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The communications revolution has created new interactive media.  People’s interaction in this medium can be both positive and negative.  The “I Love You” virus appeared unexpectedly, and caused an estimated $10 billion damage to computers around the world.  This form of information virus is a new phenomenon; it is only in the past few decades that computers have been connected sufficiently densely to allow such rapid spread.


In this new environment, things can cascade from a small initial condition to a massive global phenomenon – witness the changes brought about by the World Wide Web in just 10 years.  


Our health care system is poised for dramatic changes by these forces.  Whether it cascades for the better or worse is a critical issue facing society today.


This new viral form of communication provides both opportunities and dangers for our health.  At first glance, it may seem that information is just bits on a computer screen, far removed from the biology of the computer user.  However, information and communication does have an effect on the individual.  For example:

· Informing healthy volunteers in an experiment that they had just tested positive for a disease caused them to recall symptoms that were said to characterize that disease and to recall more behaviors that were described as risk factors for that disease.

· Patients whose informed consent forms explicitly mentioned possible gastrointestinal side effects had a significantly higher incidence of gastrointestinal symptoms than did patients whose forms did not specifically mention these effects.  Six times as many patients in the former group withdrew from the study because of gastrointestinal distress.

· Instructing persons to attend to evidence of “nasal obstruction” as they breathed induced more symptoms than instructing them to attend to the “free passage of air.”

· Patients who did not know that they were hypertensive showed a threefold increase in days of work missed after diagnosis.

These effects can spread across a population via mass media:

“Tens of thousands of Gulf War vets are now claiming that something they were exposed to in the Gulf is making them ill. Their list of symptoms totals more than 75, with the most common being the classic psychosomatic symptoms ... Yet study after study, including one just released from the National Academy of Science's Institute of Medicine, have showed that Gulf War vets have no more discernible illness than one would expect in a group of that size and age category. 

 
Curiously, virtually none of the sick soldiers complained for the first couple of years after the war. Then reservists began to say they were sick but the active duty soldiers still had no complaints. That's when it hit the newspapers and television, with every news report stating emphatically that the syndrome was real. Suddenly the active duty soldiers were falling ill, too. 

Yet for the longest time the mysterious ailment remained confined to the United States. Why? Because other nation's media weren't covering the topic. When the British press started writing about Gulf War Syndrome, suddenly British soldiers began falling ill.
”

Road Rage


The creation of a name for a problem can serve as a catalyst for the spread of the problem.  For example, the creation of the name “road rage” triggered off a sequence of events that served to spread the syndrome across the public as well as the health professions:


Statistics show that in the period of 1990 – 1996, 250,000 people died in traffic accidents.  218 of them were attributable to enraged drivers, 9/100ths of one percent of traffic deaths.  An Automobile Association of America study concluded that incidents were increasing at the rate of 7% per year.  These numbers do not constitute an “epidemic,” nor is a 7% annual growth rate “alarming” to the extent decried in the media.


The name, however, had media value, and the press heavily promoted it:

· “They are around you, everywhere you drive, waiting to explode…a growing American danger – Road Rage.”  Hugh Downs, “20/20” 1996

· “Forget car phones and sports utility vehicles, the real menace on the roads is drivers who will literally kill to get a parking space.”  Salon, July 1997

· “Fury at the wheel turns frustrated drivers into outlaw Dirty Harrys with a rage for revenge,” People Magazine, Sept 1, 1997

This in turn led to a call for greater specificity and definition. This categorization made it a “real” part of our awareness, even linking it to other newly created categories:

Gary Wood, president of the National Public Safety Learning Centre, which organized the focus group, asked whether road rage should be defined simply as "an uncontrolled display of anger by the operator of a motor vehicle," or perhaps extended to include "as a result of another drivers action (or inaction)." Maybe other clauses should be added, he suggested, such as "resulting in actions that are dangerous or cause injury to persons or property. 

Whatever the definition, he added, it will be crucial to taking the next steps towards calming things down on the roadway. Road rage as criminal behavior, pointed out Human Factors researcher Leo Tasca, does not have its origins in traffic. It takes its place with all the other rages ("Internet rage," "urban rage," "sidewalk rage") as a personality problem with social and legal implications.
Eventually, this lead to even greater scrutiny, and a call to become a named disease, whose cure would become a billable professional activity:

“Dr. Arnold Nerenberg, a psychologist from Whittier, Calif., testified that his survey of 585 drivers had found that 53 percent of drivers had "road rage disorder," which he described as one driver's clearly expressing anger to another at least twice a year. Nerenberg said most people having it were children of drivers who also had it.”

Nerenberg also declared “Road rage is a mental disorder which is contagious,” and called on the American Psychiatric Association to add road rage to its Diagnostic and Statistical Manual of Mental Disorders (DSM). 
  

The ability of a disease to capture the media’s attention has little to do with the severity of the problem.  For example, heart disease, the leading cause of death, receives approximately as much media attention as the eleventh leading cause, homicide.  One of the lowest risks morbidity factors, drug use, received nearly as much media attention as the second-ranked factor, diet and exercise.

In particular, the frenzy of attention paid to road rage eclipsed legitimate public issues.  Drunk driving causes about 85 times more deaths as road rage (about 17,000 vs. 200)
, yet the media coverage touts road rage as the culprit: “Its not drunken or elderly or inexperienced drivers who are wreaking havoc.  Instead, scores of people are severely injured or killed every day by stressed-out drivers who have abandoned civil roadway behavior”
 

“Don’t Litter” vs. “Adopt-a-Highway”


Messages and communications can often have perverse effect, accomplishing the opposite of the speaker’s intention.  Highway engineers found that “Don’t Litter” signs that used to be posted on our highways had a perverse effect: there was more litter after the signs than before them.  The simple message “Don’t Litter” has a rich variety of sub messages and meanings:

1. The existence of the sign indicates that someone expects the travelers to litter.  This has the effect of reminding the traveler that it may be time to litter.

2. Someone has assumed the authority to tell the traveler not to litter.  Does the traveler accept this authority?

3. The word “litter” is a very polite word for something that is generally considered bad.  Is it because this is a normal behavior?

An alternative approach to the “Don’t Litter” signage is the “Adopt-a-highway” model.  Local community members are given the chance to adopt a highway, meaning that they will be responsible for cleaning a section of road.  A sign announcing the adopter’s participation is placed at the beginning of the road.  This approach is an example of positive discourse – emphasizing and building on strengths.  The “Don’t Litter” approach, based on deficit discourse, provides an instructive contrast:

	Don’t Litter
	Adopt-a-Highway

	Negative discourse – focuses on detecting and eliminating problems.
	Positive discourse – focuses on improving strengths.

	Problem solving mentality – find and fix problems.
	Problem dissolving mindset – dissolve problems before they begin.

	Attempt to stop negative behavior
	Announcement of a community member maintaining road encourages positive behavior

	Explicitly mentions behavior to be stopped
	Never mentions littering

	Asserts authority
	Asserts belonging to a community

	Littering is an offense against the authority which put up the sign
	Littering is an offense against a community member

	Creates policy/regulation/enforcement vicious circle.  More signs encourages stronger fines and greater the enforcement, which in turn creates more litter.
	Creates more community in a virtuous circle.  More community works to reduce crime, graffiti, etc. while improving quality of life of neighbors, which in turn creates more community.

	Based on metrics of failure. Signage, enforcement, and deficit-based metrics determine “success”.   
	Since it doesn’t even mention litter, this approach is not even considered in the metrics of the “Don’t Litter” school.  

	Since it doesn’t consider community, this approach doesn’t recognize the major benefit of “adopt-a-highway.”
	Success is reflected in growth of community and positive interaction.

	Tends to create an organization and bureaucracy based on specific problem and specific solution.  They would feel threatened by alternative solutions that disempower this organization.
	Tends to create a self-regulating, self-organizing community mindset that empowers the individual citizen.

	The potential of the “Adopt-a-Highway” approach is not visible from this perspective.
	Community building is thwarted by vicious circle of “Don’t Litter” approach.

	Replaces trust with authority, regulations, and enforcement
	Enables trust


According to the Virginia Department of Transportation:

· Adopt-a-Highway volunteers clean more than 14,000 miles of highways – about 26 percent of the Virginia’s state-maintained roads – and provide the equivalent of roughly $3 million annually in litter-control services to the state. 

· The maintenance cost per mile for Adopt-a-Highway roads is about $40 annually, versus $196 per mile for contracted maintenance. 

· Research has shown that Adopt-a-Highway roadsides are less littered than highways maintained by road crews. 

· Children and young adults who pick up litter with family and friends learn valuable lessons that can lead to life-long environmental awareness. 

· Seeing volunteers at work along the road often makes motorists think twice before carelessly discarding their trash.” 

The adopt-a-highway approach created a spiral of increasing trust, community, and saved money.  The “don’t litter” approach created a spiral of ever-increasing regulation, policing, and enforcement.  For example:

 “The decisionmaker's more narrowly articulated objectives may include: preventing future problems, eliminating the potential for litter or illegal dumps to become problems, educating the public, improving enforcement, facilitating judicial processes, improving implementation, expanding the law, criminalizing the acts, and increasing the penalties.
” 


Much of our health care system can be characterized as moving towards the “don’t litter” style of management.   As such, it is difficult to visualize what an “adopt-a-highway” equivalent to health care would be like.  Things which are highly important to one point of view seem insignificant to another.


For example, the loss of trust between gulf war veterans and the government is a major hindrance to the dissemination of scientific evidence and knowledge.  Anything the government says which does not agree with the advocates of the syndrome will be met with cynical “cover up” charges.  Medical issues become secondary to the mass media and political effects of the loss of trust.

Is Diagnosis a Disaster?


The combination of deficit discourse, mass media, and medicine’s focus on diagnosis brings up the question, is our health care system actually creating the very diseases it is attempting to cure?  In an essay entitled, “Is Diagnosis a Disaster?” Kenneth Gergen argues that this may be the case:

“I find myself increasingly alarmed by the expansion and intensification of diagnosis in this century. At the turn of the century our system for classifying mental disorders was quite rudimentary in terminology and not broadly accepted. However as the century has unfolded, the terminology has expanded exponentially, and public consciousness of mental deficit terminology has grown acute. In the 1929 publication of Israel Wechsler's The Neuroses, a group of approximately a dozen psychological disorders were identified. With the 1938 publication of the Manual of Psychiatry and Mental Hygiene (Rosanoff, 1938), some 40 psychogenic disturbances were recognized. (It is interesting to note that many of the terms included therin, such as paresthetic hysteria, and autonomic hysteria have since dropped from common usage, and some of them - such as moral deficiency, vagabondage, misanthropy, and masturbation - now seem quaint or obviously prejudicial. In 1952, with the American Psychiatric Association's publication of the first Diagnostic and Statistical Manual of Mental Disorders (APA, 1952) some 50-60 different psychogenic disturbances were identified. By 1987 - only twenty years later - the manual had gone through three revisions. With the publication of DSM IIIR (APA, 1987) the number of recognized illnesses more than tripled (hovering between 180-200 depending on choice of definitional boundaries). DSM IV expands the list even further (APA, 1994).

At the present time, one may be classified as mentally ill by virtue of cocaine intoxication, caffeine intoxication, the use of hallucinogens, voyeurism, transvestism, sexual aversion, the inhibition of orgasm, gambling, academic problems, antisocial behavior, bereavement, and noncompliance with medical treatment. Numerous additions to the standardized nomenclature continuously appear in professional writings to the public. Consider, for example, seasonal affective disorder, stress, burnout, erotomania, the harlequin complex, and so on. What, we might ask, are the upper limits for classifying people in terms of deficits?
As these terminologies are disseminated to the public - through classrooms, popular magazines, television and film dramas, and the like - they become available for understanding ourselves and others. They are, after all, the "terms of the experts," and if one wishes to do the right thing, they become languages of choice for understanding or labeling people (including the self) in daily life. Terms such as depression, paranoia, attention deficit disorder, sociopathic, and schizophrenia have become essential entries in the vocabulary of the educated person. And, when the terms are applied in daily life they have substantial effects - in narrowing the explanation to the level of the individual, stigmatizing, and obscuring the contribution of other factors (including the demands of economic life, media images, and traditions of individual evaluation) to the actions in question. Further, when these terms are used to construct the self, they suggest that one should seek professional treatment. In this sense, the development and dissemination of the terminology by the profession acts to create a population of people who will seek professional help. And, as more professionals are required - as they have been in increasing numbers over the century - so is there pressure to increase the vocabulary. Elsewhere
 I have called this a "cycle of progressive infirmity."

Hysteria and the Media 


History is full of examples of psychogenic syndromes.  Showalter
 discusses the recent introductions of chronic fatigue syndrome, Gulf War syndrome, multiple personality disorder, recovered memory of child abuse, satanic ritual abuse, and alien abduction.  


The flow of culturally accepted (and created) syndromes over the years is based on a complex interaction of media, expectations, and culture:

“Hysteria is a mimetic disorder; it mimics culturally permissible expressions of distress.  An Englishman can legitimately complain of headache or fatigue but not that his penis is retracting into his body – a perfectly acceptable symptom in Malaysia or South Asia.  Edward Shorter calls the legitimate symptoms in a given culture at a given time “the symptom pool.”  “By defining certain symptoms as illegitimate,” he writes, “a culture strongly encourages patients not to develop them or risk being thought ‘undeserving’ individuals with no real medical problems.  Accordingly, there is great pressure on the unconscious mind to produce only legitimate symptoms.”


A constant cultural negotiation goes on, of course, over both the symptom pool as a whole and the legitimacy of its contents.  In the nineteenth century, Porter writes, the “visibility of real biomedical neurological disorders,” like limps, paralyses and palsies, the result of birth defects, industrial accidents, alcoholism, venereal disease, and so on, provide a “sickness stylistics for expressing inner pains.”  But many of these symptoms have declined or disappeared in the twentieth century and been replaced by new ones; the quantity of hysterical energy does not decrease, but flows into new channels and takes new names.”


The media today is very active in creating and communicating symptom pools to the public.  Dozens of television talk shows discuss topics which would have been considered taboo or pornographic just a few decades ago.  Radio “shock-talk” shows and the nightly news fill the airwaves with prurient topics that remind us how sick our society has become.  


These images and “symptom pools” fuel a vicious circle of increasing media attention feeding increasing symptoms.  Hysteria becomes a linguistic and communications issue.  “Hysteria is not a disease; rather it is an alternative physical, verbal, and gestural language, an iconic social communication.”


This discussion does not imply that all medical problems are based on hysteria, but rather to point out that the media connectivity and interactivity offered to the public today are capable of producing epidemic-like reactions in the population faster than ever before.  The symptom pool is growing rapidly, fueled by highly marketable commodities – fear, distrust, anger, litigation, and other fruits of deficit discourse.   There are thousands of seeds of progressive infirmity incubating in our society today, and great financial incentives offered to those who cultivate them.  

Flipping from Negative to Positive


Is it possible to reverse the situation using the same dynamics, only for positive benefit?  Rather than a pool of symptoms for disease, could we have a pool of health?  Rather than people dipping into society’s pool of symptoms to express disease, can we create iconic social communication of health?  Can healthy information and behavior be spread in an epidemic-like fashion?  Can the vicious circle of media-driven symptom pools be turned into a virtuous circle of increasing health?


Is it possible to do the health equivalent of moving from “don’t litter” to “adopt-a-highway?”  Is it possible to flip discourse that has been negative to the positive?  There are many examples of negative discourse in health.  For example:

“A self-validating and self-perpetuating cycle of symptom amplification and disease conviction ensues: The suspicion of disease heightens bodily awareness, symptom perception, and distress, and these, in turn, reinforce the belief that the sufferer is sick.

The process of confirmatory bias and symptom amplification operates in each individual sufferer.  It may   also serve as a mechanism for “transmitting” the syndrome from one person to another.  A new syndrome may first appear when a few persons with an unusual or previously unknown or ill-defined medical condition are recognized.  Under the influence of growing medical and public attention, these persons serve as a nidus around which aggregate other persons who have similar symptoms but do not actually have the same underlying condition.  Media publicity, sympathetic physicians, special clinics devoted to the condition, hotlines, litigation, disability compensation, and patient advocacy groups serve as vectors and propel this amplification of symptoms and reattribution of preexisting somatic distress.  This process is mediated by four mechanisms: the belief that one has a disease, negative expectations about the future course of the disease, the sick role, and stressful events.
”


A positive discourse model could flip this with relatively few changes to the wording:

“A self-validating and self-perpetuating cycle of symptom amplification and health [disease] conviction ensues: The suspicion of health [disease] heightens bodily awareness, symptom perception, and wellness [distress], and these, in turn, reinforce the belief that the person is healthy [sufferer is sick.]

The process of confirmatory bias and symptom amplification operates in each individual person [sufferer].  It may also serve as a mechanism for “transmitting” the syndrome from one person to another.  A new syndrome may first appear when a few persons with an unusual or previously unknown or ill-defined health [medical] condition are recognized.  Under the influence of growing medical and public attention, these persons serve as a nidus around which aggregate other persons who have similar symptoms but do not actually have the same underlying condition.  Media publicity, sympathetic physicians and communities, special clinics devoted to the condition, hotlines, [litigation, disability compensation,] and patient advocacy groups serve as vectors and propel this amplification of symptoms and reattribution of preexisting health symptoms [somatic distress.]  This process is mediated by four mechanisms: the belief that one is healthy [has a disease], positive [negative] expectations about the future course of health [the disease], the health [sick] role, and healthy adaptation to stressful events.”

Conclusion


The emergence of technology for interactive communication opens up new opportunities for discourse in health.  In the past, this discourse has frequently been based on notions of deficit and negativity.  It is tantalizing to consider the possibility of flipping this discourse over to the positive, making possible new concepts of health. 
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