally critical. Just as
socially and institutionally constructed meaning will inscribe the communication
from the programme, women in the target audience will also ascribe meaning to
the same communication. Consequently, the meaning may differ between each
group. At this time, there is no identified research that has studied the combined
influence of the political, socio-cultural and institutional environment on the
communication processes of a breast screening programme and analysed how, in
turn, such variables have influenced the subsequent communication and eventual
interpretation of meaning by a target audience.

Furthermore, the author recognises that the communication process is
inevitably influenced by the heterogeneity of New Zealand’s population. The
national population mix increasingly includes diverse ethnicities which will bring
their own cultural perspectives to health care interventions. The implications of
ignoring cultural differences are revealed in the health statistics for New Zealand
(Ministry of Health, 1999). The prejudiced health status of Maori reflect the
outcomes of a health care system that is strongly established on an individualised

western model which Durie (1994a & b) argues has displaced the holistic focus of



the indigenous Maori population. Such recognition emphasises the resulting
moral imperative under the Treaty of Waitangi (1840) to work in partnership to
attain research results that will be of equal relevance and benefit to both groups;
an imperative that extends also to other ethnic minority groups represented in this
study, such as Pacific Island and Asian women. As a literature search did not
reveal any published research in this country that has provided data about the
contrasting experiences and perceptions of various ethnic groups participating in

screening mammography, this study provides important initial insights into these.

PURPOSE

The purpose of this research is to explore the production and consumption
of health communication from the Waikato pilot breast screening programme.
There are three questions relevant to this thesis:

1. How does the breast screening programme communicate its presence to
eligible women in the community, and how do women receive this
communication?

As a community-based initiative, the breast screening programme needs to signal
its presence to the eligible population. This research question is concerned with
how this outcome is achieved and how women respond to the initial invitation to
participate in screening mammography.

2. What influences the way in which staff in the breast screening programme
communicate with women who choose to participate?

This question relates to the way in which the institutional, socio-cultural and
political context influences the way in which staff communicate with women

during their participation in the breast screening programme.



3. How does the target audience receive and interpret the communication
from staff in the breast screening programme during their participation in
mammography?
The final question addresses the responses of women to the communication from
the staff in the breast screening programme. This interaction is likely to influence
women’s decisions about whether they return for ongoing, regular mammography.
The primary focus of this study is on the communication practices and
resources of the Waikato breast screening pilot programme, which was set up in
1991 and continued until December 1998. At that time, a national breast
screening programme (BreastScreen Aotearoa) was introduced, which contracted
with six organisations to provide mammography services for asymptomatic
women between the ages of 50 and 64 years of age. As one of the successful
contenders for a national contract, the Waikato pilot programme subsequently
became BreastScreen Midland. Accordingly, there is inevitably some overlap
with the introduction of the national programme and the ensuing adaptation from
a pilot to a national programme, which required comprehensive changes in both
the structure and operation of the organisation. The transition was still occurring
during the data collection for this thesis, which commenced in April 1999 and was

completed in March 2000.

SCOPE AND RATIONALE

As Sharf (1993) points out, health care is both diverse and integral to
quality of life; thus the concept of health communication is interwoven into the
lives of most people in western society. The purpose for selecting the topic of
health communication that drives this thesis was threefold. First, although there is

an abundance of research under the rubric of health communication, much of it



focuses on dyadic interaction between health professionals, primarily medical
staff, and their clients (for example, Cardello, Ray & Pettey, 1995; Conlee, Olvera
& Vagim, 1993; Fisher & Groce, 1990 and West, 1990). Although many studies
do reveal some interesting perspectives, such as the anxiety and the “strangeness”
participants sometimes experience in the health environment, dyadic interactions
often fail to recognise the influence of the broader institutional, socio-cultural and
political environment that will in turn influence many facets of health
communication.

Second, as pointed out by Atkinson (1995), little work has been done to
reveal the critical influence on intragroup and intergroup communication
processes between professionals within health organisations, and how these
communication processes impact on clients. Third, as reflected in the extensive
research that surrounds screening mammography programmes, the cogent
influence of communication on the process also suffers from a lack of attention.
Communication is often treated as a secondary issue, rather than a major part of
the overall experience of mammography, a part that may make it more acceptable
to participants. Despite a plethora of research about screening mammography
programmes, much of it has focused on process issues, such as the influence of
different strategies to encourage participation; (through health professionals,
(Hurley et al., 1992); letters of invitation, (Williams & Vessey, 1989); or
promotional materials (Mead, Rhyne, Wiese, Lambert & Skipper, 1995)), rather
than the influences relevant to the production and consumption of communication
from the programme.

As communication provides a basis on which eligible women will make
informed decisions, both about a decision to participate and further decisions

about ongoing participation in the screening programme, it is relevant to consider



all of the implications in this process, not just the resources provided. It is equally
relevant to provide women who undergo screening mammography with the
opportunity to reflect on the myriad of ways in which they responded to that same
communication process. In addressing the importance of effective
communication in a community intervention for a well population, however, the
question of why it is desirable that women do choose to participate in screening

mammography inevitably arises.

WHY SCREENING MAMMOGRAPHY?

The incidence of breast cancer is increasing throughout the western,
industrialised world, “even when earlier diagnosis and better cancer registration
are discounted” (Forrest, 1991, p. 3). Women are dying from breast cancer in
increasing numbers. For example, Forrest (1991) explains that 57,000 American
soldiers died in Vietnam over a decade of combat. At the same time 330,000
American women died at home from breast cancer. He further explains that in
Britain, 25,000 new cases are diagnosed each year, and one woman dies every 30
minutes from breast cancer.

New Zealand women are not immune, as this country consistently
demonstrates one of the highest rates of occurrence of both pre and
post-menopausal cancer of the breast (Kohlmeier, Rehm & Hoffmeister, 1990).
The incidence of breast cancer appears to be increasing at an expeditious rate
(Cox, 1995). For example, in 1997, 2,017 cases of breast cancer were diagnosed,
and 620 women died from the disease. In 1998, 2,061 women presented with

breast cancer, 628 of these have died (Jim Fraser, Ministry of Health, personal



communication, September 14, 2000).l It is anticipated that 2,300 New Zealand
women were diagnosed with breast cancer in 1999 (Jim Fraser, personal
communication, July 21, 2000). The disease remains the most common cause of
cancer deaths among women aged 50 years and over (Armstrong & Borman,
1996; Ministry of Health, 1999).

Although some identified risk factors have been associated with breast
cancer, as yet there is no known means of prevention. However, the impact of the
disease can be minimised through early detection of malignant breast lesions,
which usually results in more successful treatment outcomes. One means of
identifying small, non-palpable breast cancers is that of breast X-rays, or
mammograms. Over the past three decades, some clinical trials have indicated
that mortality savings of up to thirty percent can be obtained from regular
mammography in women over fifty years of age (for example, Shapiro, Venet,
Strax, Venet & Roeser, 1982; Tabar et al., 1992). Women who do not attend
breast screening programmes suffer higher rates of mortality overall (Frisell et al.,
1991; Tabar et al., 1992). Therefore, women need to be increasingly encouraged
to undergo screening mammography.

The premise of the efficient and effective use of mammography is based on
its ability to locate carcinogenic breast lesions before they are palpable (Schmidt,
1990). Cancer presenting as a breast lump reaches a size of one centimetre
before it can be detected manually (Love, 1990). However, screening
mammography can locate lesions that are much smaller, perhaps only half a
centimetre, in post-menopausal breasts (Forrest, 1991). As the risk of mortality

declines with early intervention in the developmental phase of many breast

"These are provisional figures provided by the Ministry of Health. There is a time lag in providing
confirmed figures. For example, the incidence and mortality rates from breast cancer among New
Zealand women for 1997 have yet to be confirmed.



tumours, screening mammography enhances the success of treatment outcomes

(Armstrong & Borman, 1996; Campbell & Royle, 1992; Szeto & Devlin, 1996).

COMMUNICATING SCREENING MAMMOGRAPHY

In 1991, in response to the increasing mortality of New Zealand women
from breast cancer, government introduced two pilot screening programmes, one
in Otago and Southland, the other in the greater Waikato region. A nationwide
population-based screening mammography programme for eligible women
followed seven years later.

Successful outcomes for any screening mammography programme in
detecting breast cancer depend on women having regular screening mammograms
(Austoker, 1994a; Austoker, 1994b; Hobbs, 1986). Thus, the effectiveness of
any screening mammography programme is predicated on communicating with
women to encourage them, first, to participate, and, second, to continue to
participate. Without participation, there is no benefit. It has been estimated that
at least 70% of women need to attend for screening if cost and mortality savings
are going to be achieved (Adelson, Irwig & Turnbulil, 1992; Austoker, Fagge,
Gray & Patnick, 1995; De Koning, 1996; Sutton, Bickler, Sancho-Aldridge &
Saidi, 1994). Both the effectiveness and efficiency of mammography relies on
regular attendance of “at risk” women at breast screening centres. In turn,
attendance relies on developing more effective health communication (Reynolds,
West & Aiken, 1990).

The study of communication in screening mammography programmes
suggests that there is no single, categorical means of effective communication.
There are distinct phases in the mammography process, and women require

different types of communication to allow them to make informed decisions about



screening mammography at each stage of the process, as pointed out by Bonevski,
Perkins, Sanson-Fisher and Lightfoot (1996) and Gladding (1997). For example,
it is unlikely that communication that will encourage a woman to initially
undertake mammography will be equally effective in encouraging her to return for
repeat screenings (Austoker & Ong, 1994). Women’s experience of screening
mammography will not only strongly influence decisions they make about re-
attendance (Baines, To & Wall, 1990; Elwood, McNoe, Smith, Bandaranayake &
Doyle, 1998), but also encourage those women to influence others in their social
network through discussions about the experience (Elkind & Eardley, 1990;
McNoe, Richardson & Elwood, 1996). Similarly, although not the focus of this
research, the communication for women who require reassessment following an
abnormal finding on their mammogram will need to be reconsidered (Austoker &
Ong, 1994).

For the purpose of this thesis, the style of communication that is dominant
in the two phases of communicating screening mammography may be further
defined by the definitions of language provided by Brown and Yule (1983). They
distinguish between language that expresses “content” or transactional, and that
which expresses “social relations and personal attitudes” as interactional (p. 1.2
Although, as the authors point out, the demarcation is not always complete, the
dichotomy provides a useful distinction for this research. The first phase of
communication to encourage women to participate in screening mammography is
based primarily on print resources, such as pamphlets, posters and letters of
invitation. These resources use transactional language to convey “factual or

propositional information” (Brown & Yule, 1983, p. 2). The function of

¥ Not to be confused with the analysis of interpersonal communication as a system, discussed by
Watzlawick, Beavin & Jackson (1967).



transactional language is to efficiently transfer information, which in this case, is
integral to providing the resources for facilitating the participation of eligible
women in the breast screening programme. Although there is typically some
interactional communication between women considering breast screening and
health professionals in the community, interactional communication primarily
occurs when women are interacting with the staff during the physical process of
mammography. Accordingly, the second phase of communication in screening
mammography is centred on interactional language where “interaction is

characterised by the primarily interpersonal” (Brown & Yule, 1983, p. 3).

ANALYSIS

This study combines both quantitative and qualitative research to explore
the influences on the communication processes and outcomes, both internal and
external to the breast screening programme. To investigate the process, a
triangulated data collection and analysis method was employed, using a
questionnaire survey, focus group interviews and individual interviews. Results
from the analysis of quantitative and qualitative data were combined to provide
the advantages of linking the two approaches, such as using the former to describe
patterns and the latter to validate, clarify and illustrate findings, as suggested by

Miles and Huberman (1994).

ORGANISATION OF THE THESIS

To discuss communication in a New Zealand health organisation, the
broader institution of health care needs to be introduced and placed in a social
context. Chapter 2 provides a brief introduction to the development of the health

sector in New Zealand, and the ideological shift away from a welfare to an
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economic model of health care in the unprecedented reform process of 1991. A
discussion of the relevant influences and decisions which resulted in the
development of the breast screening programme in New Zealand follows. Finally,
a review of international literature provides background information about the
process, benefits and risks of mammography, including reference to the polemic
debate that surrounds the process of screening mammography programmes.
Chapter 3 contains a review of literature relevant to this study of health
communication. Literature which provides a theoretical framework of the
different models of communication in a health care context, such as the
biomedical and health promotion paradigms, is presented. The implications of
communication that occurs within the changing context of health care are also
summarised, integrating a discussion on the relevant socio-cultural influences,
such as healthism and individualism. Finally, a range of literature that reveals the
implications of communicating a programme to detect cancer is also discussed.
Chapter 4 outlines the methodology used in this study. An interpretive
approach with a critical turn was adopted, using a single case study. The use of
triangulation as a methodology, which combined quantitative and qualitative data
collection and analysis as a form of validation, is discussed. The procedures used
in the multiple-strategy approach to the collection of data, such the development
and implementation of a questionnaire survey, and participation in focus group
and individual interviews are presented. A discussion of each method
incorporates the advantages and disadvantages associated with each, and the ways
in which those that were apparent in this study were dealt with. Quantitative
statistical analysis was performed throughout the research using SPSS.> The

rationale for using tests of significance applying Fisher’s exact tests in 2x2 tables

* SPSS Inc.,1989-1997. SPSS Statistical Package for Windows. Release 8.0.0 22/12/97.



and chi-squared (x’) tests for independence in contingency tables is outlined. The
process of qualitative analysis of resulting data using narrative themes (Owen,
1984) with reference to Ricoeur (1981) and a critical perspective is also presented.
Finally, the limitations of this research are discussed.

As identified in prior literature, screening mammography programmes
require different types of communication to both encourage and maintain
participation. Chapter 5 presents the findings from the first research question
which investigates how the breast screening programme communicates its
presence to eligible women and in turn, how the women respond. This chapter
provides background information on the primarily transactional, and also
interactional, communication strategies designed to encourage women to
participate in the screening mammography programme.

First, the key messages that predicate all communication from the
programme are presented, followed by a discussion about the communication
material (pamphlet and poster) used by the pilot programme to encourage
participation. The communication material of the television promotional
campaign produced for the national programme by BreastScreen Aotearoa, and
the pamphlets that some women commented on in the research, are briefly
introduced. However, the latter were introduced just prior to the survey.
Therefore, most women had not seen the pamphlets, which accordingly, were not
as relevant to this research. Finally, the role of general practitioners in
encouraging women to participate in the breast screening programme is discussed.

Women’s responses to the influence of introductory communication
strategies from the programme are analysed, using quantitative data and anecdotal
comments from the questionnaire survey, focus groups and participant interviews.

Tests of significance were applied using Fisher’s exact tests in 2x2 tables and
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chi-squared (x’) tests for independence in contingency tables. The data are
supported by relevant anecdotal comments women made in the questionnaire
survey, focus groups and participant interviews.

The focus of Chapter 6 is the second research question which relates to the
political and socio-cultural influences on the interpersonal communication
between programme staff and women who are participating in screening
mammography. The semi-structured interviews held with nineteen female staff
members in the breast screen unit and the health promotion team are analysed
using thematic analysis (Owen, 1984) with reference to Ricoeur (1981). The
emergent themes are examined and the influence on the process of communication
with the target audience discussed.

Chapter 7 addresses the final research question of how those in the target
audience receive and interpret the communication from within the breast
screening programme that is designed to encourage them to participate in regular,
ongoing screening mammography. Findings from the questionnaire survey, focus
groups and participant interviews are all drawn on in this chapter. The
quantitative and qualitative analysis provides an examination of meaning ascribed
to the communication processes during the process of screening mammography
by participants, meaning which is most likely to influence their ongoing decisions
about regular participation.

In Chapter 8, the identified discrepancies between the communication
produced by the programme staff and the interpretation and reception by the target
audience are discussed. The results are also considered in relation to other
research in the area of health communication. The key findings of the research

are highlighted and discussed in relation to the implications for appropriate
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models for future communication about breast screening. Possible strategies to

enhance communication within the breast screening programme are discussed.
The discussion in Chapter 9 outlines the converging findings revealed from

the multiple sources of data and analysis undertaken in this research.

Implications that arise from conclusions drawn from the outcomes of this study

are outlined. Opportunities for facilitating further research in devising appropriate

and effective health communication for the screening mammography programme

are also suggested.
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CHAPTER 2

THE BREAST SCREENING PROGRAMME:
BACKGROUND AND LITERATURE

The New Zealand screening mammography (breast screening) programme
was introduced nationwide on 10 December 1998. To explain how and why the
programme came into being invites a historical perspective of the health sector
that produced the service. In this chapter, I first briefly outline the development
of the welfare model of health service in New Zealand. Second, the radical
reform process of 1991, which represented a response to environmental factors
and a precursor to community screening programmes is introduced. Third, I
discuss the increased incidence of breast cancer and the implications of rising
mortality in the face of no known means of prevention or cure for the disease. An
outline of the subsequent development of two pilot programmes, and one national
screening mammography programme, in New Zealand then follows.

Subsequently, research relevant to the communication and experience of
screening mammography is presented. As communication is central to the breast
screening programme and to this thesis, I identify the international research that
has explored various aspects of the process. Finally, I review the literature that

focuses on the rationale, risks and benefits of screening mammography.
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A HISTORY OF THE HEALTH SECTOR IN NEW ZEALAND

In New Zealand, an integral thread in the development of the social and
resource structure was a publicly-funded and largely free health system. Although
it is likely that New Zealand was settled as early as AD 800-1100 by the
Polynesian populations from neighbouring islands, the population never exceeded
100,000 (Davidson, 1992). The European population was not established until the
wave of immigration from Britain in the middle eighteen-hundreds (Sinclair,
1980). In response to the need for organised health care in a growing population,
the Hospital and Charitable Institutions Act was passed in 1885 which divided the
country into 12, (later 28), hospital and charitable aid districts (Hay, 1989).
However, the state played a minor role and government provision for medical care
was modest. The poorly-funded hospitals at the turn of the century tended to be
charitable, under-resourced institutions. The lack of facilities was exposed during
public health crises, such as the influenza epidemics of 1838, 1889 and 1918, and
the pandemic of bubonic plague which began in China and reached New Zealand
in June 1900 (Hay, 1989).

In accord with the political and social climate of a post-depression country
in the nineteen-thirties, a young politician, Dr McMillan, proposed setting up a
national health service to provide all citizens with “free medical, dental,
pharmaceutical, specialist, and institutional treatment” (Hanson, 1980, p. 35).
The ideology underlying public funding was that the provision of health services
was a public good that should be accessible according to need rather than ability
to pay. Subsequently, the post-depression Labour Government was elected in
1935 on a platform of providing welfare benefits, including relatively inexpensive

health care, in the form of the intended Social Security Act.
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The pressures that instigated this legislation appear to be threefold. First,
the country had experienced a severe economic downturn following a global
depression in the nineteen-thirties that had affected levels of health and well being
(Hay, 1989). Thus, health care was a highly valued means of retaining productive
economic activity in an agricultural economy (Dow, 1991). Second, women were
entering the workforce, which they continued to do in accelerating numbers over
the war years, and were no longer available to provide home care for the sick and
infirm (Olssen, 1992). Finally, the epidemics of plague and influenza had
highlighted the need for an accessible and organised means of providing health
services to the population in times of crisis (Dow, 1995).

Following nearly three years of parliamentary debate, the Social Security
Act was introduced in 1938, and the publicly-funded health system was
established. Over the past sixty years, reviews of the Social Security Act of 1938
have retained the premise of equality. A Royal Commission of Inquiry undertook
the first significant reassessment of social policy in 1969. The Commission
supported the Act of 1938, stating that:

[W]hatever the imperfections of the New Zealand health and

medical services may be, the basic aims of universal benefits and

readily accessible service at all levels have stood the test of time,

have received widespread commendation overseas, and should be

preserved (1972, p. 15).

A subsequent commission recommended further social policy to diminish
poverty traps, and thus enhance the sense of community through increased social
equality (Royal Commission on Social Policy, 1988). It was concluded that
egalitarianism, in the sense of narrowing affluence and privilege, remained an

intrinsic feature of New Zealand society.
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THE HEALTH REFORMS, 1991

With the global economic downturn of the late nineteen-eighties, the cost of
providing publicly-funded health care to the New Zealand population came into
question. The economic recession gave resonance to the claims of the New Right,
whose policies reflected an aim of reducing welfare dependency and the high
costs associated with the welfare state (Burrows, 1991). As the health service
exists within a relationship of mutual interaction or symbiosis with the wider
social, political and economic environment in which it operates, a number of
variables have impinged on the direction of health care. Those that were notable

in the past three decades are briefly discussed below.

Economic influences

In the 1950s and 1960s New Zealand was enjoying full employment, and
the agriculturally-based economy was prospering. However, in the 1970s the “oil
shocks” reverberated throughout the global economy as the price of oil rose
dramatically (O’Conner, Orloff & Shaver, 1999). The result was an inflationary
increase in the price of virtually all commodities. Because of the increased cost of
production, unemployment began to rise. The “think big” projects were
recognised as being wasteful and unsuccessful as costs began to escalate, along
with a shrinking tax take from those remaining in the workplace (J. Kelsey, 1993).

Britain, New Zealand’s biggest customer for the main export commodities
of dairy produce, joined the EEC. Consequently, the traditional market
diminished as Britain began to give preference to the milk, meat and wool
products from farmers closer to home (Easton, 1997). At the same time, the
technological age gathered pace and the job market receded even further as

automation and computerisation provided the means to enhance efficiency.
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Additionally, the children of the initial round of baby boomers from the
nineteen-forties began to produce children and payments such as “family benefit”
started to be questioned (Hawke, 1981). The efforts of the state to reduce fiscal
cost gathered momentum, and radical restructuring of the public service in New
Zealand inevitably included the health sector, as health care become constituted as

an object of the market (J. Kelsey, 1993).

Political influences

The Labour Party of 1984, the same party that instigated the Social Security
Act of 1938, challenged the rights of all to many welfare services, including the
right to public sector health care. In government, the party embarked on a path of
radical reform, which included the corporatisation and subsequent privatisation of
state agencies. In 1986, a review of the country’s existing public health services
was commissioned. The committee had barely produced a report (Fougere,
Marwick & Scott, 1986) before a taskforce chaired by Alan Gibbs was
commissioned to investigate the public health system (Gibbs, Fraser & Scott,
1988). The resulting report had a strong focus on potential savings that could be
made by dealing with the perceived inefficiencies in the existing system.

Although the Labour Government at the time rejected the controversial
Gibbs report, the recommendations were subsequently espoused in the National
Government’s health reform process. Evoking a scenario involving individual
consumer choice and the beneficial effects of competition, the National
Government introduced the Green and White Paper in the Budget on 30 July
1991. The then Minister of Health, Simon Upton, argued that there was a need
for radical reform to address the “litany of incompetence” present in a

“fragmented and uncoordinated [health] system” to ensure the availability of

19



accessible and affordable health services (NZ Parliamentary Debates, 1992,
August 20, Vol. 258, p. 10783). Upton (1991) maintained that the “currently
fragmented system was inefficient” (p. 18), and would be replaced by an
alternative that offered “greater value for money” (pp. 13, 22 & 47), would
“guarantee access” (p. 18), offer “greater choice and flexibility” (pp. 19 & 39) and
be “more efficient” (pp. 31, 35, 37 & 47). The legislation to effect the changes,
the Health and Services Disability Act 1993, was introduced to Parliament on 20

August 1991.

The influence of technology

Technology has provided rapid and exponentially accelerating advances in
the health service. Equipment and developments have allowed the previously
unthinkable, such as multiple organ transplants, to proceed with increasing rates
of success. As Foucault (1986) contends, technology establishes the role of the
health sector as not simply one of curing, but as one of making curing
increasingly possible. In so doing, there are implications for increasing cost:

Technology does not affect only the patients on whom it is used.

Using a CAT scanner, a computer, an artificial heart or kidney

requires extraordinary integration of personnel, skills, finances and

availability (Bates & Lapsley, 1987, p. 16).

Efficiency improvements from technological advances, however, may also
lower cost to some extent. For example, the new lithotripsy procedure means that
kidney stones are removed as an outpatient process rather than in an operation
which requires extensive surgery and several days of hospitalisation (Renner &
Palmer, 1998). Also, as Jecker and Pearlman (1992) note, technology has

developed at such a rate that it has been argued that “today’s high technologies are
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tomorrow’s low technologies” (p. 83). Although the statement is true with regard
to advances in certain treatment techniques, such as equipment for cardiac bypass
surgery, it would be difficult to apply it to a development such as the oral
contraceptive pill. The ongoing influence of convenient, sure contraception has
had far-reaching and continuing social implications, enhancing women’s
flexibility to plan careers and lifestyles. Putting aside the ongoing risks of oral
contraception, such as the incidence of stroke and thrombosis, the influence on the
ability of women to plan their lifestyles is as relevant today as it was three
decades ago when sure contraception first became readily available.
Nevertheless, with progress comes an increased expectation for better healthcare.
In conjunction with an inelasticity of demand for care, cost is likely to continue to

rise (Cullen, 1998).

Demographic influences

One of the key reasons cited for the recent reform process in New Zealand
has been the aging “baby boom” cohort (Upton, 1991). The aging of society is
seen as a demographic shift that “pushes us more quickly toward resource
scarcity” (Daniels, 1988, p. 10). The baby boom aggregation of population is
composed of the large birth cohorts born from the mid 1940s to 1970s (Pool,
1996). In New Zealand, the baby boom was preceded by a long period from
1875 to the 1930s in which fertility had declined to very low levels; it was also
followed by a sustained drop in the birth rate (Pool, 1997). Both of these factors
mirror the situation in other western countries (Daniels, 1988), and both have
implications for the future. As a large cohort reaches retirement age, it will look

to the following generation for fiscal support.
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Demand for health care originates, in part, from demographic structures.
The underlying issues are, first, who needs services and, second, who provides
those services. Both are a function of population, and the first is delineated by the
second; that is, by who is available to pay for the provision of the services (Pool,
1997). In New Zealand’s case, there is a large cohort of people who, within the
next decade, will begin to reach the age of typically high dependency on health
care services (Fougere et al., 1986). By 2031 the numbers of baby boomers aged
65 and over will swell the ranks of the elderly population to 939,600; more than
twice that of 1991, and more than the total population of the South Island in 1991
(Statistics New Zealand, 1995b). That same cohort of people is also followed by
one comprised of a much smaller number of individuals who will be in the

workplace to support the anticipated increase in demand.

Social and cultural diversity

New Zealand is increasingly becoming a multicultural society. Although
predominantly of European descent, the population comprises a significant
proportion of Maori and increasing numbers of Pacific Islanders, Asians and other
races. “Ethnicity” and “race” are variables defined with reference to their
subjectively meaningful properties within a particular society. They are socially
defined in terms of their meaning for actors and their situation in a particular
society which makes these actors socially distinct groups in their own eyes and in
the eyes of others (Bulmer, 1986). It is indubitable, however, that the progress of
health care in this country has been firmly situated on a western model of health,
which has undermined the notion of ethnic and racial equality.

For example, Durie (1987) explains that Maori health care is culturally

determined by the community and maintained under the laws of “tapu” (p. 3).
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Health is directly related to spiritual laws and the ascendancy of the family and
collective interest. Models of indigenous Maori health care emphasise the holistic
view. For example, the Maori model of Whare Tapa Wha compares health to the
four walls of a house; the spiritual, the feelings, the physical and the family; these
symbolise the supporting structures that are all equally necessary to ensure
strength (Durie, 1994b). In contrast to the individual emphasis on health in the
western model, the Maori family is central to the function of health care.
However, with colonisation, a western approach emphasised a scientific,
professional institution of health care in New Zealand. As a result, science
dominated spirituality and separation caused depression when Maori families
were unable to care for either their sick or their dead (Durie, 1994b). With ideas,
attitudes and reactions shaped by a cultural heritage with concepts of tapu and
“illness as an infringement against tapu” (Durie, 1994b, p. 68), Maori often suffer
anxiety and depression while in hospital.

European colonisation was progressive. There were fewer than 100,000
people in New Zealand in 1840, but by 1860, there were 120,000. During that
twenty-year period, however, the ethnic balance had shifted significantly from
approximately forty Maori to every non-Maori in 1840 to “around parity by 1860”
(Pool & Bedford, 1996, p. 3). By the 1890s, when European settlers were
experiencing levels of life expectancy of between 50 and 60 years, lifespan for
Maori was around 20 years. The greatest force of mortality was at the youngest
ages: 25% of Maori girls born in the 1890s would not have reached nine months
of life; half would have died before the age of seven (Pool & Bedford, 1996,

p. 12).
Although not entirely, the responsibility for many of these deaths was a

result of the introduction of foreign diseases such as measles and whooping cough
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from immigrants. As the Maori population had never been exposed to these
viruses, the complications were intense and disease often fatal. However, Maori
who survived the nineteenth century epidemics developed some immunity and
passed it to their descendants. Intermarriage between Maori and European also
helped to transmit some immunity over time (King, 1992).

The western medical model has done little to incorporate the spiritual and
health care models of the indigenous people. The costs are clear. When the
Ministry of Health carried out the first national survey of health status in New
Zealand in 1995, the experience of good health remained significantly worse for
Maori (Triggs, Johnston, O’Connor & Wong, 1995). The survey reported that
poor health status and correspondingly higher use of most health services were
more common in Maori, who were less likely to be covered by health insurance
and more likely to report an unmet need for health care. Triggs et al. (1995)
showed that cost was the reason most often given for unmet needs and for late
consultation. Accordingly, although Maori were found to be more likely to visit
a doctor than other groups, they were also more likely to consult for serious
conditions. The 1991 reform process was an attempt to address the health system
bias of “a culturally constrained medical straitjacket” that was failing Maori
(Durie, 1994a, p. 194). The situation, however, remains inequitable (Ministry of

Health, 1999).

OUTCOMES OF THE REFORM PROCESS

Although the reforms were introduced in July 1991 by the National
Government, changes in health care had been occurring since the middle to late
nineteen-eighties along with the Labour Government’s restructuring of the public

sector. As a result of the reform process, in response to the socio-political
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influences outlined above, primary health interventions were introduced in an
effort to move the emphasis away from more expensive hospital care (tertiary
care) into the community (primary care). The underlying rationale is now one of
a more efficient use of health resources by providing interventions in the
community that may avert the need for more costly hospital treatment in the
future.

To engender the necessary changes in the tertiary health service, a new
“corporate identity” was introduced as hospitals became Crown Health
Enterprises, and were charged with responsibility for making a profit. Although
some of the initial strategies, for example user part charges, were eventually
abandoned as they were both unpopular and uneconomic, the focus remained
commercial (Easton, 1997). Government removed itself from health care by
introducing a competitive tendering process through the establishment of
Regional Health Authorities (now Health Funding Authorities). All hospitals,
including the departments within them, were to operate as financially
autonomous, and management salaries were linked to performance-related
bonuses (Kelsey, 1997). The new focus was on how to manage the business,
control the budget, and wherever possible, make a commercial profit (Ashton,
1995). Clinical professional identities became subordinate to business managers
who controlled budgets and resource allocation within departments. Funding was
restricted to a tender process, with public and private health organisations
competing for available funds to provide surgical and medical services for the
population.

In keeping with an increasing drive for efficiency in the health sector, the
management of the health service encompassed a process that was required to

promote the “best health gain for the resources required” (Cumming, 1996, p. 27).
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The underlying premise of weak sanctions against inefficient performance under
the old non-competitive, institutional health care system which did not provide the
required levels of efficiency (Danzon & Begg, 1991), was replaced with financial
imperatives to attain desired levels of health provision. In the competitive
environment, organisations submit tenders to the Health Funding Authority to
provide health services. They must undertake to provide an acceptable service
within the financial constraints of an allocated budget. The weak sanctions of the
“old” system have been replaced with the stronger commercial reality of an
implicit lack of guarantee that contracts will be renewed if terms and conditions
are not met.

Concurrently, in a further move to constrain the use of expensive tertiary
services, programmes were introduced to detect, and wherever possible, treat
disease and illness at a primary level in the community. In tandem with a social
expectation of self-responsibility for one’s own health, which is discussed further
in Chapter 3, screening programmes were introduced. For example, facilities such
as blood pressure and blood glucose checks, for hypertension and diabetes
respectively, were made available in the community to empower those who were
willing to monitor their health. Individuals no longer needed to wait for
symptoms to occur, neither did they need to visit their general practitioners to
obtain some diagnostic services.

However, it is difficult for any government, even in the wealthiest country,
to provide for every health need of a population. Accordingly, resources for
screening programmes need to be targeted to the areas of greatest perceived need.
As breast cancer was, and remains, the most frequent cause of death from cancer

for New Zealand women, it was a legitimate focus for community intervention.
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It was in this environment in 1991 that the pilot programmes for screening

mammography were introduced in the Otago and Southland and Waikato regions.

BREAST CANCER

The incidence of deaths from breast cancer in New Zealand has been
consistently identified as a major factor in mortality rates for women (Armstrong
& Borman, 1996; Ministry of Health, 1999). As noted in Chapter 1, an increasing
trend in incidence of the disease is occurring (Cox, 1995; Elwood 1995b), which
is reflected in the numbers of registrations for breast cancer among cancer registry
figures (Ministry of Health, 1999). The diagnosis of breast cancer is one which is
made in the knowledge that there is currently no known cure, only treatments that
have varying rates of success for the multiple types and stages of malignant
tumours that occur (Roberts, 1989). As breast surgeon, Susan Love (1990)
writes; “Breast cancer is disease with a major psychological impact” (p. 238) and
the diagnosis is “terrifying” (p. 238). Accordingly, in the current climate of
community interventions, there is an analogous emphasis on both providing a
screening intervention, and also providing information to women about the level
of risk of contracting breast cancer. The aggregated purpose is to encourage
women to adopt a proactive stance towards health-enhancing behaviours.

There are three types of risk referred to when discussing breast cancer: the
first is absolute risk, the rate at which cancer occurs and the mortality from the
disease in the general population. The average absolute risk of developing breast
cancer by age 80 is around 10%, and the probability of dying of it is about 4%

(Elwood, 1995b). The second is attributable risk, which looks at how much breast

cancer could be prevented by altering known risk factors (Love, 1990). The third

is relative risk, which measures the incidence and mortality of breast cancer

27



among those with risk factors, compared to other people who do not demonstrate
the same risk factors. For example, in the case of breast cancer, ovarian
hormones are believed to be a key factor in development (J. L. Kelsey, 1993).
The risk may possibly even be determined very early with pre-natal exposure to
high levels of oestrogen, a predisposing factor in the incidence of breast cancer in
later life (Ekbom, Trichopoulos, Adami, Hsieh & Lan, 1992). Other identified
hormonal influences are being childless or bearing children late in life (Helmrich
et al., 1983; Kelsey & Berkowitz, 1988), not breast feeding (Brinton, 1994;
Newcomb et al., 1994), early onset of menarche, and late menopause (Love,
1995), which may be positively correlated with the incidence of breast cancer.

However, the most consistent variables associated with an elevated risk of
breast cancer are gender and increasing age (Chamberlain, 1984; Kelsey &
Berkowitz, 1988; Love, 1995; Moolgavkar, Stevens & Lee, 1979). A family
history of breast cancer appears influential, including genetic predisposition
(Bethwaite & Smith, 1996; Eddy, 1989). Nevertheless. the discovery of a genetic
influence on the development of breast cancer (for example, the BRCA or Tp53
genes) has been identified in less than 5% of women presenting with the disease
(Love, 1995). The presence of benign breast disease may indicate increased risk
(Boyd, Cousins, Lockwood & Tritchler, 1990). It has also been suggested that
the incidence of breast cancer is more common in women in high socio-economic
groups (Rimpela & Pukkula, 1987), although mortality is higher in lower socio-
economic groups (Farley & Flannery, 1989; Lethaby, Mason, Holdaway & Kay,
1992; Solomon & Jackson, 1990).

It could be argued, however, that the only behaviourally modifiable risk
factors above are those of child bearing age and breast-feeding. Nonetheless, such

decisions may also be constrained by physical factors, lifestyle and goals that are
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likely to supersede decisions about behaviours related to the perceived risk of
breast cancer. However, it has also been noted that the use of hormone
replacement therapy and oral contraceptives (which are both based on ovarian
hormones) may also be associated with incidence of breast cancer (J. L. Kelsey,
1993). Once again, the options about the use of both may well be constrained by
other life chances or choices.

Still, association does not imply causality, and risk factors are constantly
being redefined. The debate will continue as knowledge develops. Miller,
McNoe, Elwood and Doyle (1998) demonstrated that even the understanding of
New Zealand doctors about the current relevant risk factors for breast cancer
remains “limited” (p. 28). Meantime, many women continue to develop breast
cancer, although there are no attributable risk factors present (Love, 1995).
Currently, there is no known, feasible means of primary prevention.

Even in the case of behaviours that have been widely promoted as
influencing life chances of ill health, or attributable risk, there is little evidence to
even suggest a causal link. Although a possible link between breast cancer and
factors related to high-fat diets, such as high meat consumption (Toniolo, Riboli,
Shore & Pasternack, 1994) and increased alcohol intake (Willett et al., 1987) has
been suggested, the evidence remains inconsistent, resulting in a call for more
epidemiological data to corroborate such claims (Prentice et al., 1990). The
exigency of such a request is emphasised by a number of more recent studies that
have consistently failed to demonstrate a definitive association between
health-related disciplinary behaviours of a controlled low-fat diet or lower alcohol
consumption and freedom from ill health (Brinton, 1994; J. L. Kelsey, 1993;
Lund, 1994). As Kaplan (1984) urges, “Risk factors should not be confused with

the outcomes. They are only important because they bear probabilistic
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relationships to outcomes” (p. 756). The author continues that those relationships
“are not uniformly supported by research data” (p. 757) as demonstrated above.

A clear principle that emerges from the above discussion is that there is currently
no known means to prevent the occurrence of breast cancer. Those who are
female and aging, over half of the population of New Zealand, cannot avoid the

two highest, most consistently identified risk factors to date.

SCREENING FOR BREAST CANCER IN NEW ZEALAND

Concern about the rising mortality rates from breast cancer in women aged
over 50 years was expressed in 1987, when the Public Health Association and the
Cancer Society convened a workshop to discuss early detection of cancer of the
breast and cervix (Chetwynd & Clarke, 1988). Consumer groups addressed the
matter of screening from various perspectives and agreed that whatever service
may eventuate, it must be “affordable, accessible, acceptable and
culturally-appropriate” (Chetwynd & Clarke, 1988, p. 176).

Later in 1987, a working group was set up to investigate the feasibility of a
national screening programme for breast cancer in New Zealand. The group,
chaired by Professor David Skegg, recommended that a population-based
screening mammography programme offered the most effective means of
lowering mortality from breast cancer. However, the working group also
expressed concerns about the lack of available resources in terms of equipment
and qualified staff to institute a nationwide programme. Accordingly, they
recommended that two pilot programmes be set up initially (Skegg et al., 1988b).
The pilots were to complete a two-year screening round by June 1994 (Brown,
1997). This would allow time to assess whether the benefits of a screening

mammography programme would prove worthwhile in New Zealand.
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In the continuing absence of either an effective means of primary prevention
or the demonstration of a “statistical cure of symptomatic invasive breast cancer”
(Forrest, 1991, p. 3), mammography or breast screening offered the best
alternative for reducing mortality in women aged fifty years and over (Austoker,
1994a; J. L. Kelsey, 1993). Accordingly, the Ministry agreed to fund two pilot
programmes within the terms of the Skegg report (Skegg et al., 1988a). The
Cancer Society of New Zealand and the Health Research Council of New Zealand
were to evaluate the programmes. Following assessment of submissions from a
number of interested groups and appraisal by the Medical Research Council, the
proposal for Otago and Southland was selected in 1989 (Elwood, Doyle &
Richardson, 1991). Subsequently, funding was granted and two fixed screening
units were established in Dunedin and Invercargill, and a third unit operating from
a mobile van visited rural areas. Screening began at the fixed sites in September
1991, and the mobile service commenced a year later in September 1992
(Richardson, 1996). However, although Otago and Southland offered an
appropriate population size of 20,000 eligible women, the region did not provide
an ethnic mix conducive to assessing the acceptability of the programme for
Maori women, as only two percent of the population in the area were Maori
(Richardson, 1996).

A second pilot was subsequently established in the Waikato where there is a
greater representation of Maori and Pacific Island women. Accordingly, an
important outcome of the pilot programme was to establish “knowledge and
understanding [through] evaluation of the different methodologies for targeting
Maori women” (Brown, 1997, p. 72). Government directly funded a Maori
community support organisation, Raukura Hauora O Tainui, to provide two half-

time health promotion staff for promoting screening mammography. The other
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half of their time was spent promoting cervical screening. Assessment of the
Waikato pilot was linked to the Otago and Southland programme (Elwood et al.,
1991).

The two pilots were subject to the assessment criteria of the evaluation
committee set up by the Cancer Society and the Health Research Council to
ensure that pre-set targets were met. Regular reviews indicated that the
programme was operating cost-efficiently (Menon, Devlin & Richardson, 1994),
and that it was acceptable to women (Richardson, McNoe & Bang, 1993). In
1995, an advisory group was convened to provide policy advice about breast
screening to the Director-General of Health. Basing their decision on the
evidence of international trials that screening reduces mortality, and was
demonstrated to be cost-effective in New Zealand, the committee “recommended
that the then National government pursue a strategic approach to breast cancer
detection ... including the establishment of an organised, population-based
screening programme for eligible, asymptomatic women” (Breast Cancer
Screening Policy Advisory Group, 1998, p. 138).

Three years later, on 10 December 1998, the National government
introduced the BreastScreen Aotearoa programme, which would provide a free
nationwide screening mammography service for eligible women in New Zealand.
There were six contracts allocated throughout the country. In the North Island, a
private health provider, St Marks, was awarded the BreastScreen Auckland and
North contract which serves the women of Auckland as far south as the Bombay
Hills, and to Kaitaia in the north. BreastScreen Midland (formerly the Waikato
pilot programme), covers the area of the greater Waikato region, which was

amalgamated with the Bay of Plenty region under the national programme.
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BreastScreen Coast to Coast, based in Palmerston North, provides a breast
screening service for women from Taranaki to Gisborne. The fourth North Island
contract is held by BreastScreen Central, based at Hutt Valley Health, providing
breast screening for women in the greater Wellington region, as far north as
Hastings South. In the South Island, one of two contracts is held by the Pegasus
Group, a private provider based in Christchurch, who supplies breast screening
services to the women in the top half of the island through to Timaru in the south.
BreastScreen Healthcare (formerly the Otago and Southland pilot) which covers
the greater Otago region, provides services for the remainder of the South Island;

as far south as Invercargill.

THE PROCESS OF SCREENING MAMMOGRAPHY

Eligible women are those who are aged between 50 and 64 years, and are
considered “well” or asymptomatic. Women who present with a history of
symptoms such as breast lumps, pain or nipple discharge are not eligible for
screening mammography. These women will be referred for a diagnostic
mammogram which may be combined with other procedures such as ultrasound
or biopsy. If a breast abnormality is identified in women already participating in
the population-based screening programme, they will be referred on for clinical
assessment. If cancer is eventually found, those women affected will move on to
the diagnostic programme for a minimum of five years. However, this research
focused solely on those who were participating in screening mammography,
which caters for well women only. As discussed in Chapter 1, there are distinct
communication phases in communicating screening mammography programmes

to eligible women. Accordingly, international research focuses on each phase
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(Austoker & Ong, 1994; Baines et al., 1990). Two phases, inviting women to join

the programme, and encouraging ongoing participation, are relevant to this thesis.

INVITING ELIGIBLE WOMEN FOR SCREENING

The first stage of the screening mammography process involves identifying
and inviting eligible women to be screened. As stated earlier, a community
intervention that targets a “well” population requires communication so that
women are both aware of the programme and willing to participate if targets are to
be achieved. Accordingly, there has been considerable international research that
has looked at various approaches to communicating with women to invite them to
take part in a breast screening programme.

For example, with less than optimum levels of attendance in America
(McBride, Curry, Taplin, Anderman & Grothaus, 1993), Australia (Turnbull,
Irwig, Simpson, Donnelly & Mock, 1995) and Britain (Sutton et al., 1994), a
number of research studies have focused on strategies of encouragement.
Researchers in America and Britain have found that the more trusted and
respected the source of encouragement, such as general practitioners, the more
likely the invitation for screening will be accepted (Dorsch, Cheok & Ingham,
1991; Fallowfield, Rodway & Baum, 1990; Mandelblatt & Kanetsky, 1995;
Rimer, 1992; Rimer, Keintz, Kessler, Engstrom & Rosan, 1989; Sienko et al.,
1993). In New Zealand, Miller, McNoe, Elwood and Doyle (1998) and
Richardson, Williams, Elwood, Bahr & Medlicott (1994a) found that the input
from general practitioners in encouraging attendance at screening mammography
programmes was an important influence for women in the Otago and Southland
region. However, although general practitioners fulfil an important role, Hurley et

al. (1992) also demonstrated that promoting the programme to this group provided
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no detectable increase in the attendance of their female clients for screening
mammography.

Further research has focused on the composition of letters of invitation that
are sent from breast screening programmes to encourage attendance. For example,
Taplin, Anderman, Grothaus, Curry and Montano (1994) found that a letter from
the doctor had no influence on their sample of 1500 American women, although
reminder cards from the programme doubled the likelihood of participation.
Similarly, in Australia, Turnbull, Irwig and Adelson (1991) demonstrated that
letters from the programme, that is from health professionals unknown to women,
were just as effective as those sent from women’s doctors in encouraging
participation. Investigating the structure of the letter, Williams and Vessey
(1989) demonstrated that including appointment times in the initial invitation
encouraged attendance more than an open-ended invitation.

Research that provides a communication focus on the way in which
information is “framed” includes that by Rothman, Salovey, Turvey and Fishkin
(1993a), who investigated the role of internally oriented messages in influencing
attendance at screening mammography. They found that self-attribution
messages that emphasised “self” rather than “other” (health professionals’)
responsibility for participating in a screening mammography programme were
more likely to encourage American women to obtain a mammogram. The same
researchers later explored “gain” versus “loss-framed” messages in encouraging
participation in mammography (Banks et al., 1995). They found that the same
objective messages that focus on the disadvantages of not having a mammogram
were more effective in encouraging participation than those focused on the

advantages of participating in screening mammograms.
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The diverse cultural communication needs of some groups have been
researched by Skinner, Strecher and Hospers (1994), who demonstrated the
importance of tailoring communication to suit recipients. Skinner et al. (1994)
found that personalised messages were particularly effective with low socio-
economic and minority ethnic groups. This outcome has implications in terms of
the under-representation of ethnic minority groups of women undergoing
screening mammography in America (Burack et al., 1989; Stein, Fox & Murata,
1991), Britain (Kernohan, 1996; Pfeffer & Moynihan, 1996) and New Zealand
(Solomon & Jackson, 1990), and suggests issues of acceptability and availability.
Women in ethnic minority and low socio-economic groups were also significantly
influenced by the use of a “personal contact” programme trialed in America
(Calle, Moss, Miracle-McMahill & Heath, 1994). In contrast, Turnbull and Irwig
(1992) found that personal contact had no major effect on recruitment for their
sample of Australian women.

More recent research has stressed the importance of interpersonal
communication. For example, Taplin et al. (2000) have reported that reminder
telephone calls are even more likely than letters to encourage participation.
Similarly, Saywell et al. (1999) reported that a letter from the doctor had no
significant influence on attendance for mammography, unless it was combined
with a personal approach (such as a telephone call or visit). One study (Phillips,
Kerlikowske, Baker, Chang & Brown, 1998) recently demonstrated that the
“interactive nature of decision making” (p. 43) between women and doctors was a
significant predictor of attendance for breast screening, whereas simply leaving
educational materials in doctors’ waiting rooms was ineffective in increasing

participation in the screening programme (Mead et al., 1995).
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REGULAR ATTENDANCE FOR MAMMOGRAMS

For those women who choose to accept the invitation to participate in breast
screening, the second stage is having a mammogram. The purpose of screening
mammography is to detect breast cancer early. However, women are not always
prepared to attend for regular mammography. Also, just as they need to be
encouraged to attend, women also need to be motivated to re-attend. One
mammogram will only detect breast cancer at that time. As cancer can develop at
any stage, regular screening is necessary if mortality savings are to be achieved.
Reflecting the importance of regular breast screening, some international research
has focused on why women choose not to return for mammography.

Those studies that have looked at women who have made decisions not to
attend or re-attend for screening mammography show specific differences
between the groups. For example, French et al. (1982) found that respondents
who refused mammography saw the breast screening programme as a “place of
risk” (p. 617), and reported they were anxious about their “lives being disrupted”
(p. 617) through participation. Non-attenders also expressed more concern about
exposure to radiation (Bastani, Marcus, Maxwell, Das & Yan, 1994; Rimer et al.,
1989), as discussed below. They were also more likely to report previous
screening experiences as embarrassing or distressing (Orton et al., 1991), recall
higher levels of pain and “less courtesy and promptness during screening” (Baines
et al., 1990, p. 1667). Hurley and Livingston’s study (1991) further illustrated
the presence of possible barriers to participation, in the form of considerable
personal, financial and opportunity costs for women attending for screening
mammography, even when there was no charge for the service. However, the two

most cogent factors in decisions not to re-attend are pain and anxiety.
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International research has established a link between breast screening and
anxiety about both the procedure and the possible outcome of detecting breast
cancer (for example, Bull & Campbell, 1991; Cockburn, DeLuise, Hurley &
Clover, 1992; Ellman et al., 1989; Gram, Lund & Slenker, 1990; Marteau, 1990;
Munn, 1993; Richardson, 1990; Rimer, Lerman, Trock, King & Engstrom, 1991;
Roberts, 1989; Wardle & Pope, 1992). When women present for screening,
believing that they do not have cancer, any news that there is an abnormality
creates an “abrupt transition from a perception of being well to serious illness”
(Maguire, 1983, p. 284) which creates anxiety and fear. For example, Lightfoot et
al. (1996) discovered that “intense fear and anxiety related to the screening
process” (p. 148) were reported by 43% of women who had completed a
questionnaire immediately post-screening. Nielsen et al. (1991) reported similar
results for nearly half of their samples of women. Similarly, in New Zealand,
Munn (1993) and Richardson (1990) both identified fear and embarrassment as
perceived barriers identified by respondents. McNoe et al. (1996) and Richardson
(1996) subsequently identified that women attended for reassurance and the early
detection of breast cancer, although fear of the procedure or possible outcomes
constrained decisions to participate.

Some contend that even publicity about breast cancer and invitations to be
screened tend to raise anxiety levels and feelings of vulnerability in women
(Gerard, Turnbull, Lange & Mooney, 1992). Such processes may increase fear-
induced anxiety through reminders to women that they are at risk of breast cancer
(Maclean, Sinfield, Klein & Harnden, 1984). For example, Dean, Roberts, French
and Robinson (1986) found that 30% of their sample of British women reported
increased anxiety merely from receiving an invitation to have a mammogram. As

noted above, anxiety about the physical process of mammography can also occur,
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as any X-ray requires exposure to doses of ionising radiation. In terms of the
numbers of years that women are exposed to screening mammography and
improved equipment that requires exposure to smaller doses of ionising radiation,
it is estimated that there is a minimal and ever-reducing risk (Feig & Hendrick,
1997; Gohagan, Darby, Spitznagel, Monsees & Tome, 1986). Even though the
risk appears small, anxiety about exposure to radiation is evidenced in research
findings. For example, Bakker, Lightfoot, Steggles and Jackson (1998) and Irwig
et al. (1991) identified concern about exposure to radiation in nearly 30% of their
samples of women. Stein et al. (1991) also found it was a significant deterrent to
attending breast screening and Bastani et al. (1994) reported that their sample of
American women were two and half times less likely to have a mammogram if
they were concerned about radiation.

However, in comparison to the volume of research that has revealed the
anxiety associated with attendance at a screening mammography programme,
there has been less focus on how communication strategies may alleviate that
anxiety. The exceptions are Marteau (1990) and Marteau, Kidd and Cuddeford
(1996) who identified how clear and simple information about the procedures
influenced the level of anxiety women experienced during mammography. Also,
Woods (1991) points out that once women have made a decision to participate in
screening, they need clear explanations of procedures from courteous and
supportive staff, but provides no further advice about facilitating the process.
Baines et al. (1990) and Elkind and Eardley (1990) similarly support this
contention. However, it is Marteau (1990) who provides specific advice about
the need for staff to be aware of how to assess carefully whether women
understand the details they are being offered. Facilitating understanding means

asking women what their understanding is of what they have been told,
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reinforcing important points, then offering the opportunity to ask questions
(Marteau, 1990). Roberts (1989) argues for the need for the interaction to occur
in a supportive environment. It is recognised that those who are able to
communicate their emotions, such as anxiety, cope better both physically and
psychologically (Planalp, 1999). However, they require an environment
conducive to allowing them to do so.

A second cogent influence in decisions not to re-attend appears related to
the physical pain that women experience when the breast tissue is compressed.
The breast is a physically sensitive organ, and some women are distressed by pain
or discomfort resulting from mammography (for example, Baines et al., 1990;
Bakker et al., 1998; Eklund, 1991; Elwood et al., 1998; Fallowfield et al., 1990;
Hugh, 1991; Keefe, Hauck, Egert, Rimer & Kornguth, 1994; Kornguth et al.,
1993; Nielsen et al., 1991; Rimer et al., 1989). During a mammogram, the breast
tissue is tightly compressed between two X-ray plates. Compression is necessary
to smooth out the breast tissue so that it is well spread and any abnormality will be
easily detected. Compression also “thins” out the tissue which reduces the
exposure to radiation (Lightfoot et al., 1996).

However, there is some research that dismisses the claim of pain during
mammography. For example, Stomper et al. (1988) and Rutter, Calnan, Vaile,
Field and Wade (1992) assert that the majority of women undergoing screening
mammography suffer only mild physical discomfort. Jackson, Lex and Smith
(1988) go as far to assert that “radiologists should not hesitate to use vigorous
compression” (p. 421). In contrast, Fallowfield et al. (1990) reported that 48% of
women found mammography either very painful or very uncomfortable and
Nielsen et al. (1991) also found that pain and discomfort were problems for over

47% of women in their study.
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The physical pain that may be associated with screening mammography can
prove a source of distress for women (Baines et al., 1990; Bakker et al., 1998), to
the point where they are reluctant to undergo further mammography, even when
they have already experienced one mastectomy for breast cancer (Hugh, 1991).
As Elwood et al. (1998) demonstrated, the experience of New Zealand women is
no exception: 46% of women who declined further invitations for mammograms
made that decision because of the pain. Similarly, O’Halloran and Kalafatelis
(1996) contend that many women who have experienced mammography in New
Zealand have found it painful to the extent that they have “mocked the typical
medical throwaway line that ‘this may cause some discomfort’ ” (p. 17).

There has been recognition of various factors that influence the amount of
pain and discomfort reported by women in a range of international studies; for
example, experience of mammography (Stomper et al., 1988), daily caffeine
intake, stage of the menstrual cycle at which screening is undertaken, (Jackson et
al., 1988), race, breast size, anxiety (Nielsen et al., 1991), high rates of
compression (Keefe et al., 1994), and the technical skills of the technician
(Eklund, 1991; Stomper et al., 1988). However, there has been little reference to
the ways in which communication may influence women’s perceptions of pain
during the process.

If pain is a significant barrier to regular participation in screening
mammography programmes, as the literature suggests, perhaps the need to
communicate validation of women’s pain is required. As Keefe et al. (1994)
argue, even the experience of pain may be under-reported because health
professionals are not responsive to women who complain of pain:

Over the course of several mammograms, a patient may learn

which individuals are likely to attend to complaints of
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mammography pain. As aresult, she may fail to mention having

pain to the radiology technician who tends to minimize her

complaints, while at the same time talking extensively about

mammography pain with close friends (p. 257).

Thus, Keefe et al. (1994) contend that failing to provide a supportive
environment which encourages communication results in women not only
“avoiding further mammograms” (p. 257), but also facilitates their
communicating with others about their experience of pain. Elwood et al. (1998)
did reflect on the need for staff in breast screening programmes to express
sympathy and to offer suggestions for coping, such as taking analgesia prior to the
mammogram. However, many suggestions tend, once again, to overlook the
communication process. For example, it has been argued that fostering a sense of
control can be achieved by involving women in the physical process of controlling
the descent of the plate during the process of mammography (Kornguth et al.,
1993). The procedure helped to relieve pain to “acceptable levels” in 31% of
participants. However, it has also been relevantly suggested elsewhere (not in
relation to mammography) that “communicating about emotion can help provide a

sense of control which is an important step in... coming to terms with any

emotionally overwhelming experience” (Planalp, 1999, p. 114, emphasis added).
A supportive environment can help to facilitate this interaction (Burleson &
Goldsmith, 1998). However, there is little research that has revealed this level of

emotional communication during the process of mammography.

THE DEBATE ABOUT SCREENING MAMMOGRAPHY

The provision of a screening mammography programme seems to be a

contentious issue, particularly among the medical community (Dines, 1997).
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Evaluation of the benefits and costs of screening mammography has resulted in a
dialogue in which positions appear to be resolutely polarised. That both benefits
and costs exist is not a contentious issue in itself, and these are outlined below.

The efficacy of screening mammography for detecting breast cancer has
been investigated through a number of randomised and non-randomised medical
trials. Comprehensive overviews of these are offered in Campbell and Royle
(1992) and Richardson (1996). Of particular note in the Skegg report (Skegg et
al., 1988a) were two randomised controlled trials which had previously
demonstrated that mortality from breast cancer could be reduced by thirty percent
in women aged between fifty to sixty four years of age who underwent screening
mammography. The first trial was undertaken in 1963 by the New York Health
Insurance Plan, and the 30% mortality difference between the control and
treatment groups has been maintained over fourteen years of follow-up (Shapiro
et al., 1982). The second was the 1977 two-county trial in Sweden, in which
randomised samples were selected at community level (Tabar et al., 1992). The
outcomes of these two trials were also instrumental in the favourable decision of
the Forrest committee to introduce screening for breast cancer in Britain
(Austoker & Sharp, 1991; Gerard, Brown & Johnston, 1997).

However, the two trials in which a thirty percent mortality gain from
screening mammography was reported have also been followed by some that have
not demonstrated the same level of efficacy, for example, the Malmo trial,
undertaken in Sweden in 1977 (Andersson et al., 1988) and the Edinburgh trial
(Roberts et al., 1990) where the demonstrated 20% reduction in mortality for
women undergoing screening mammography was not high enough to reach
statistically significant levels. Some outcomes remain a subject of debate, such as

the higher total mortality in the study group of the Malmo trial (O’Hagan, 1991),
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where interestingly, 25% of those in the control group had already had a
mammogram (Tabar & Duffy, 1999), or the influence of low participation rates or
low sensitivity of the screening test on the Edinburgh trial (Roberts, et al., 1990).

Many outcomes are probably broadly explained by the recognition that trial
results will depend on variables such as the degree of compliance of participants
assigned to randomised groups (Glasziou, 1992) or the evaluation of available
expertise and resources for the research (Andersson et al., 1988). The debate
about the true reduction in mortality from screening mammography looks likely to
continue as ongoing research both questions (Mayor, 1999) and defends (Tabar &
Duffy, 1999) the methodology of prior studies.

As discussed above, however, regular participation in screening
mammography currently offers the most effective means of identifying breast
cancer early. Nevertheless, it is recognised that potential benefit from
participation in the programme is also offset by some measure of cost or risk,

which is discussed below.

RISKS ASSOCIATED WITH MAMMOGRAPHY

The first identified risk of undergoing screening mammography is the
possibility of false negative results. A false negative result occurs when cancer is
present at the time of screening and remains undetected. A mammogram does
have limitations as only the accessible area of breast tissue can be filmed.
Accordingly, as the periphery of tissue on the breast wall will not be included, the
fact that mammography is not 100% effective is well recognised in medical
research (Campbell & Royle, 1992; Love, 1990; Wilson, 2000). A tumour may

be inaccessible by X-ray, too tiny to identify in accessible breast tissue, or simply
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missed on radiological survey. This outcome, should the tumour be treatable, will
significantly influence the life expectancy of the woman (Moskowitz, 1992).

Further, in the two or three year interval between screening, cancer could
develop at any time, the incidence of “interval cancers” being reported as high as
17% (O’Hagan, 1991, p. 122). It is likely that approximately 10% of “interval
cancers” could possibly have been false negatives (Wilson, 2000). That is, when
prior mammograms are reviewed, the abnormality can be detected, although it
was not noted as significant at a prior reading. However, it has also been argued
that the incidence of interval cancers may be the result of the willingness of
women to ignore a palpable breast lump when they have had a previously
negative breast screen (Moskowitz, 1992). In like manner, O’Hagan (1991)
contends that a clear mammogram result may induce a false sense of security that
will encourage women to ignore any breast lumps that may subsequently develop.
The tendency of women to regard a mammogram as an “insurance policy” was
demonstrated by Elkind and Eardley (1990, p. 18). Other women may regard
mammography as a prevention programme (French et al., 1982). From a medical
perspective that is highly critical of screening mammography, Schmidt (1990)
argues that such false reassurance may prove more harmful to women than any
perceived benefits from screening mammography may be.

The second risk is the potential for false positive results. The incidence of
false positives does not appear to be widely documented. However, in New
Zealand the breast screening programme has a target of an incidence rate of no
more than 5% false positives, compared to a target of 10% in Britain (Chapman,
Brown & Snodgrass, 1995). A false positive result occurs when a woman who
has a benign lesion in her breast, such as an atypical hyperplasia, is incorrectly

diagnosed as having a malignant abnormality (Campbell & Royle, 1992).
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Similarly, the situation may occur if inexperienced teams produce poor quality
films or incorrectly identify tumours that are in reality, non-existent on repeat
readings (Baum, 1988). As Elmore, Wells, Lee, Howard and Feinstein (1994)
demonstrated, radiologists can differ substantially in both their interpretation of
mammography films and their subsequent recommendations for treatment.

In such cases, women are normally referred on for diagnostic follow-up
which may involve diagnostic investigations such as further mammography,
biopsy and needle aspiration. Such outcomes tend to be associated with
increasing levels of anxiety, which may continue long after the diagnostic follow-
up has produced a negative result (Lindfors, O’Connor, Acredolo Liston, 1998;
Wright, 1985). For example, Gram et al. (1990) demonstrated that anxiety about
breast cancer was ongoing in 29% of their sample of 126 women who had
previously experienced a false positive result from their mammogram. The level
of anxiety was also more prolonged in women who have been recalled for follow-
up in the research of Ellman et al. (1989), regardless of outcome. Lerman et al.
(1991) found that worry affected the mood of 26% of women who had received a
false positive report following mammography, even three months after receiving
the report. Similarly, Brett, Austoker and Ong (1998) found that this worry
persisted up to five months after the last screening appointment.

Even though anxiety may not reach pathological levels, it appears to
increase with recall because of an “uncertain” screen, or because surgical
procedures, such as biopsy or fine needle aspiration, are required (Bull &
Campbell, 1991). It has been argued that “morbid anxiety”, or prolonged anxiety
may develop in women awaiting diagnostic results; they may become preoccupied
with the possibility of developing breast cancer, which potentially results in

varying states of psychiatric depression (Fentiman, 1988), and may have even
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resulted in two women committing suicide in Britain (Weil & Hawker, 1997).
Nevertheless, women who undergo screening and receive a negative result
without delay do not appear to develop morbid levels of anxiety (Ellman et al.,
1989). The critical factor appears to be the existence of delays through
inconclusive results.

The third risk from screening mammography is the potential to detect
pre-malignant lesions that would be unlikely to progress to invasive cancer, or
detect true cancers early that are not responsive to early treatment. Therefore,
lesions are detected and treated which would not, under different conditions, have
required intervention during the woman’s lifetime (Campbell & Royle, 1992). As
a result, women live with a feared disease for many years, often without any
trade-off in terms of treatment, or alternatively, “over-treatment” of non-
malignant tumours (Austoker, 1994b; Valentin & Leitz, 1988). It has been
argued from a more critical perspective that screening mammography, as an
intervention targeting a “well” population, has a propensity to “make patients out
of well people” (O’Hagan, 1991, p. 121). The result is what has been referred to
as “medicalisation” of societies, which compounds the intrusion of the biomedical
model on the social structures within which we live. This event is explained by
Auge and Herzlich (1995) as a social trend in which “medicine has itself become

r”»

one of the major expressions of ‘social reality’ ” (p. 165). An increasing number
of processes and events are placed within a medical frame (Neubauer, 1992). It
has subsequently been argued that screening as an intervention in a “well”
population, by definition, may give rise to ethical concerns (Guttman, 1997).
Finally, it has also been suggested that it is not only women who undergo

screening mammography who suffer from anxiety. There is a potential cost in

anxiety to women who are denied access to the programme (Sutton, 1997).
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Breast cancer is rare before the age of thirty (Valentin & Leitz, 1988), and there is
some debate about the value of screening younger women because the density of
pre-menopausal breast tissue makes it difficult to detect any abnormality. There
is some support for screening 40 — 49 year olds (Smart, 1994), provided the
interval between screenings is shorter, due to the faster progression of
pre-menopausal tumours (Tabar et al., 1995). Overall, it appears that, as yet, there
is uncertain benefit to be gained from screening younger, pre-menopausal women
(Elwood, 1995a; Shapiro, 1994). There are, however, known benefits of
screening mammography for women who are older than 64, as increasing age is
currently the most predictive variable of the incidence of breast cancer
(Chamberlain, 1984; Kelsey & Berkowitz, 1988; Love, 1995). Accordingly,
women of 65 years of age and over could rightly argue that their risk of breast
cancer is greater than that of women in their fifties (Sutton, 1997). Although
screening is effective in women aged over 65 years the decision not to include
them is that they are likely to have “other health problems which may make
screening inappropriate” (Breast Cancer Screening Policy Advisory Group, 1998,
p. 140). However, with studies demonstrating significant mortality savings from
screening mammography in 65-74 year olds (Chen, Tabar, Fagerberg, & Duffy,
1995), these women may have some difficulty in making sense of their exclusion

from a national screening mammography programme.

BENEFITS OF SCREENING MAMMOGRAPHY

As mentioned above, the discussion about screening mammography is
polarised. Austoker and Sharp (1991) reflect that breast screening is

controversial, resulting in a polemical debate where:
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[F]acts are intermingled with uncertainties, statistics with emotions.

There has been a tendency to obscure what could be a healthy

debate under a veil of rhetoric, irrational prejudices and vested

interests (p. 166).

On one hand it is argued that a decision to undergo screening
mammography offers women the opportunity to identify whether they suffer from
a disease for which there is no known cure (Roberts, 1989). However, it is also
indisputable that, depending on the type of cancer, the earlier these treatment
options are undertaken, the greater the saving in mortality will be (Moskowitz,
1992).

The purpose of a population-based screening mammography programme is
to reduce mortality from breast cancer. This outcome is achieved through
identifying a cancer, or malignant tumour, early in its stage of development which
then increases the chance that treatment can be successfully applied. Early
intervention is the most important benefit because it allows treatment to
commence before tumours are large enough to become “clinically symptomatic”
(Elwood et al., 1991, p. 259). When a cancer establishes itself, it tends to
metastasise. In other words, the cells break away from the primary tumour and
are transported by the lymphatic system throughout the body where they are
catalysts in the development of further tumours (Forrest, 1991). Biopsy of the
lymph nodes closest to the tumour (in the case of breast cancer, the brachial
plexus nodes under the arm) can help to indicate the status of likely metastases.
For example, a distinction is made between individuals considered to have a
moderate risk of metastases (one to three brachial lymph nodes involved) or a

high risk (four or more nodes involved) (Canellos, Hellman & Veronesi, 1982).
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Of course, outcomes depend on the effectiveness of follow-up interventions
(Harris, Lippman, Veronesi & Willett, 1992; Mason et al., 1994).

There are currently three ways in which a breast tumour can be identified;
through breast self-examination, clinical examination by a health professional,
and X-ray or mammography. However 70% of those detected by mammography
are not able to be palpated (Elwood, 1995b). Thus, the propensity of a
mammogram to detect small tumours far exceeds the first two methods of breast
self-examination by women or clinical examination by health professionals, both
of which depend on palpation to detect any noticeable lumps in the breast tissue.

Mammography was first suggested in 1956 by Gershon-Cohen and
colleagues who suggested that X-rays might be useful in detecting small,
presumably early, breast cancers (Roebuck, 1986). Since that time, equipment
and techniques have developed and there have been multiple improvements in
both. Thus, screening for breast cancer is “especially attractive in today’s
environment... [in which] we have failed to reduce the population mortality from
breast cancer in the course of this century” (Campbell & Royle, 1992, p. 1).

Any discussion about the potential risks and benefits must occur in
recognition of the absolute outcomes of screening mammography programmes, as
central to any debate is the principle that screening mammography is offered to
women on the “ethical basis” that “the benefits outweigh the risks and costs”
(Elwood et al., 1991, p. 260). Despite the mixed findings of the studies briefly
mentioned above, a meta-analysis of six international randomised trials of
screening mammography revealed that on average, a 28% mortality benefit has
been consistently demonstrated (Elwood, 1995b). A recent longitudinal study to
assess the impact of the population-based screening mammography programme in

Britain recorded a 21.3% reduction in mortality from breast cancer among eligible
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women between 1990 and 1998 (Blanks, Moss, McGahan, Quinn & Babb, 2000).
Reduced mortality is a crucial benefit. As Roebuck (1986) contends, the
probability that screening mammography does significantly decrease mortality is
so high that it “could be considered unethical and unfair to deny women the
opportunity to participate” (p. 224).

Women who attend screening programmes have lower mortality than those
who choose not to attend (Frisell et al., 1991; Tabar et al., 1992). In European
cities where the screening programmes were introduced in the 1970s, mortality
from breast cancer has fallen compared to cities without screening mammography
programmes (Day et al., 1986). Women’s lives have been extended because
specific and treatable tumours have been detected through screening
mammography. If women with breast cancer present early, the tumour can often
be treated before it spreads or metastasises to other areas of the body. Smaller
tumours mean that breast-conserving surgery such as lumpectomy (surgical
removal of the tumour only) may be possible, and consequently more aggressive
surgery such as mastectomy (surgical removal of the entire breast) may be
avoided (Campbell & Royle, 1992). Also, the need for other therapies such as
radiotherapy and chemotherapy may be reduced (Campbell & Royle, 1992).
Moody et al. (1994) demonstrated that the first three years of the national
population-based screening mammography programme in Britain resulted in “a
greater awareness of the disease with earlier presentation, smaller tumours, and a
higher local excision rate” (p. 259).

Even if it is only those women whose mammograms identify breast cancer
who benefit from screening mammography, their potential gain is substantial.
The evidence is that the survival rate in women who present with early-stage

treatable breast cancers (Stage 1) far exceeds that of those who present with
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advanced (Stage 4) tumours (Austoker, 1994a). Thus, screening mammography
can prolong life, thereby offering benefit for women who may choose to undergo
screening, which should not be disregarded (Austoker and Sharp, 1991). To help
to place this benefit in perspective, a woman in her fifties has a 1 in 40 chance of
dying of breast cancer and screening can reduce this risk to 1 in 55 (Campbell &
Royle, 1992, p. 18).

Mammography is not ideal. Some cancers will be missed, and some women
will undergo the unnecessary anxiety associated with abnormalities being detected
on their mammograms that are benign. However, it is the best detection system
available to address a significant disease of women. The advantages of the
population-based screening programme in New Zealand eliminate many of the
decisions that women may need to make about the provision of facilities if they
attend private screening clinics. It is clear from the disadvantages outlined above
that the risks of false negative and positive results are directly related to the skill
of the technicians and the quality of the equipment. The importance of the
Waikato and Otago and Southland pilot programmes was to establish that the
government could provide an appropriate level of technical expertise and
dedicated equipment so that women could be assured of a high quality service.
Strict criteria were set in place in the Interim National Quality Standards (1996)
which provide set guidelines for the practice of all personnel involved in the
screening mammography programme. The standards are regularly reviewed by a
multi-disciplinary team to ensure that the contents remain up-to-date. The
programme thus “meets all the criteria of a valuable service which should be
available to all eligible women in New Zealand as part of the general health
service” (Elwood, 1995b, p. 29). There is currently no better available alternative

that provides evidence of benefit.
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CONCLUSION

This chapter has detailed the contextual development of the breast screening
programme in New Zealand, which arose as a result of an ideological shift from a
firmly established welfare model to that of a market model of health care. As
detailed, the health reform process of 1991 was the catalyst in the development of
a population-based breast screening programme which resulted from a political
emphasis on community-based primary health care interventions. As such
interventions were established on a market model which emphasised efficiency;
they were developed to target high-incidence diseases. Breast cancer, which is the
major cause of death from cancer among New Zealand women aged over fifty
years, presents difficulties in controlling a disease for which there is no known
means of prevention or cure; a disease for which the only known risk factors of
increasing age and gender cannot be influenced. The rising incidence of breast
cancer among women in New Zealand, alongside the lack of an identified cure
have meant that a screening mammography programme provides an effective
means of intercepting the development of many cancerous breast tumours.

To encourage a “well” population who are free of symptoms to attend, the
breast screening programme relies on effective communication processes to allow
women to make informed decisions about participation. The role of effective
communication in inviting women to participate in the screening programme is
crucial to the success of the programme, and a number of international studies
have explored various perspectives related to the process. It appears that women
respond more positively to personal approaches such as face-to-face interaction or
telephone conversations, rather than simply to letters of invitation. However,

letters of invitation from the breast screening programmes were an equally or
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more effective means of recruitment than letters from general practitioners in a
number of studies.

Similarly, research related to the ongoing participation of women in the
programme included reference to the influence of communication on the process
of breast screening, which tends to be one associated with varying levels of pain
and anxiety for some participants. However, there is a paucity of research that
addresses the ways in which communication strategies may help to alleviate the
negative association of pain and anxiety for participants. The deficit is most
apparent when considering the needs of cultural minority groups, as the approach
appears to be one of a uniform message for women, who are meant to respond
appropriately.

There remains a polemic debate surrounding the provision of population-
based screening mammography programmes, and it is apparent that as a medical
procedure, screening mammography is not without some level of risk. Also, there
are a number of benefits which participation provides for eligible women.
However, although many medical and para-medical practitioners have entered
into the debate about the level of value provided by the breast screening
programme, there is less discussion about the need to ensure that this information
is provided to women in the community in a way that they are able to make an
informed decision about whether they will participate or not.

It also needs to be recognised that just as the health service exists in a
political, social and economic environment, so too does the communication
process occur within an institutional context. The following chapter will look at
the implications of the environment in which communication occurs within the

provision of the health service in New Zealand.
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CHAPTER 3

LITERATURE REVIEW

The purpose of this chapter is to discuss the theoretical concepts that form a
frame of reference for this thesis. The focus of the discussion is on the influences
relevant to communication that occurs within a health care setting. A breast
screening programme relies on communication at every stage of the process.
Although the communication process takes place within a community programme,
screening mammography is provided as a medical intervention staffed by health
professionals; thus communication occurs within a clinical context. Accordingly
the implications of communicating from a biomedical paradigm will be explored.

In this chapter, I first examine the ways in which health professionals
communicate with target audiences from within the institutionalised biomedical
model that dominated health communication in the past. Second, the increasing
influence of less institutionalised primary interventions, such as models of health
promotion, is introduced. The following discussion examines the significant
influence of the changing socio-cultural context, for example the individualistic
focus of self-responsibility, as a catalyst in the changing communication of health
services. Finally, I consider the implications of communication when a screening
programme is offered to a “well” population to detect cancer; a feared and often

fatal condition.
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COMMUNICATION IN A HEALTH CARE CONTEXT

When interpreting any communication, we “use mediating devices on the
basis of relevant cultural models” (Gesler, 1999, p. 14). The process of
interpretation is determined by one’s social identity as a group member. Kleinman
(1986), a medical anthropologist, argues that health care systems are experienced
from within social, professional and community arenas. This experience helps to
construct distinct forms of social reality for participants. The resulting
communication is thus socially and culturally inscribed, distributed and
interpreted within an institutional framework. As a legitimated institution, health
care stands apart from the community as a basis for interaction. As Drew and
Heritage (1992) explain:

A central theme in research on institutional interaction is that in

contrast to the symmetrical relationships between speakers in

ordinary conversation, institutional interactions are

characteristically asymmetrical. Underlying this research is a

widespread acceptance that ordinary conversation is premised on a

standard of “equal participation” between speakers and that this

standard is departed from in talk in institutional settings (p. 47).

The language of health professionals is distinguishable from that of
“everyday” talk. Different texts associated with professions such as law or
medicine tend to reflect an “order of discourse” (Fairclough, 1993, p. 135) or
communication that is shaped by institutionally available repertoires of associated
experiences and languages, as discussed further in Chapter 4. As a discourse that
constitutes medical language is familiar to health professionals, it soon becomes
commonplace to them. However, it is often wrongly taken for granted that others,

who do not have the same everyday repertoire of experience, will understand it.
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The familiar experiences that inhabit our everyday existence, or “lifeworld”,
prescribe our interpretations and interactions, and thus orient us towards expected
outcomes as Habermas (1988) explains, (promoting the concept of Husserl’s
(1964) “lifeworld” which reflects the everyday, commonly experienced taken-for-
granted social reality). Habermas (1988) defined this in terms of Schutz’s (1970)
“common-sense knowledge” of our everyday existence as follows:

The foreknowledge handed down in everyday language is

intersubjective; in it is constituted the world in which I can take the

perspective of the other. This foreknowledge consists of

prescriptions for what I can typically expect in interaction with

others and in encounters with the natural environment. It also

orients me to the relevance of behaviors and events. Thus the

lifeworld is articulated in culturally determined and differentially

distributed contexts of meaning that circumscribe the scope of

intentionality within which social action can occur (p. 107).

The world of social reality that we inhabit has specific meaning and
relevance for us. We interpret the world that we experience as the reality of our
“common-sense” daily existence (Schutz, 1970, p. 272). Accordingly, Maynard
(1991) explains, as individuals move from home and community to interact with
health care systems they “develop and employ cognitive value orientations that
embody personal and community meanings” (p. 476). As they interact with
health professionals who “use impersonal, objective, and scientific frameworks,
this results in frequent problems of communication” (Maynard, 1991, p. 476).
When communication occurs within an institutional environment where people
typically operate in specialised fields, the rhetoric of health professionals tends to

develop a technical and specialised language that is not only socially constructed
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(Fox, 1993), but also somewhat removed from that of the everyday life of the

broader population.

The scientific rationality of biomedicine

Individuals manage their daily affairs by using a background of
understanding that reflects the social reality of the group and is thus reflected in
the language used (Berger & Luckmann, 1966). However, the significant
progress made in health care in the nineteenth century was firmly established on
scientific principles. This emphasis resulted in a predominant “doctrine of
specific aetiology” (Conrad & Schneider, 1990, p. 145) and the essence of the
dominant western paradigm of the scientific “biomedical model” focused on the
presence of disease and pathology was enduringly incorporated in health care.
Nettleton (1995) explains that the biomedical model is based on five key
assumptions: first, the doctrine of specific aetiology; second, the dualism of
Descartes, or separation of the mind and body; third the belief that the body is like
a machine composed of separate anatomic parts. Consequently, fourth, is the
belief that the body is treated like a machine under “a technological imperative”
(p. 3). Finally, the focus is on biological structures, or “biological reductionism”
(p. 3) that neglects wider social factors.

The “absolute, universal truths” of biomedicine are firmly grounded in the
principles of science and technology and professionalism. The development of
X-ray, the discovery of penicillin and vaccines and improvement in living
conditions in the twentieth century have been part of innumerable advances that
have moved medical knowledge and practice forward at an accelerating rate
(Conrad & Schneider, 1990). Consequently, many of the diseases that were

feared, such as smallpox and tuberculosis, have virtually been eliminated,
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although new challenges in the form of cancer and auto-immune diseases fill the
void. Meantime, the world of biomedicine continues as one that is orderly and
predictable, where an advent of disease-causing viruses or bacteria can be
experimentally surveyed and outwardly corrected. As Kaufert (1988) explains:
“Above all, it is a world which is knowable, but only by those who honour the
rules of scientific method” (p. 331).

Advanced knowledge also underpins the analogous tenet of professionalism
associated with biomedicine. Membership of a profession is not only defined by
a level of complex skill, judgement and knowledge, but also by a fiduciary duty
when the complexity of skill and knowledge which exists in treatment outcomes
cannot be evaluated by the layperson (Freidson, 1994). The formalised roles of
health professionals within the health service are solidified and entrenched in the
bureaucracy developed to provide health care services, employing rules and
procedures for its operation (Atkinson, 1995). Within this bureaucracy, Maseide
(1991) argues that health professionals represent the authority of the knowledge
and skills base which essentially legitimises the institution of health care because
of the underlying need for expertise. Maseide (1991), a medical sociologist,
asserts that the authority of health professionals is “necessary and constitutive”
(p. 545) to provide appropriate health care. Thus, without the unequal distribution
of expertise and authority, the result would be an inadequate health service.

A sociological perspective on health care was first introduced by Talcott
Parsons, whose seminal work provided a structural-functional account of a
number of institutional roles. Parsons (1951) examined the relationship between
doctors and patients and maintained that there were four major components to the
relationship. First, those who are unwell are exempted from the “normal social

role” provided they are not “malingering” (p. 436). Second, they are exempted
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from blame for their malady. Third, this exemption relies on patients having an
“obligation to get well” (p. 437), and as social “actors”, being motivated to act in
accordance with the defined roles in an orderly social system. Finally, they are
obliged to seek the “technically competent” (p. 437) help of the doctor to get well.
In other words, those who are unwell are socially vulnerable, and require the
socially beneficent doctor to validate their current role. In turn, doctors are
legitimised in their central and potent role.

Talcott Parsons (1951), however, ignored the power relationship, describing
both doctor and patient as part of a social system, to which they were equally
subject. According to Parsons (1951), the “physician [was] a technical expert
qualified to help the patient in a situation institutionally defined as legitimate”

(p- 439). The emphasis was purely on technical needs. However, as Foucault
(1980) contends, knowledge and power are inseparable. Just as the power of the
health professional is based on scientific knowledge; in turn, that relevant,
specialised knowledge creates power, which “institutionalizes, professionalizes
and rewards its pursuit” (Foucault, 1980, p. 93).

From a critical philosophical perspective, Foucault (1986) argues that the
development of the scientific discourse and the associated rise of professionalism
of institutional health care were firmly inaugurated on power. He maintains that
the institutional formalisation of health care arose from “the organization of a
politics of health” (p. 273), as the maintenance of health in the population became
a political and economic problem. The organisation of health care was thus
predicated on “an administrative system and the machinery of power” (p. 283).
Governments established hospitals as formalised structures which Foucault (1973)
argued could thus provide surveillance of the population under the “medical gaze”

(p. S1). Foucault (1973) explains that these “intersecting gazes form a network
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and exercise at every point in space, and at every moment in time, a constant,
mobile, differentiated supervision” (p. 31) of the population. The disciplinary
power or hegemony of government was thus exercised through its invisibility.
“It is the fact of being constantly seen, of being able always to be seen, that
maintains the disciplined individual in his subjection” (Foucault, 1977a, p. 187).
Medical staff in hospitals thus provided “medico-administrative” surveillance in
return for “social power” (Foucault, 1986, p. 283). The underlying hegemonic
power of biomedicine was enduringly established.

However, the positivist epistemological assumption that bioscience is
objective and universal has been challenged, and the communication processes of
biomedicine have been central to this challenge. For example, an increasing
ideological emphasis on communicating in the “lifeworld” as the connection
between the biological and the social has increasingly recognised health care as a
socially influenced institution (Auge & Herzlich, 1995). As Habermas (1990)
contends, “Reaching understanding in the lifeworld requires a cultural tradition
that ranges across the whole spectrum, not just the fruits of science and
technology” (p. 18). Attention to individual agency through acknowledging the
experiential knowledge of those who encounter ill-health and the need for
informed consent are just two examples. In this tradition, Garfinkel (1967) put
forward an ethnomethodological perspective which argues that when health
professionals use the voice of scientific rationality, it creates another set of
presuppositions than that of the “lifeworld” of their clients.

Garfinkel (1967) explains that the presuppositions underlying these voices
“do not shade into each other, they produce logically incompatible sets of events”

(p- 276). He continues:
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[S]cientific rationalities can be employed only as ineffective ideals

in the actions governed by the presuppositions of everyday life.

The scientific rationalities are neither stable features nor

sanctionable ideals of daily routines and any attempt to enforce

conformity to them will magnify the senseless character of a

person’s behavioral environment and multiply the disorganised

features of the system of interaction (p. 283).

That is, we must be able to bring to bear from our previous experience knowledge
associated with the use of a specific dialogue. Lupton (1994b) contends that a
health care environment can be strange and stressful:

As the “experts” in the medical encounter, doctors and other health

professionals must advise patients how to behave in the encounter,

direct their bodily movements in clinical examinations, prepare

them for surgical procedures and advise them on behaviours

relating to their health problems and treatment regimes, for as “non

experts” the majority of lay people simply do not know what to

expect or do (p. 118).

Over the past two decades, there have been a number of studies that have
explored various perspectives on the interaction between the lifeworld and the
institution of health, particularly medicine. As Turner (1985) claimed:

The weakness of the philosophy of medicine is that it too

frequently and too glibly separates the question “what is disease?”

from the question “what is the function of medical knowledge in

the context of medical professionalisation?” (p. 208).

Extensive research has been undertaken on interpersonal communication in health

by many, including sociologists, anthropologists and linguists. Although much of
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it has focused on conversational analysis of doctor-client interaction (such as
Cardello et al., 1995; Conlee et al., 1993; Fisher & Groce, 1990 and West, 1990),
the outcomes are equally relevant to other health professionals (Joos & Hickam,
1990). However, much of this body of research tends to be limited to analysis of
types of conversation. As a result, Wodak (1996) contends that many studies
offer “only limited interpretation” (pp. 36-37) of health communication in a wider
context. Fisher (1991) also argues that researchers have “overwhelmingly ...
concentrated on the asymmetry between provider and patient, by an almost
exclusive concern with medical topics to the nearly total exclusion of the social,
biographical context of patients’ lives” (p. 158), which tends to limit the
perspectives of analysis within dyadic interactions.

Atkinson (1995) further points out that there is “a rich diversity of social
action and interaction that escapes the obsessive focus on doctor-patient dyads”
(p- 33). Accordingly, there has been some research on the communication
processes that health professionals use to discuss their patients among themselves
within an institutional framework (such as Atkinson, 1994). An earlier narrative
analysis of the presentation of medical case studies by Anspach (1988) illustrated
the propensity of health professionals to discuss their clients in impersonal,
scientific terms of biomedical “processes” that exist quite independently of
“people” (p. 372). For example, Anspach (1988) argues that the advances in
diagnostic technology further separate patients from health professionals, who
attend more closely to the process of using and interpreting the diagnostic
information, than to the person at the end of the process. As Smith (1993)
contends, although tests are run and examinations carried out, these “stand alone,
separated linguistically from any act by any human being. We do not learn who

examined, tested, or decided” (p. 128).
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Similarly, Frankel (1995) also argues that health professionals are so focused on
the process of solving health problems that they fail to address the needs of clients
in any other context. As a result, they may also overlook indications of a lack of
understanding from those clients, without a domain of shared meaning as “the
concepts, terms and logic of medicine as a bioscience, represent a technical and
specialised language clearly and markedly distinguished from the everyday
language of the lifeworld” (Mishler, 1984, p. 171). For example, Kavanagh and
Broom (1997) demonstrated that although women in their study wanted to be
involved in decision making about their cervical abnormalities, they were not only
confused about the information but also felt unable to question their doctors about
anything that was unclear in the explanations they received.

However, that is not to say that health professionals never talk in the voice
of the “lifeworld” (Silverman, 1987). It is simply that they tend to adopt a
discourse using terminology that excludes lay people whenever it is used without
clarification. In the words of Joos and Hickam (1990):

[A] fundamental purpose of communication in the health care

setting is to transmit information. However the literature shows

that a large proportion of patients do not understand and are unable

to recall what they are told (p. 220).
Despite an increasing emphasis on the importance of involving individuals in
planning of their own health care and treatment (Shackley & Ryan, 1995), in
practice, the tendency is towards scant input from anyone other than health
professionals in their ascendant and regulating role (Cegala, Marinelli & Post,
2000; Entwistle, Sheldon, Sowden & Watt, 1998; Fox, 1993; Gesler, 1999; Grace,
1991; Gubrium, 1980).
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The imbalance of knowledge and power between clients and health
professionals is a common theme which has been identified. For example,
Mishler (1984), borrowing the concept of “voice” from Silverman and Torode
(1980) carried out a narrative analysis of multiple interactions between doctor and
patient, illustrating how the decontextualised “voice of medicine” ignored the
biographical narrative of the “lifeworld” of patients and thus served to lessen the
effectiveness of medical interaction. Medical sociologists and critical
communication theorists contend that health practitioners appear to frequently
restrict the flow of information (Taylor, 1988; Waitzkin, 1985; Wodak, 1997), and
that medical questions, by their placement in the discussion, by their form and
their selective focus of attention, control the content and direction of
communication (Waitzkin, 1989; West, 1990). Communication theorists argue
that health professionals “prefer to communicate to patients rather than with
patients” (Kreps & Kunimoto, 1994, p. 74, emphasis in original). Wodak (1996)
contends that unequal power relations are reinforced by a language that is
“impenetrable and intimidating to patients” (p. 2). The outcome is described by
Wodak (1996) as “disorders of discourse” which

result from gaps between distinct and insufficiently coincident

cognitive worlds: the gulfs that separate insiders from outsiders,

members of institutions from clients of those institutions, and élites

from the normal citizen uninitiated in the arcana of bureaucratic

language and life (p. 2).

The gaps arise because the relevance and appropriateness of information are
defined through what health professionals choose to attend to and ask about
(Anspach, 1988). It has thus been argued from a Foucauldian perspective that

expert domination is the result of a medical discourse which is encapsulated
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within a biomedical model (Armstrong, 1984). Psychologists, Leventhal and
Cameron (1987), describe the roles in the biomedical perspective:

In this framework the patient is likely to be viewed as the recipient

and performer of regimens that are to be accepted and obeyed.

Non-compliance is often seen as the direct result of personality

aberrations of the patient, with little or no emphasis given to the

patient’s understanding of the treatment setting (p. 119).

The outcomes that often result are feelings of confusion, anger and
frustration for participants, because people feel “they [are] not being listened to”
(Jones, 1988, p. 2) as “worlds of knowledge and interests collide with one
another, and those who possess linguistic as well as institutional power invariably
prevail” (Wodak, 1996, p. 2). The sense of impotence that may result is
eloquently described by DiGiacomo (1987) who related her feelings about a
proposed treatment for cancer as

being bullied into accepting more treatment with the most effective

of threats, that I had been made to submit, to comply, through the

strategic manipulation of information (p. 325).

She described a laborious “fight for every piece of information” (p. 323) in her
quest to be recognised by health professionals as a relevant participant in
decisions regarding her treatment.

It has been argued from a critical perspective by Taussig (1980), that health
professionals often fail to take account of the search for explanation and meaning
that typically accompanies even the possibility of ill-health. Consequently,
questions of “why me?” are disregarded. However, within interpretive research,
the native-view paradigm of Geertz (1983) affirms that those questions are an

essential component of how individuals conceptualise and cope with a newly
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imposed reality. How people make decisions about responding to a situation that
may result in negative information is shaped by the ideology of illness produced
in the social context.

Health care systems are experienced within social, professional and

community arenas that help construct distinct forms of social

reality. That is, they organise particular sub-systems of socially

legitimated beliefs, expectations, roles, relationships, and

transaction settings which create a socially legitimated context of

sickness and care, which I shall refer to as “clinical realities”

(Kleinman, 1986, p. 31).

From a sociological perspective, any health communication initiative must
recognise and substantially incorporate the reality of the lifeworld rather than the
clinical. As Turner (1985) contends, ill health is a social incident. He argues that
although there may be highly variable individual manifestations of ill health, they
will be, in part, culturally imposed. Therefore, an appropriate response from
health professionals not only depends on knowledge of cultural understandings
about health and ill health (Turner, 1985), but also needs to incorporate a
willingness to “hear” the person’s own interpretive view (Armstrong, 1984,

p. 743). Although Baruch (1981) contends that people consistently defer to the
opinions of health professionals, alternatively, Gabe and Calnan (1989) and
Calnan and Williams (1992) demonstrated the willingness of both men and
women to participate in decisions about their health care treatment. However,
Posner (1991) argues that the opportunity to do so is infrequent, which means that
for many women, “their health status is defined for them in a way that is

disempowering and unhealthy” (p. 186).
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Conversely, as Fisher (1991) convincingly demonstrated, when health
professionals are willing to provide a non-authoritarian environment which allows
people to express themselves outside the constraints of a biomedical model,
understanding and benefits are enhanced for both. As Greenfield, Kaplan, Ware,
Yano and Frank (1988) found, greater patient participation and sharing of
information between clients and health professionals are associated with better
outcomes. They suggest that their intervention to increase collaboration and client
participation might have improved outcomes by enhancing patients’ feelings of
mastery and control. As Mishler (1984) pointed out, the normative character of
interactions in health settings and a research bias anchored in “the voice of
medicine” create an unnecessary prejudice. He contends that in order to break
free of the bias of a consistently scientific, biomedical interpretation of health, to
open up new perspectives and help to understand how to change a pattern of
misunderstanding, the focus of health professionals must be on the cogency of the

voice of the patient’s “lifeworld”.

SOCIAL INFLUENCES ON HEALTH COMMUNICATION: HEALTHISM AND

INDIVIDUALISM

Health communication is not encapsulated within an institutional context; it
is also inevitably influenced by the socio-cultural environment in which it occurs.
Over the past three decades, in tandem with the changing social, political and
cultural context discussed in Chapter 2, an emphasis on primary health care
interventions has evolved. Neubauer (1992) contends that as well as addressing
issues of the “cost of sickness” (p. 6), this emphasis has also been reinforced
because of a change in disease patterns and the advent of degenerative diseases

throughout the western world. From the beginning of the twentieth century, the
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principal sources of mortality have been shifting from infectious to chronic
disorders. Starr (1982) explains that as cures are found for the epidemics of
smallpox, tuberculosis and poliomyelitis, societies focus more on diseases such as
cancer and heart disease. At the same time, cumulative research has linked
individual behaviour to risk factors in the development of chronic disease
(McLeroy, Gottlieb & Burdine, 1987). The outcome has been the

development of a strong, officially-sponsored ideological

perspective which emphasises the personal responsibility of the

individual citizen in the maintenance of their own health and the

avoidance of chronic disease (Davison, Frankel & Smith, 1992,

p. 675).

Consequently, critical theorists argue that ideas about what defines “health”
have undergone a gradual, though distinct, transition. For example, Crawford
(1980) revealed the emergence of “health” as a significant value which he defined
as the “new health consciousness”, labeled “healthism” (p. 365). His argument is
that the dominance of “healthism” contains moral imperatives which demand
certain behaviours. For example, a moral imperative of self-determination can be
seen in the stance of one of the most forthright biomedical theorists, Knowles
(1990), who argues for a rigidly controlled lifestyle, because “over 99% of us are
born healthy and suffer premature death and disability only as a result of personal
misbehavior” (p. 386). He continues that “the individual has the power - indeed
the moral responsibility - to maintain his own health by the observance of simple
prudent rules of health.” (p. 386).

Under the prevailing discourse of “healthism”, Crawford (1980) argues that
the pursuit of good health has become an end in itself rather than a means to an

end. The maintenance of good health is the responsibility of the individual.
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Thus, any subsequent right to health care becomes mediated by the duty to be
“healthy”. As Skrabanek (1994) contends, “To be healthy is politically correct
and the duty of a responsible citizen” (p. 17). Good health is represented as a
personal, rational choice in which “categories of health and illness have become
vehicles for the self-production and exercise of subjectivities endowed with the
faculties of choice and will” (Greco, 1993, p. 357). Health is defined as an
individual attribute that can be controlled through the way in which individuals
behave or live. As it is “considered ‘good’ to be healthy, and ‘bad’ to be ill”
(Kamm, 2000, p. 251), everyone has a duty to remain healthy. Greco (1993)
explains:

If the regulation of life style, the modification of risky behaviour

and the transformation of unhealthy attitudes prove impossible

through sheer strength of will, this constitutes, at least in part, a

“failure of the self to take care of itself” - a form of irrationality, or

simply a lack of “skilfulness”. The mastery of the self is thus a

prerequisite for health; the lack of self-mastery, accordingly, is a

“disease” prior to the actual physical complaint (p. 361).

Good health, or at least the effort to maintain good health, is now perceived
as a visible sign of attendance at the gym, daily exercise, low fat food in the
supermarket trolley and eight glasses of water a day. As Lupton (1995) argues,
good health is now perceptible through the “lean, taut, exercising body” (p. 71).
The communication of self-responsibility appears to begin at an early age, as
exercise and healthy eating dominate definitions of health as early as primary
school (Kirk & Colquhoun, 1989). The logical outcome, according to Petersen
and Lupton (1996), is that citizenship “emphasises both the rights and the

obligations of individuals to take up and conform to the imperatives of ‘expert’
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public health knowledge” (p. 61). In a capitalist western democracy, health
becomes a capital that has value because incapacity prevents work, thus “health”
becomes relevant as a variable in the rationale of economic enterprise (Pierret,
1993). Fit, healthy individuals are able to produce output, pay taxes and thus have
value as productive, useful citizens. Pollock (1993) contends that this ideology
may explain why it appears that people are more willing to assume some
responsibility for good health when they are well, and take a different attitude
when they suffer from illness. If illness is a result of failing to take due care, then
it follows that it is irresponsible, thus socially unacceptable, to become ill.

It would be difficult to argue against the value of encouraging individuals
towards the benefits of lifestyles that incorporate exercise and healthy eating.
However, as Glassner (1989) points out, there are unfortunate outcomes: “The
physique has become a cardinal sign of the self. ... The information a person
gives off by being fit is meant to be both economically and globally favorable for
the self” (p. 184). Nevertheless, as Greco (<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>