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ABSTRACT 

 
Scholars have documented gender inequalities in health care with respect to 

patient marginalization and medicalization. With respect to marginalization, research has 

shown that women patients are treated as “other” to a male norm, treated as though their 

physical symptoms were all “in their head” and addressed in infantilizing ways. Also, 

scholars have pointed out that normal life events for women such as menstruation, 

childbirth, and menopause have been medicalized. Yet marginalization and 

medicalization occur for male patients as well: scholars have observed that men and 

women alike are interrupted by physicians; studies of erectile dysfunction and male-

pattern baldness show that medicalization occurs for men as well as women. Adding to 

the complexity of these subjects is the observation that while scholars often focus on the 

negatives of medicalization such as the potentially stigmatizing effects of the 

medicalization of certain conditions or the possibility of adverse side effects of treatment, 

the medicalization of conditions can also bring benefits to patients, such as welcome 

relief for troubling symptoms. 

While marginalization has been largely studied with respect to the patient-

physician interaction of the clinical encounter, and medicalization has been studied with 

respect to the trend toward medicalization (or less frequently, de-medicalization) of 

specific conditions, there has been very little research of these two topics in the setting of 

the health education programs (lectures) that hospitals offer to the general public. Prior to 

conducting this dissertation I conducted a pilot study of sixteen hospitals in a two-county 
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area. I found that health lectures were offered by the majority of the hospitals in my 

sample, and while most were offered to both sexes, women-only lectures outnumbered 

men-only lectures by approximately ten to one. The advertising for some women’s 

lectures marginalized women, and women’s lectures seemed to cover more medicalized 

topics than men’s. Thus the pilot study indicated both that the offering of health lectures 

to the public represented a significant initiative for most of the hospitals in my sample, 

and that there were observable gender differences in the number of offerings, the range of 

topics offered, and the language used. Yet most of the research that exists relative to 

health lectures addresses them in gender-neutral ways: with respect to either their 

potential contribution to the financial goals of hospitals or their potential to influence 

health-related behaviors of attendees such as the likelihood to get screening tests. There is 

little study with respect to gender similarities or gender differences in marginalization or 

medicalization, or other relevant gender issues, in the advertising or conduct of these 

lectures.  

This dissertation seeks to add to our knowledge of gender issues of health 

lectures, by using multiple research methods to study the lectures offered by twenty-nine 

hospitals or networks of hospitals located in a single geographic area. I attended lectures 

offered to women, to men, and to both; I attended meetings in which hospital staff 

planned upcoming lectures; I interviewed staff members involved in lecture planning; 

and I analyzed the advertising of the lectures, the handouts given to lecture attendees, and 

the men's health and women's health pages of hospital websites. My purpose was not to 

evaluate lectures and associated materials with respect to health-related content, but 

rather with respect to the gendered messages that accompany the health messages.   



 v

Through my research I aimed to answer four questions: 1) Are more lectures 

offered to women than men, and if so, what are the reasons for this gender difference?  

2) Does marginalization occur in lectures and the associated written materials, and if so, 

what are the gender similarities and gender differences in marginalization? 3) What can 

the study of lectures add to our knowledge of medicalization in general, and gender 

differences in medicalization in particular? 4) What other relevant themes emerge during 

the process of conducting this study? 

Consistent with the results of my pilot study, in my dissertation research I found 

that while most lectures were offered to both sexes, women’s lectures outnumbered 

men’s by nearly ten to one. In order to understand the reason that hospitals focus more 

attention on women’s lectures than men’s, I also needed to understand the purpose of 

offering lectures more broadly. Through my interviews, I learned that there were two 

major purposes for offering lectures and other programs to the public: to attract clients, 

and to educate the public on health matters that the hospitals considered timely and/or 

important. While not all hospitals offered gender-specific lectures or other offerings, 

most did. Although a major reason to target women in their marketing efforts was 

because hospitals offered more services to women than to men, interviewees also stated 

that reaching the woman of the family was likely to gain the business of other family 

members as well. A theme that emerged during these interviews, and one which became a 

major finding of this dissertation, is that many of the decisions about women’s lectures 

and other women’s offerings were not based solely on women themselves, but also on 

assumptions about women’s caregiving role of others. Thus, while men were generally 
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marketed to as men, women were often marketed to as mothers, wives, daughters or in 

other caregiving roles.  

Although the information presented in the lectures I attended was sometimes 

delivered in a respectful manner, seventy percent of lecture speakers engaged in some 

form of marginalization. While both men and women were marginalized as patients, that 

is, treated in ways that denied their status as competent adult agents, women were also 

marginalized as women, that is, treated as “other” to a male norm. Additionally, even 

when not specifically engaging in marginalization, some lecture speakers made their 

presentations using partial descriptions, which I define as presenting one interpretation or 

opinion as the interpretation or opinion, despite the fact that other definitions of the 

situation were equally – or perhaps even more – plausible. These partial descriptions 

included such diverse areas as offering positive interpretations of potentially 

embarrassing or uncomfortable screening procedures or treatment; attributing gender 

differences in caregiving to biological causes; and attributing the sources of attendee 

stress to perception (a gender-neutral explanation) or to personality traits (a message 

given to women-only audiences). 

Although some lecture topics fit standard definitions of “medicalization,” some 

topics and marketing methods did not precisely fit either the concept of medicalization or 

of de-medicalization, thus I employ the more general term “blurred boundaries.” In some 

cases, boundaries were blurred between health-related and non-health-related topics, for 

example, when a lecture combined two meanings of the heart by addressing both the 

physical (heart disease) and the symbolic (interpersonal relationships). At other times, 

boundaries were blurred between hospitals and other organizations, for example, by 
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holding a hospital-sponsored “women's health day” at an area church. Consistent with 

general findings in the literature on medicalization, these occasions of boundary-blurring 

happened more frequently for women than men. While some of the gender difference in 

boundary-blurring might be neutral in nature, that is, it may not represent gender 

inequality, this does not appear to be true in all cases. For example, there were gender 

differences in the emphasis placed on physical appearance, which reproduced larger 

societal patterns of placing greater importance on women’s appearance than on men’s. 

Similarly I found that while all examples of men’s nudity were medically instructive, that 

is, used only to demonstrate either anatomy or self-examination procedures, nudity of 

women was used in both medically instructive and non-medically-instructive (that is, it 

unnecessary or even irrelevant) ways. 

The topic of caregiving sometimes represented a blurred boundary of a different 

kind: the boundary between self and others. Caregiving was the topic of both lectures and 

other resources, such as libraries and other health resources listed on “men's health” and 

“women's health” pages of hospital websites. While some caregiving resources were 

offered to both sexes, the vast majority of gender-specific caregiving resources were 

those offered to women. While the information gained from my interviews indicated that 

the purpose of targeting caregiving resources to women was merely to reflect the 

gendered division of caregiving labor, targeting these resources to women also 

symbolically reproduced the gendered division of this kind of labor. Further, when 

lectures and other “women's health” resources were intended to benefit children, 

husbands, and other parties in addition to – and sometimes instead of – women, the 

boundary between self and others was blurred for women in a way that had no real 



 viii

counterpart for men. Thus, although “men's health” almost always did indeed mean men's 

health, and “women's health” often did refer to women's health as well, “women's health” 

was sometimes equated with the health of family members or others in women’s 

networks, rather than with the health of women themselves.  

In summary, there were both gender similarities and gender differences in some 

of the patterns observed during this study. There were two main gender similarities. First, 

women and men alike were marginalized in their role as (prospective) patients that 

denied their status as competent adult agents. Second, both women and men were given 

similar partial descriptions, including positive interpretations of potentially unpleasant 

diagnostic tests or treatment, or attributions of their experience of stress to their 

perceptions.  

There were gender differences as well: women were marginalized as women, that 

is, treated as “other” to a male norm. Women were subject to attributions of their stress to 

personality traits; to positive interpretations of the gendered division of labor; and to 

attributions of this gendered division of labor to biological differences between the sexes. 

The boundaries between health and other topics, as well as between hospitals and other 

organizations were blurred more for women than men. While some of these gender 

differences appear neutral, others represent gender inequalities, as in the example of the 

use of non-medically-instructive nudity of women in written materials. Finally, the 

offering of caregiving resources to women symbolically reproduced the gendered 

division of caring labor, and labeling these resources as “women's health” resources 

blurred the boundaries between women’s health and that of others.      
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These findings have implications for the study of gender in both the health care 

arena and in other settings, particularly the family.  The marginalization of patients 

interacted with the marginalization of women. That is, while both men and women were 

marginalized as patients, a role unique to the health care setting, women were also 

marginalized as women, or treated as “other” to a male norm, a practice that also occurs 

in diverse settings outside of medicine, such as law and the work place. This indicates 

that while the issue of marginalization of men and women patients can likely be fully 

addressed within the confines of the health care setting, it is likely that further study of 

the marginalization of women as women must occur both within the health care setting 

and in other contexts in order for the issue to be fully addressed. 

My findings also indicate that there is potential for greater insight into the topic of 

medicalization by including the study of other forms of boundary-blurring found in 

lectures. Interviewees indicated that the blurring of boundaries between health and other 

topics as well as between hospitals and other institutions represented part of their 

respective competitive strategies, and their responses indicated that these strategies would 

continue in the future. Thus continued study of lectures represents a promising area for 

gaining insight into the advantages, disadvantages, and perhaps neutral aspects of 

medicalization. Further, broadening the concept of medicalization to that of “blurred 

boundaries” reveals patterns such as the relationship between disease topics and female 

nudity that might not be evident when viewing lectures through the narrower lens of 

“medicalization/de-medicalization.” 

Finally, this study revealed how intertwined the institutions of medicine and of 

the family can be for women. On the one hand, the fact that more lectures and other 
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resources were offered to women than men meant that women had more access to health 

information than men. Yet many of the offerings to women were not solely for women, 

that is, some women’s offerings were based on the assumption that women would use the 

information to take care of others’ health-related and non-health-related needs. Whatever 

gender inequality exists in the division of labor of families is something that originates 

outside of the institution of medicine. Yet when caregiving lectures were offered only to 

women, and when lectures included both subtle and strong messages that women should 

take care of others’ needs, this served not only to recognize the gendered division of 

family labor, but to reinforce it. That is, while interviewees indicated that their marketing 

efforts to women were mere reflections of this gendered division of labor, the advertising 

and conduct of lectures served to symbolically reproduce it. This suggests two area of 

future research. First, studies of the gendered division of labor in the home may benefit 

by including various health-related caregiving activities among the family tasks under 

study. Second, although any gender inequality in the division of health-related and non-

health-related labor in the family originates outside of the hospital, hospitals can examine 

what part they play in both reproducing and condoning this inequality in the way they 

advertise and conduct health lectures. 
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CHAPTER 1 

INTRODUCTION 

Scholars have documented gender inequalities in health care with respect to the 

areas of patient marginalization and medicalization. With respect to marginalization, 

research has shown that women patients are treated as “other” to a male norm, treated as 

though their physical symptoms were all “in their head,” and addressed in infantilizing 

ways. Also, scholars have pointed out that normal life events for women such as 

menstruation, childbirth, and menopause have been medicalized. Yet marginalization and 

medicalization occur for male patients as well: scholars have observed that men and 

women alike are interrupted by physicians; studies of erectile dysfunction and male-

pattern baldness show that medicalization occurs for men as well as women. Adding to 

the complexity of these subjects is the observation that while scholars often examine the 

negatives of medicalization such as the potentially stigmatizing effects of the 

medicalization of certain conditions, or the possibility of adverse side effects of 

treatment, the medicalization of conditions can also bring benefits to patients, such as 

welcome relief for troubling symptoms. Despite what has been learned about gender 

differences in both marginalization and medicalization, there remains a good bit that is 

unknown. 

Marginalization has been largely studied with respect to either the patient-

physician interaction of the clinical encounter or the under-representation of women in 

clinical studies, and medicalization has been studied with respect to the trend toward 

medicalization (or less frequently, de-medicalization) of specific conditions. As I will 

discuss below, health education lectures that hospitals offer to the general public 
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represent an area with the potential to yield further insight about marginalization, 

medicalization, and other relevant gender issues. This is because health lectures can 

represent an important marketing initiative for hospitals, and also because there has been 

little study of these lectures with respect to issues of gender.  

Due to the fact that there has been so little study of health lectures with respect to 

gender, I conducted a pilot study prior to starting my dissertation research. In the pilot 

study I gathered booklets (“calendars”) that listed upcoming lectures for sixteen hospitals 

in a two-county area in the eastern United States. The following are the three major 

themes that emerged from the pilot study. First, while most of the lectures in the study 

were offered to both women and men, women-only classes outnumbered men-only 

classes approximately ten to one. Second, women were sometimes described as having 

“special” or “unique” needs, suggesting that their needs might not be as “normal” as the 

needs of men. This treatment of women as “other” to a male norm represents one form of  

marginalization that I will discuss in the literature review below. Third, while most of the 

men’s lectures seemed to focus on more narrowly-defined “medical” topics such as 

cancer, women’s lectures had more variety. While some of the women’s lectures were 

comparable to men’s lectures in that they, too, addressed more narrowly-defined medical 

topics such as cancer, other lectures (in particular, some that were called “women's 

health”) stretched the boundaries of  health. For example, women’s lectures included 

topics such as physical appearance, interpersonal relationships, and stress management 

for brides. Although, as I will discuss below, there is debate about how to define 

“medicalization” (as well as whether medicalization is disadvantageous to patients or not)  

these boundary-stretching topics offered to women-only audiences suggested that in 

health lectures, women’s lives might be medicalized more than men’s.  

The above three themes that emerged from my pilot study indicated that there 

may be significant gender differences in the number and type of lectures offered, and the 

meanings communicated in the advertising of these lectures. Yet to date, lectures have 
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been studied primarily in gender-neutral ways: from either financial perspectives or with 

respect to their potential to affect health outcomes. Thus marginalization, medicalization, 

and other gender issues relative to the advertising and conduct of health lectures have 

been largely unexplored.  

The purpose of this dissertation is to greatly expand the scope of the pilot study – 

with respect to the geographic area studied, the length of time of the study, and the 

number of research methods employed – in order to analyze lectures with respect to 

gender. In contrast to the pilot study, in which I analyzed only the calendar contents (and 

thus only the way the lectures were advertised), in the dissertation research I also did the 

following: conducted interviews with hospital employees who planned the lectures; 

attended lecture/calendar planning meetings; and analyzed hospital websites. Also, I 

attended lectures targeted to women, targeted to men, and open to anyone (and analyzed 

the accompanying handouts) in order to study the way lectures were conducted. 

The focus of my research was not on the health content of the lectures, but rather 

on other messages, including marginalization, medicalization, and other emergent 

themes, that accompanied the health messages presented. I explored both gender 

similarities and gender differences within each of these areas.  

In the next three sections, I will discuss literature relevant to marginalization,  

medicalization, and health lectures respectively. I will follow this review of the literature 

with a discussion of gaps in this literature, a brief discussion of the methodology I 

employed in my dissertation research, the emergence of additional themes, and my 

research questions. I will conclude by discussing the plan of the dissertation. 

Marginalization 

Before discussing the specific contributions of the literature on marginalization, it 

is necessary to discuss a few general points. First, in my pilot study, the type of 
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marginalization that I observed was one in which women’s needs were sometimes 

described as “unique” or “special,” thus implying that women’s needs were not  as 

representative of humanity as men’s. I refer to this as the marginalization of women as 

women, and operationalize this as the treatment of women as “other” to a male norm. As I 

observed in both my data collection for this dissertation, and in the literature to be 

discussed below, I found evidence of another form of marginalization, which I refer to as 

the marginalization of patients as patients. I operationalize this to include any 

words/actions that deny a patient’s status as a competent adult agent worthy of respect. 

This type of marginalization can occur to either women or men patients. Although I 

found no evidence of the following in either my pilot study or my dissertation research, a 

third type of marginalization, the marginalization of men as men is theoretically possible. 

This would be the exact opposite of the first type of marginalization, that is, this would 

involve treating men as “other” to a female norm. 

Second, because there is very little literature that analyzes the details of the 

advertising and the conduct of lectures, either in general or with respect to gender, there 

is no literature that specifically addresses marginalization in these lectures. Thus it was 

necessary for me to draw on literature addressing marginalization in medical settings 

outside of the lecture. A substantial part of my data collection included my attendance at 

lectures. Because lectures involve a health care professional (usually a physician) 

addressing a group of (potential) patients, the lecture can be viewed as a form of patient-

physician interaction. Thus, literature that addresses patient-physician interaction (usually 

within the setting of the clinical encounter or “office visit”) was a major source of my 

literature review of marginalization.  

The ideal type of work for shedding insight on both the marginalization of 

patients (the ways in which men and women are marginalized) and the marginalization of 

women as women (or of men as men, if it were to occur) would be one which did all of 

the following: address the topic of marginalization as a specific subject of inquiry; study 
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both men and women patients; and conduct an analysis of both gender similarities and 

gender differences in marginalization. However, studies rarely did all three of these.  

The following categorization, while quite  general, is helpful in illustrating the 

limitations of the respective bodies of work. First are feminist works, some of which are 

fully devoted to the study of the clinical encounter, and some for which the clinical 

encounter is only a part. Although, as I will discuss below, feminist works, when taken 

together, have documented a wealth of information about the marginalization of women 

within clinical encounters, a limitation of some (although certainly not all) of this 

literature is that many of these works do not study men. In some cases, the study of men 

was not warranted by the topic. For example, in Ruzek’s (1978) study of the women's 

health movement, particularly with respect to the reasons why the movement started, it 

was only women’s dissatisfaction with the health care system – including their reports of 

marginalizing treatment in clinical encounters – that was relevant. Also, in Barker’s 

(2005) study of the disputed definitions of the group of conditions collectively known as 

fibromyalgia, almost all of her patient interviewees were women, because the sufferers of 

the condition are almost exclusively women. In contrast, in some other studies of women 

patients a sample of men patients would have been directly relevant. For example, Davis’ 

(1988) study included only female patients although the physicians in her sample were 

general practitioners, and therefore the opportunity for a direct comparison to male 

patients was possible.   

Some feminist scholars seem to imply that women patients are marginalized only 

because they are women (and, that only women patients are marginalized) for example, 

when Broom (1991) asserts “The power that doctors and medical institutions exert over 

women is symbolic and material” (53).  Yet others (for example Ruzek 1978), while 

restricting their studies to women’s experiences, do offer the possibility that women are 

marginalized both because they are women (the marginalization of women as women) 

and because they are patients (the marginalization of patients as patients). Yet, in 
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women-only works, it is impossible to distinguish the former from the latter. And, of 

course, in these works, there is no way to study any differences in marginalization 

between women and men. 

The second general body of work is what is often called  “patient-physician 

interaction” literature. These studies often involve direct observation of clinical 

encounters (including, in some cases, audiotaping/videotaping and transcribing the 

encounters), interviews with physicians and/or patients, or both methods. This body of 

literature is somewhat the reverse of the feminist literature with respect to its insights 

about gender and marginalization: while feminist studies often explicitly study 

marginalization but do not often study both sexes, the patient-physician interaction 

literature often studies both sexes but only a portion of this work addresses 

marginalization. To give a sense of the scope of the patient-physician interaction 

literature, I offer the following general categorization of the areas of inquiry in these 

studies. The first variable of interest can generally be considered as patient health 

outcomes (Bertakis and Azari 2007; Heritage and Maynard 2006; Heritage and Robinson 

2006; Roter and Hall 2006). These include studies that examine the relationship between 

the style of patient-physician interaction and: the ability of the physician to complete a 

full and accurate diagnosis (Beckman and Frankel 1984); or patients’ full understanding 

of the recommended course of treatment (Stivers 2006). The second category of variables 

can be characterized as business interests of the physician. The purpose in these cases is 

to study the relationship between the physician’s interaction style and: the retention of the 

patient’s business (Smith and Hoppe 1991) or the likelihood of patients to file 

malpractice suits (Robinson 2006). Another example in this category is the study of 

patient-physician interaction in order to propose recommendations for better time 

management of office visits (Greatbatch 2006).  

The third and final category of inquiry is that of marginalization. These studies 

might address either specific words/actions, such as interruptions of patients’ talk (Menz 
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and Al-Roubaie 2008; West 1984) or broader notions of humane treatment (Mishler 

1984). It is this third category that is relevant to this dissertation. Although many studies 

of patient-physician interaction examine the clinical encounter only from one of the 

above three general categories of inquiry, some do overlap. For example, Mishler (1984) 

argues that an increase in humane treatment of patients is directly related to the 

possibility for improved health outcomes. In fact, very few patient-physician interaction 

works examine only the topic of marginalization. In the literature reviewed below, I limit 

my discussion to the topic of marginalization (even when it is only one of many topics 

addressed in a particular study).  

Although I will discuss below studies that compare differences in the 

marginalization of male and female patients, it should be noted that a general limitation 

of the patient-physician interaction literature is that many of these studies do not compare 

male and female patients to each other. Thus, a study may demonstrate examples of 

marginalization of both male and female patients, but not offer analyses of whether the 

marginalization of the sexes differs in frequency or in kind. This appears to be due in part 

to the fact that some works using transcripts offer such extensive analysis of the details of 

the interactions that only a few cases are discussed in each publication. Thus, in these 

publications, there are not enough cases to conduct an analysis of group (such as sex of 

the patient) differences in marginalization.  

In addition to the feminist and general “patient-physician interaction” studies of 

marginalization within the clinical encounter, I will also discuss works that address the 

topic of marginalization outside of the clinical encounter. Some are more similar to the 

feminist works, while others are more similar to the general “patient-physician 

interaction” literature.   

Despite their respective limitations, when combined, the above bodies of literature 

yield important insights that are relevant to the study of marginalization in lectures. In the 

next section I will draw on both feminist literature and the “patient-physician interaction” 
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literature with respect to the topic of the marginalization of (male and female) patients as 

patients. In the second section, I will draw on feminist literature that offers evidence of 

the marginalization of women patients as women. 

Marginalization of patients 

In this section, I focus on five themes of marginalization discussed in feminist 

and/or other studies of patient-physician interaction: mistrust of patients by physicians, 

including the “psychologization” of patient concerns; patient terms of address and 

infantilization; the use of humor; interruptions of talk; and more general forms of 

marginalization.  

Scholars have indicated that women patients sometimes have difficulty in having 

their symptoms taken seriously by physicians. This is particularly true when standard 

tests can not confirm the cause of the pain, or if the symptoms described are vague. Often 

referred to as “psychologization,” this failure to take symptoms seriously is 

conceptualized by Richman and associates as a gender issue, that is, a situation in which 

“female illness is socially constructed as erroneously or disproportionately embracing 

sociocultural contributors” (Richman et al. 2000: 178, emphasis added). The women 

studied by Werner and Malterud (2003) all experienced chronic pain, and some reported 

that their physicians did not take them seriously. In interviews, these women described 

the considerable amount of “work” that they had to undertake in order to become credible 

patients. Women with chronic fatigue syndrome (CFS) (Richman et. al 2000), and 

members of the largely female population of those suffering from fibromyalgia (Barker 

2005) report frustration with having physicians take their symptoms seriously. It should 

be noted that both Richman and associates (2000) and Barker (2005) acknowledge the 

contested nature of the respective diagnoses of CFS and fibromyalgia; nevertheless, their 
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participants’ reports of physicians’ failure to take their symptoms seriously are relevant 

data with respect to psychologization.  

Munch (2004) conducted a review of feminist literature on the topic of 

psychologization, particularly the claim that psychologization of patients occurs more 

frequently for women than men, and found that much of the earliest work on the topic, 

including some general theorizing, was based on anecdotal or other thin evidence. The 

more recent studies of psychologization cited above examined solely or mostly women, 

thus the findings of other works can give additional insight.  An American Medical 

Association task force found that women’s concerns were disproportionately attributed to 

“overanxiousness”: the task force found that the greatest source of diagnostic error in 

women was due to attributing women’s symptoms to overanxiousness; this attribution 

occurred even in the presence of positive test results (Task Force, Ethical and Judicial 

Affairs, American Medical Association 1991, cited in Elderkin-Thompson and Waitzkin 

1999). 

While psychologization represents one specific type of doubt about patients, that 

is, the belief  that their pain or symptoms are “in their head,” there is evidence that a 

sense of doubt or suspicion that doctors hold toward patients is even more diffuse. That 

is, the following works suggest that physicians hold suspicious attitudes about patients 

that might not be revealed when scholars either directly observe clinical encounters or 

interview patients about these encounters. Donnelly (1997) draws from his experience as 

a physician in discussing the language used in case studies. He states that while the 

language used to describe physicians’ accounts employed factual terms such as “observe” 

or “find,” the language used to describe patients’ statements employed a language of 

suspicion such as “claims,” or “denies.” Tierney (2004) found a similar result while 

observing case presentations. Although patient demographic information such as marital 

status was considered to be factual, this was not true for all types of patient information: 
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[W]hen a patient’s sexual activity or drug, tobacco or alcohol use was 
mentioned, these were reported in the form of denials, unless of course the 
patient admitted to risky sexual practices or consumption of dangerous 
substances. For instance, instead of saying, “Patient X doesn’t smoke,” the 
usual formulation of such information would be, “Patient X denies 
smoking” (Tierney 2004: 285). 

While neither Donnelly nor Tierney specifically addresses gender, it appears from their  

respective works that the language of suspicion occurred for both male and female 

patients: Donnelly drew on his experience as a physician while discussing the language 

of case studies, and when Tierney pointed out the language patterns he observed to a 

physician in his study, the fact that the physician considered this language to be taken for 

granted indicated that it is was likely used with respect to both male and female patients.  

Similarly, Aull (2005) and May and associates (2004) note the differences in language 

used to describe what the respective parties to the clinical encounter “know”: for 

physicians, this is considered knowledge, while for patients, it is considered mere belief. 

In sum, although physicians seem to engage in psychologization or other forms of 

suspicion more often with women patients, suspicion about men patients occurs as well. 

Also common to both feminist and other scholarship are the overlapping topics of 

forms of address and patient infantilization. Ruzek (1978) discussed women’s reports of 

being called by their first names or by terms such as “honey” by their physicians. Todd 

(1989), Beck (1997), and Feldman (1999) provide evidence that this manner of 

addressing women patients has continued to occur. Todd (1989) found that gynecologists 

sometimes admonished women to be “good girls” and referred to birth control pills as 

“happy pills.” Ehrenreich (2001), in describing her experience of been diagnosed with 

cancer, discusses the gendered nature of the “infantilizing trope” of breast cancer. This 

was exemplified in pink teddy bears, as well as in the distribution to breast cancer 

patients tote bags that included a supply of crayons. Regarding the latter, she muses, 

“Certainly men diagnosed with prostate cancer do not receive gifts of Matchbox cars” 

(47). By contrast, West (1984) found that with male as well as female patients, some 
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doctors introduced a status hierarchy into clinical encounters by introducing themselves 

by title and surname, but addressing the patient by first name.  

Scholars argue that another way in which physicians create a status hierarchy is in 

their use of humor. In his opinion piece, Witkin (1999) cautions that using humor runs 

the risk of either minimizing the seriousness of patients’ situations or of reinforcing 

patterns of dominance. The empirical work of other scholars indicates that this can indeed 

be the case. In this excerpt from her field notes, Todd (1989) recounts her observation of 

a male gynecologist performing a breast exam. After neither the patient, the medical 

assistant, nor Todd herself laughed after the physician made a joke about the size of the 

patient’s breasts, the doctor repeated the joke:  

He slowly and measuredly started talking while looking around at each 
one of us. “I said, this is all girl.” At this point the patient smiled warily, 
the medical assistant chuckled, and I smiled. With our responses the 
doctor’s good humor returned…” (Todd 1989:62, emphasis in original). 

Todd interprets the doctor’s repeat of the joke as an assertion of power, stating that he 

both “demanded and received acquiescence.” Pizzini (1991, cited in Ainsworth-Vaughn 

1998) found that gynecologists used humor to stop patients from talking. By studying 

only encounters between gynecologists and patients, neither Todd (1989) nor Pizzini 

(1991) can offer any evidence of whether humor is used any differently for male patients. 

By contrast, West (1984) studied both men and women. She interpreted  physicians’ use 

of humor, as well as their ignoring patients’ attempts at humor, as an attempt to establish 

an hierarchy. She notes that while both patients and physicians often  declined each 

others’ “invitations to laugh” physicians did so more frequently, declining to laugh at 

nearly all patients’ attempts at humor.1 This was true for both men and women. 

 

1 Although West’s (1984) interpretation of the failure to laugh as declining to laugh 
implies some level of performance (rather than spontaneous reaction), it is also possible 
that physicians laughed less frequently than patients simply because physicians were 
more skilled than patients at making jokes. Yet the fact that her interpretation is 
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 As discussed above, while some scholars analyze numerous transcripts during the 

course of their research, they sometimes limit their discussion in their publications to 

detailed analyses of only a small portion of the cases they studied. Thus, when some 

scholars present transcripts documenting the use of humor by physicians, it is sometimes 

impossible for the reader to determine how common this particular action is. Despite the  

fact that the frequency of occurrence can not be determined from the data presented in the 

following works, it is worth noting these examples: Beck (1997) discusses a physician’s 

teasing; Waitzkin (1991) notes a physician’s repeated use of “dark humor;” Boyd and 

Heritage (2006) note a physician’s joking in response to a patient’s taking a moment to 

recall whether she still had her gall bladder.  

Another area of inquiry has been the topic of interruptions or the ignoring of talk. 

While some scholars have studied interruptions primarily with regard to how they may 

affect health outcomes, for example, interrupting patients while they provide information 

needed to make a full and accurate diagnosis (Beckman and Frankel 1984), others have 

studied interruptions in the general context of marginalization. Mishler (1984, 2005) and 

Waitzkin (1991) discuss how physicians’ interruptions of patients’ discussions of the 

social factors surrounding their conditions serve to render these factors – which clearly 

have significance to patients – as irrelevant. Ainsworth-Vaughn (1998) describes certain 

interruptions of patients’ talk by physicians as “ violating a significant right of speakers, 

namely the right to finish your point when you have the floor” (44). West (1984) 

measured the number of interruptions of both parties to the clinical encounter, and found 

that physicians interrupted patients twice as often as patients interrupted physicians.  

Todd (1989) found that physicians would ignore statements made by patients,  and 

subsequently change the subject.    

 
consistent with that of other scholars who interpreted physicians’ use of humor as 
inappropriate, even dominating, indicates that her interpretation is likely correct. 



13 13

Other studies of patient marginalization have been more general in nature. For 

example, Mizrahi (1985) found that under great time constraints characteristic of work of 

interns and residents, young doctors would develop contempt for their patients, as 

expressed in what was called a “get rid of patients” (GROP) attitude. Elderkin-Thompson 

and Waitzkin (1999) conducted a review of research on the effect of gender on 

communication in clinical encounters. They report the results of a survey of 2525 patients 

undertaken by the Commonwealth Fund (Commission on Women's Health 1993). The 

survey showed that while both men and women reported being talked down to in clinical 

encounters, women reported this more frequently than men (25 percent and 12 percent, 

respectively). 

In summary, while research reveals that many types of marginalization have been 

shown to occur with both male and female patients, it does appear than women are 

marginalized more frequently than men. Despite their contributions to the topic of patient 

marginalization, the above-cited studies can not explain why women seem to experience  

marginalization more frequently than men. Studies of the marginalization of women as 

women can add some insight. 

Marginalization of women as women: “other” to a male norm 

In addition to studying the marginalization of women (and men) during the 

patient-physician interaction of clinical encounters, scholars have studied other 

marginalization of women in medicine or, more broadly, in science (Harding 1986). 

Scholars have provided some evidence that the marginalization of women patients in 

patient-physician interaction is indeed due, at least in part, to the fact that women patients 

are women. Studies have also indicated that there is a broader pattern within the health 

care system of treating women as “other” to a male norm. 
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Some scholars (Birke 2003, Petersen and de Bere 2006) argue that the 

marginalization of women in medicine is due in part to the historical domination of the 

field by men.  Davies (2003) argues that it is not just that medicine is numerically 

dominated by men, but also that male doctors epitomize what Connell (1995) calls a 

“hegemonic,” or culturally dominant, form of masculinity. Davies argues that the traits 

considered exemplary among doctors involve both “doing dominance” and expecting 

others to perform reciprocal acts of “doing deference” (West and Zimmerman 1987). 

That is, it is not just that most doctors are men, but also that the exemplary doctor is one 

who encompasses a highly prestigious, highly dominating form of masculinity. 

Zimmerman (1987) asserts that this numerical domination by men leads to “male 

centered thinking, whether from men or from women” (443), thus the existence of 

women physicians does not assure that women patients will not be marginalized with 

respect to men. Although there are many studies that compare the communication styles 

of male and female physicians, few compare marginalization variables, and of these, it is 

usually interruptions of patients’ talk that is compared. While West (1984) found that 

male physicians interrupted patients more than their female counterparts, the number of 

cases examined was quite small. In Roter et al.’s (2002) meta-analysis of physician 

gender and communication style, there were no significant differences found between 

male and female physicians’ interruptions of patients. More recently, Menz and Al-

Roubaie (2008) likewise found no significant differences in interruptions of patients.  

One of the major areas of inquiry of the marginalization of women in medicine is 

the practice of under-representing women in clinical and other studies. Auerbach and 

Figert (1995), Cattell (1996), Hamilton (1996), Krieger and Fee (1994), Rosser (1994, 

2002), Scott (2000), and Stanton and Gallant (1995) are among numerous scholars to 

document the history and/or analyze the practice of excluding or otherwise under-

representing women in clinical studies. While one topic of analysis is the effect this 

practice can have on health outcomes, for example, the fact that results from male-only 
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studies might not apply to women (Scott 2000), another focus is the symbolic 

marginalization of women.   

Although scholars generally agree that the fact that men have held a 

disproportionate share of the major research positions has had a direct impact on the 

under-representation of women in clinical studies, they disagree to some extent on how 

the former resulted in the latter. Rosser (1994, 2002) argues not only that this 

“androcentric bias” is indeed due to an ideology of women as “other” to a male norm, but 

that this ideology continued even after women were included in studies (Rosser 2002). 

For example, when women were included in studies related to heart disease, they were 

matched in age to cohorts of men, despite the fact that women generally experience heart 

disease at later ages than men.  While potentially adverse affects of pharmaceuticals on 

women’s childbearing potential were sometimes given as a rationale for excluding 

women from clinical trials, Hamilton (1996) notes that even celibate, postmenopausal, 

and infertile women were excluded from these studies. Further, Cattell (1996) notes that 

one longitudinal study that aimed to define normal aging did not include women until 

twenty years into the project. A common theme of these scholars, then, is that the under-

representation of women was due, at least in part, to men’s bodies being treated as the 

norm to which women were compared. Others offer a somewhat different view. 

Auerbach and Figert (1995) argue that men, like any group, may be more interested in 

studying problems that affect their own group. This self-interest does not necessarily 

imply a view of women as “other.” Krieger and Fee (1994) argue that women were not 

excluded from trials because male bodies were considered the norm and that studies of 

men would apply to all, but rather that researchers and physicians were generally only 

concerned with the health of women with respect to their reproductive health. Regardless 

of the contrast in theories with reference to whether the ideology of woman as “other” 

caused the under-representation of women, the effect of these practices is symbolic 

marginalization of women, that is, when males are used as the standard human.  
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The ideology of woman as “other” is evident in other practices within medicine. 

Ruzek (1978) reports that the male body was used as the “generic” human body in 

medical texts, and that in medical school classes, patients were often referred to using the 

“generic he”—except when the condition was psychogenic in nature. Benderly (1997) 

points out that this bias also creeps into naming fields within medicine: “[T]he name of 

the medical specialty that studies female reproduction, gynecology, means ‘science of 

woman’ in Greek. No corresponding specialty of ‘andrology’ studies the distinctive 

reproductive features of men” (6).  

Thus, the ideology of women as “other” to a male norm is woven throughout 

various topics and practices in medicine. It should be noted that the ideology of women 

as “other” to a male norm is not limited to the medical setting. Donovan (2000), and 

Petersen (1998) make similar arguments with reference to liberal theory2 in which men 

are associated with the normal/dominant/developed side of dichotomies and women, with 

the other/inferior/underdeveloped side. Similarly, Acker (1990) and Pateman (1988) 

argue that the assumption of maleness is built into the seemingly gender-neutral terms of 

“worker” and “citizen,” respectively. As Mac an Ghaill and Haywood (2007) succinctly 

note, men occupy an “unmarked generic position in the social order” from which women 

are considered to deviate (232). Thus, patterns of marginalization of women observed by 

scholars of the medical setting are evidently part of a much wider pattern of 

marginalizing women. Yet, although the ideology of women as “other” to a male norm is 

not limited to the medical setting, it takes unique forms in this setting, for example, when 

men’s reactions to drugs or men’s ages of greatest heart disease risk serve as the standard 

in clinical studies. 

 

2 This is not to argue that the ideology of woman as “other” is limited to Western thought, 
but rather that this ideology is much broader than what is expressed in the medical 
setting. 
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In summary, combining the research on the marginalization of patients with 

works on the marginalization of women patients as women indicates that women are 

indeed marginalized for both reasons. Research on patient-physician interaction has 

demonstrated the many ways in which both men and women are marginalized as patients, 

although in some cases this marginalization occurs more frequently for women than men. 

Other scholars have offered evidence that women patients are marginalized as women, 

when they are treated as “other” to a male norm. Despite the insights gained from these 

various studies, the marginalization of women and the marginalization of patients have 

not been fully teased apart. Further, research on men's health is relatively scant compared 

to that on women’s health. Thus, the possibility exists that some of the marginalization of 

male patients is due to their being marginalized as men, that is, treated as “other” to a 

female norm3. However, more research is needed in order to determine this.  

Gender and medicalization 

Medicalization has several definitions (some of which I will discuss below), but 

can generally be thought of as defining in medical terms a topic that could be (and often 

previously was) defined using a different framework. While some scholars point to 

isolated examples of demedicalization, such as the case of homosexuality (Rosenberg 

2006), and others argue that a trend toward demedicalization has been occurring (Fox 

 

3 Research has shown that men engage in fewer health-promoting behaviors and more 
risk-taking behaviors than women (Waldron 1995). Scholars of men's health (Courtenay 
2000; Sabo and Gordon 1995) have noted that masculinity is often implicated in these 
behaviors, implying that femininity is considered the “norm” with respect to health 
behaviors. However, whether men's health behaviors are in fact marginalized (treated as 
“other” to a female norm) within the clinical encounter is yet to be determined.    
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1977), scholars generally agree that medicalization is on the increase rather than the 

decline (Clarke et al. 2005; Conrad 2005).   

One issue central to the topic of medicalization is that as various conditions 

become medicalized, people are treated with potentially harmful pharmaceuticals or 

surgical procedures. Thus one debate in the field has been whether “medicalization” 

should refer only to cases in which actual medical treatment is involved. Davis (2006) 

argues that the term “medicalization” should be limited to cases involving actual 

treatment. He references an asymmetry in Conrad’s (1992) use of the terms 

“medicalization” and “demedicalization”: “Demedicalization requires a change in both 

definition and treatment, while a change in definition or treatment was enough to 

constitute medicalization” (Davis 2006: 55, emphasis in original). Davis is correct in 

pointing out this asymmetry, and if the only purpose of a study is to examine potential 

effects of treatment, the case can be made to define “medicalization” as necessarily 

involving treatment. Yet, generally, the term is used in a broader sense. For example, 

Zola’s (1972) definition of medicalization includes practices as broad as the use of 

medical metaphors in non-medical areas of life, and Conrad (2000) argues that 

medicalization does not necessarily have to involve medical treatment. Also, as I will 

discuss below, medicalization can involve stigma, an effect that is not captured when the 

term is used only to refer to treatment. In light of the fact that the topic of medicalization 

is relevant to lectures, and that the lectures I studied, by definition, involve no 

administration of treatment, in this dissertation I employ a broad definition of 

“medicalization” consistent with that of most scholars of the field.  

Scholars (for example, Purdy 2001) have noted that, traditionally, sociological or 

other social-scientific studies of medicalization have focused on the negative 

consequences of medicalization. When a condition is medicalized, it can hold symbolic 

meanings for all members of the group with the condition, including members of the 

group who do not undergo treatment. These symbolic meanings can involve stigma. For 
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example, Conrad (2007) argues that with the emergence of the diagnostic category of 

social anxiety disorder, shyness came to be viewed as “out of the range of normal human 

behavior” (150). The medicalization of pre-menstrual syndrome (PMS) has been met 

with a great degree of controversy. Its inclusion in the American Psychiatric 

Association’s Diagnostic and Statistical Manual of  Mental Disorders (DSM) gives a 

psychiatric, and thus stigmatizing, label to PMS. Thus scholars raise the concern that the 

medicalization of PMS can stigmatize women as a group. Markens (1996) points out that 

feminists are concerned that “as premenstrual syndrome gains legitimacy, women will be 

seen as emotional, irrational, and unreliable…” (42). Similarly, Lorber and Moore (2002) 

raise the concern that the application of a psychiatric label to PMS might spread to 

women as a group, so that women in general are seen as unfit to carry out, for example, 

prestigious positions in the workplace. For example, Chrisler and Caplan (2002) found a 

tendency for people to informally “diagnose” women as having PMS. Thus, the stigma 

involved with medicalization can accrue not only to those individuals undergoing 

treatment, but to other members of their respective groups.  

Both the possibility of over-treatment and the potentially stigmatizing effects of 

medicalization are of concern to feminist scholars, due to the fact that women’s bodies 

and natural processes have been medicalized in a number of ways. Not only has PMS 

been medicalized (Chrisler and Caplan 2002; Figert 2005; Lorber and Moore 2002; 

Markens 1996), routine menstruation has been medicalized as well (Martin 1987; Olnas 

1998), thus the stigmatizing effects of medicalization can extend to nearly all adolescent 

and adult women. Similarly, scholars raise concerns about the medicalization of 

childbirth (Cahill 2001; Campbell and Porter 1997; Martin 1987).  

Although Meyer (2003) asserts that menopause, with its cessation of menses and 

decline in estrogen levels, is not itself a disease, it has been labeled “estrogen deficiency 

disease” (Lorber and Moore 2002; Meyer 2003). Similarly, Murtagh and Hepworth 

(2005) assert that menopause has been characterized as “a disease state that is the cause 
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of other disease states” (277). Meyer (2003) offers an argument that parallels that of 

critiques of the medicalization of PMS: that defining menopause as a deficiency marks all 

menopausal women, whether they undergo treatment or not, as defective. However, 

Murtagh and Hepworth (2005) note that, partly due to feminist scholarship, the medical 

definition of menopause is gradually changing from a disease in itself to a mere risk 

factor for diseases such as osteoporosis or heart disease. It remains to be seen whether 

this distinction between menopause as a disease itself and a mere risk factor continues, 

and whether this relatively demedicalized definition of menopause results in a 

corresponding loss of stigma for menopausal women.  

Scholars have demonstrated that processes unique to the male body have become 

medicalized as well. These include male pattern baldness (Conrad 2007; Scymczak and 

Conrad 2006), erectile dysfunction (Loe 2004, 2006; Wienke 2006), and “andropause,” a 

drop in testosterone level that is linked to aging (Conrad 2007; Scymczak and Conrad 

2006). Although not unique to the male body, the “type A” personality largely associated 

with career-oriented and driven men has been medicalized with respect to its link to heart 

disease (Riska 2004). Although these studies indicate that men’s bodies, or in some cases, 

stereotypical masculine traits, have been medicalized, there is some debate as to whether 

men are medicalized to the same degree as women. At first glance, this does not appear to 

be the case. For example, much of the research on the medicalization of processes unique 

to the male body such as erectile dysfunction and andropause shows that it is often the 

aging male body that is medicalized. This is perhaps most directly comparable to the 

medicalization of the aging female body, specifically, the medicalization of menopause. 

By contrast, the medicalization of PMS and childbirth occurs much earlier in the life 

cycle, and the medicalization of even routine menstruation medicalizes almost all women 

of child-bearing age. It appears, then, that the medicalization of men does not have the 

same scope as the medicalization of women. Thus, Lorber and Moore (2002) suggest that 

the medicalization of men might not carry the same level of stigma as the medicalization 
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of women. Research to date suggests that the medicalization of men has neither the 

scope, nor perhaps the same meanings, as the medicalization of women.  

However, Rosenfeld And Faircloth (2006) note that the fact that there is relatively 

little research on the medicalization of men compared to the medicalization of women 

does not necessarily imply that men are medicalized to a lesser degree than women. 

Rather, they point out that while medicalization of women has been a topic of scholarship 

for more than thirty years, research on the medicalization of men was quite scant prior to 

beginning of the 21st century. Thus, they argue, at this relatively early stage in the study 

of medicalization of men, it is too early to determine conclusively whether the 

medicalization of men differs either in scope or in meaning from the medicalization of 

women. Further research is needed. 

Gender issues of medicalization are not limited to processes unique to either the 

male or female body, nor to personality traits, such as the type A personality, discussed 

above, that are more common in one sex or another. One example relevant to the lectures 

I studied is the medicalization of physical appearance. For example, although Luciano 

(2001) documents a trend among American men toward an increasing focus on physical 

appearance, eighty percent of cosmetic surgical procedures are performed on women 

(Conrad 2007). Jacobson (2000) notes that the term “hypomastia” was created to refer to 

small breasts, thus medicalizing variations from a socially constructed ideal breast size. 

Unlike menstruation, menopause, or erectile dysfunction, physical appearance is a topic 

not unique to one sex or the other. Yet it is medicalized to a greater degree for women 

than men, mirroring the greater emphasis put on women’s appearance than men’s in 

contexts outside of the medical setting.   

Despite the disadvantages of medicalization discussed above, medicalization can 

have benefits as well, a point that has been recently receiving greater attention. Conrad 

(2007) notes that even his own previous work has focused primarily on the negatives:  
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While much writing, including my own, has been critical of 
medicalization…and the analytical emphasis has been on over-
medicalization and its consequences, assumptions of over-medicalization 
are not a given in the perspective (Conrad 2007:5).  

Richman and associates (2000) and Barker (2005) make this point with the diagnostic 

categories of CFS and fibromyalgia, respectively. Medicalization can result in the 

discovery of forms of treatment that offer relief to patients suffering from symptoms. And 

medicalization, interestingly, can address psychologization as well. Whereas people 

suffering from the diffuse symptoms of CFS and fibromyalgia have historically been told  

by physicians that their problems were “in their heads,” reframing these two problems as 

medical conditions has “legitimized” these patients’ complaints.4 Also, as Ferguson and 

Parry (1998) and Lorber and Moore (2002) note, for those patients desiring treatment, 

medicalization, specifically a medical diagnosis, is necessary for some types of insurance 

reimbursement.  

The advantages of medicalization are relevant to some gender-specific topics. 

Both Garry (2001) and Purdy (2001) point out that, along with any disadvantages with 

respect to the marginalization of women that may occur with the medicalization of 

childbirth, having delivery attended by medical staff can provide important health-related 

benefits to both mother and child. While Purdy agrees that medicine tends to define 

pregnancy and other “normal events in women’s lives…as pathological and requiring 

medical attention” (p.249), she also acknowledges that, in some cases, medical assistance 

during delivery can avoid serious consequences, including death. Also, while some 

feminist scholars directly oppose medical definitions, feminist and medical agendas do 

sometimes overlap. For example, while PMS is acknowledged as a “medicalized” 

condition, scientific research on the physical symptoms associated with  PMS can be 

 

4 This is not to argue that these patients’ symptoms were any less “legitimate” prior to 
being named as CFS or fibromyalgia, but rather that in the absence of an existing disease 
category, people’s reports of symptoms are sometimes psychologized.  
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conducted in a way consistent with feminist principles, that is, of taking women’s reports 

of these symptoms seriously (Figert 2005; Taylor 2006). These scholars demonstrate the 

need for a more nuanced perspective on medicalization, in which potential advantages as 

well as disadvantages are analyzed. 

Health lectures  

Most of the research on health lectures is gender-neutral in nature. Areas of 

analysis include the potential for lectures to increase market share and/or revenue (Liu 

1992), the potential for lectures to enhance the general goodwill of the offering hospital 

(Liu 1992), and the potential health benefit to the community independent of any 

financial gain to the offering hospital (Baron et al. 2008; Boscarino and Chang 2000; 

Palmeri and Ewing 1993).   

The gender-specific research on health lectures is generally limited to analyses of 

the benefits of offering women’s lectures as part of larger hospital initiatives to target 

women in their marketing. Hospitals have a number of reasons to target women in their 

efforts to increase market share or profitability (Egger 2000; Friedrich and Witt 1995; 

James 2000; James and Boeke 2000; Kaszuba 2000; Liu 1992; Weisman et. al 1995). 

First, women use hospital services more frequently than men. While a substantial portion 

of the difference in usage is for obstetrics (Egger 2000), women use more hospital 

services than men even when obstetric services are excluded (Case and Paxson 2005). 

Women outnumber men in old age, a time in life when people are most likely to be sick 

and to desire health care services (Alpern 1987; Kaszuba 2000; Mansnerus 1997; 

Tsuchiya and Williams 2005). Thus one reason hospitals target women is because women 

have more reasons than men to use their services. 

Yet hospitals also target women because they are generally believed to make the 

majority of health care decisions for the family (Alpern 1987; Battistini 1999; Egger 
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2000; Kaszuba 2000; Liu 1992; Weisman et al. 1995). Thus if hospitals market 

successfully to women, they may gain the business of other family members as well. 

Alpern (1987) points to the rising divorce rate, and the fact that women are more likely 

than men to have custody of their children, as one reason for women taking this decision-

making role. Women make referrals to other adults as well (James and Boeke 2000). 

Also, women may act as the health information “gatekeepers” for others, providing health 

information to their families (Kaszuba 2000), and sometimes, to others outside of their 

immediate families (Harris and Wathen 2007). Thus, marketing to women can involve 

gaining clients, or improving the health of parties, other than the women who are directly 

targeted. Health lectures are included among some of these efforts targeted to women 

(Battistini 1999; James and Boeke 2000; Liu 1992; Weisman et. al 1995).  

In sum, the literature on health lectures is very limited with respect to gender. The 

study of gender differences is limited to discussion of how offering lectures to women 

can fit into previously established strategies to target women more broadly. Thus gender 

similarities or differences in marginalization, medicalization, or other relevant issues in 

either the advertising or conduct of the lectures are unexplored. Further study of lectures 

is needed in order to gain insight into these areas. 

Research design and objectives 

My pilot study suggested several themes with respect to hospital-sponsored health 

lectures, and existing literature on each of these themes reveals gaps in our knowledge. In 

order to study gender and lectures, and thus to contribute to existing knowledge, I 

employed a research design that included content analysis, participant observation, and 

interviews. I analyzed the contents of all calendars offered for a one-year period by 

twenty-nine hospitals or networks of hospitals in a five-county area in the eastern United 

States. I also analyzed specific “women's health” and “men's health” web pages of those 
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hospitals in my sample with these pages. I attended lectures, as well as meetings in which 

hospital employees planned their upcoming lectures, and conducted interviews with 

hospital staff. This mix of research methods allowed me to study lectures with respect to 

the three themes discussed above. 

First, studying the calendar listings for all hospitals within this geographic area 

for one year enabled me to analyze the ratio of women’s lectures to men’s, as well as the 

number offered to both sexes. Interviewing a sample of the hospital employees involved 

in planning the lectures, combined with my attendance at lecture planning meetings gave 

insight into their decision-making processes with respect to when they did – and did not – 

target lectures to one sex or the other.  

Second, despite the fact that some elements of the marginalization of patients 

have been teased apart from the marginalization of women, more research is needed to 

add to our knowledge of the two. My study of lectures and associated written materials 

allows me to add to our knowledge of marginalization in two ways. First, because I 

observed lectures for women, for men, and for both, I was able to observe the manner in 

which physicians and other health care professionals spoke to their audiences, and 

specifically to observe both gender similarities and gender differences in patient 

marginalization (as well as to observe circumstances in which marginalization did not 

occur). Also, while much research on marginalization is conducted in the clinical setting, 

my study occurs in the lecture, which differs from the clinical setting in some important 

ways. For example, several scholars (Freidson 1989; Lorber and Moore 2002; Mizrahi 

1985; Waitzkin 2000, 2001; West, 1984) note that physicians can be under great time 

constraints in clinical encounters. Additionally during many clinical encounters, 

physicians are under pressure to reach a diagnosis Mishler (2005). By contrast, lectures 

are given in a public rather than private setting, and rather than being one-on-one 

interactions, involve from a handful to hundreds of participants. Because, with the 

exception of question-and-answer segments, lectures are largely one-way conversations, 
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we would expect few examples of certain types of verbal forms of marginalization 

discussed above such as interruptions. In addition, since speakers generally had freedom 

to structure their talks as they wished, they had more time to speak in lectures than they 

do in the typical office visit. Thus attending lectures offered me the opportunity to view 

physicians in a setting free of the time constraints and pressure to diagnose discussed by 

scholars of the clinical setting, and to view these interactions for audiences of men, of 

women, and of both.   

The third topic of research was medicalization. Since my purpose was not to 

examine health outcomes, a narrow definition, such as that proposed by Davis (2006) 

discussed above, was not appropriate. Thus in my research I used a broader definition of 

medicalization consistent with less stringent definitions of the term, such as those offered 

by Conrad (2000) and Zola (1972), which allowed exploring other areas of 

medicalization, such as metaphors. Informed by research indicating the complexity of 

medicalization, particularly arguments indicating that medicalization can have both 

advantages and disadvantages, I approached my study of gender and medicalization from 

the perspective that there may be variation with respect to the meaning of medicalization 

in lectures.  

Finally, despite the fact that my pilot study suggested that the themes of the ratio 

of women’s lectures to men’s, marginalization, and medicalization might be relevant to 

my research – and as I will discuss in subsequent chapters, these were indeed important 

themes in my study – I was open to emergent themes as well. Two themes that were not 

evident in my pilot study, but which gradually emerged through my research process 

were the topics of “partial descriptions” for conditions that might have social structural 

causes, and the gendered division of caring labor within families. The emergence of the 

latter theme indicated that within the context of lectures, the institutions of medicine and 

the family intersect to a degree that I had not anticipated at the outset of my research. I 

will discuss these emergent themes in the chapters that detail my results.  
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Thus, the preliminary results of my pilot study, combined with a review of the 

relevant literature, led me to the follow research questions: 

1) Are more lectures offered to women than men, and if so, what are the reasons for this 

gender difference? 

2) Does marginalization occur in lectures and the associated written materials, and if so, 

what are the gender similarities and gender differences in marginalization? 

3) What can the study of lectures add to our knowledge of medicalization in general, and 

gender differences in medicalization in particular? 

4) What other relevant themes emerge during the process of conducting this study? 

Plan of the dissertation  

The remainder of the dissertation is organized as follows. In chapter 2, I will 

discuss my research methodology. I will pay particular attention to defining what hospital 

offerings count as “lectures” and will explain why I selected lectures as the main focus of 

my field work. In chapter 3, I rely largely on data gathered from interviews with program 

coordinators – those who plan the lectures at their respective hospitals – to examine the 

reasons that led some hospitals to offer lectures, and further, why some of these lectures 

were offered only to one sex or the other. In chapter 4, I will discuss the interaction that 

occurred in lectures, as well as the language used in the calendars and lecture handouts 

with respect to two areas: the presence (or absence) of marginalizing language used to 

address the various audiences; and the choice of particular descriptions of  conditions, 

courses of treatment, or even family roles that were offered despite the possibility of 

additional – or even competing – descriptions. In chapter 5, I will address the topic of 

medicalization, or more broadly, blurred boundaries between health and other topics, as 

well as between hospitals and other organizations. In chapter 6, I will explore the topic of 

caregiving and a different type of blurred boundary, the boundary between self and 
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others. In chapter 7, I will offer my main conclusions, and I will discuss both the 

limitations of my study and suggestions for future research. 
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CHAPTER 2 

METHODOLOGY 

In this chapter I will describe the methods I used to answer the research questions 

outlined in chapter 1. I will discuss some general characteristics of the lectures I attended. 

Broadly stated, the subject matter of interest falls into two categories: how the lectures 

and other programs5 were marketed, and how the lectures were actually conducted. To 

study the marketing, I analyzed the contents of one year’s worth of booklets (calendars) 

in which the programs were offered, and also conducted an analysis of “women's health” 

and “men's health” web pages that appeared on the hospitals’ websites. I did this for all 

sites in the study (twenty-nine sites in my sample; see discussion of sample selection 

below). To study the actual conduct of the programs, I attended sixty-two lectures given 

over a total of fifty-three events (some single events had more than one lecture), took 

field notes, and analyzed the content of handouts distributed to attendees.  To gain insight 

into the factors that influence how the lectures are both marketed and conducted, I 

interviewed twenty-three hospital employees involved in planning the lectures, and I 

attended eight lecture-planning meetings.      

As with most research, data collection and methodological decisions were on-

going processes in which information gathered early informed and altered later decisions. 

For example, very early in my collection of the calendars I learned that hospitals offered 

a variety of types of programs, all with varying degrees of potential to answer my 

research questions. Early on I decided that my main focus would be the lecture. What 
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also was evident early in the data collection was that, although a variety of lectures were 

open to both women and men, the number targeted to women greatly exceeded that 

targeted to men. Therefore I resolved all time conflicts by attending men’s lectures. 

Additionally, patterns I observed early in collecting the calendars informed the creation 

of my interview guide. Although many of the questions I asked remained constant 

through all interviews, based on themes that emerged later in the interview process I was 

able to add questions to my latest interviews. 

Similarly, early data collection indicated great across-site variation in both the 

total number of lectures offered and the total targeted to one sex or another. This 

variation influenced many decisions that had to be made relatively early in the study. I 

decided to do a more in-depth study at three sites because these sites had both a large 

number of lectures offered and a large number targeted to one sex or the other (mostly 

women).  

In the following sections I will discuss my research methods. I will conclude the 

chapter with a discussion of the main categories of lectures I attended, along with a 

description of their structure and other general features. 

Sample selection and initial data collection 

All the hospitals in my study were located within a geographic area of multiple 

contiguous counties in the eastern United States. The list of hospitals from which I chose 

my sample was taken from telephone directories and county websites. Because I wanted 

 

5 As I will discuss below, the major focus of my field work was the lecture. When 
referring to the broader range of what was offered, I use “programs” or “offerings”. 
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to study a wide variety of health education topics offered to adults by the hospitals under 

study, I eliminated specialty hospitals, such as eye hospitals, as well as those that serve 

only children. After making these exclusions, I had an initial pool of forty-three potential 

hospitals.  

I examined the website of each potential site to find a contact who could provide a 

listing of the community health programs offered at each site. There were five networks 

of hospitals on my list in which programs were listed or planned together for each 

hospital participating in the network. Nineteen of the forty-three hospitals on my list were 

involved in one of these networks. Although none of the forty-three hospitals on my 

original list was eliminated, the existence of the networks reduced the full sample to a 

total of twenty-nine research units: twenty-four individually listed hospitals and five 

networks of three to five individual hospitals. I will refer to each of these twenty nine 

units as a “site.”  

I contacted each site by telephone and asked to speak with the department 

responsible for community health education. I asked the responsible party if the site had a 

booklet listing the health education programs that they offer. I asked for it to be mailed to 

me, and also asked if I could be placed on the mailing list. Sixteen sent me their booklets 

and ten informed me that their offerings were listed on their websites. There were three 

that did not reply after several tries. For these sites, I examined their websites monthly for 

listings. Several of the people whom I contacted called their booklet a calendar. To be 

consistent, I will refer to all listings of community health education programs as 

“calendars” for the remainder of this dissertation, regardless of whether the listings were 

mailed to community members or listed on websites. 
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I collected information from each site’s calendar for a period of one year from 

their Spring calendar of one year through their Winter calendar of the next. As might be 

expected, the dates did not exactly coincide from one site to another and thus, for 

example, my calendar data for one site might include the period from April to the next 

March, while another might include from May to the next April.  Because the program 

offerings varied by time of year, collecting one year from each site allowed analysis of a 

full cycle of offerings. 

Selection of lectures as the primary focus of calendar offerings 

Table 1 shows the types of offerings listed in the calendars. I evaluated each type 

of offering in the context of the research questions to be answered, as well as 

methodological concerns, and chose one type of offering, the lecture, as the focus of my 

participant observation and additional study.  

 

Table 1.  Major Categories of Calendar Offerings Across Sites  
  
 
Health Fairs 
Support Groups 
First Aid/CPR Classes 
Instructional Series 
Childbirth Classes 
Parenting Classes 
Treatment-oriented Instruction 
Health Screenings 
Miscellaneous Listings  
Lectures 
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Because one of my research goals was to study the ways the topics presented were 

constructed by the hospitals, it was desirable that a considerable portion of each program 

selected for study was devoted to a presentation by one or more speakers. I therefore 

eliminated health fairs that were not offered in conjunction with a presentation (lecture) 

to attendees, and support groups, in which the discussion may be largely directed by 

attendees, rather than a hospital representative. I excluded classes such as first aid and 

CPR in which the speaker’s purpose was to deliver instructions aimed toward attendees 

accomplishing a specific task. Similarly, I eliminated on-going instructional series, such 

as yoga, exercise, internet use, and driving skills as candidates for participant 

observation. 

I wanted to select topics which were at least potentially gender-neutral in subject, 

such as colon cancer, or for which there were topics that were largely parallel for men 

and women such as prostate and ovarian cancers, or sex-differences in heart attack 

symptoms. Topics such as these would enable observing, for example, whether sex and 

gender roles were conflated, whether similar conditions were medicalized to a greater 

degree for one sex than the other, and any other differences in the ways in which similar 

conditions were discussed for women and men. Thus, I excluded childbirth classes 

because there were no comparable classes for men. I excluded parenting classes as well, 

because they were sometimes extensions of childbirth classes, and in my judgment were 

likely to be largely targeted to women, even when the advertising did not expressly state 

this.  

In addition, I wanted to observe topics in the widest context possible and thus did 

not want to observe programs that were limited to attendees with pre-existing conditions. 
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For example, many hospitals offered two types of diabetes programs, one for people who 

had diabetes aimed at teaching them to manage their condition, and a second open to 

anyone, covering more diverse topics such as controllable and uncontrollable risk factors, 

symptoms, and preventive measures. The latter offered a wider range of constructions of 

the diverse sub-topics offered in the program, and thus remained a better candidate for 

participant observation. The former was excluded for its narrow, treatment-oriented 

focus. This exclusion also had the advantage of avoiding unnecessary observation of 

relatively confidential interactions or discussions of individual treatment. I also excluded 

health screenings for this reason. Finally, I eliminated miscellaneous items such as fund 

raisers, patient celebrations, blood drives, and volunteer solicitation because they did not 

have an educational component. I did, however, conduct content analysis of the language 

used in the calendar listings for all the above items that I excluded as candidates for 

participant observation, as well as of all articles contained in the calendars. 

Of the types of programs offered by the hospitals, one type of program, the 

lecture, met the research goals of the present study. Lectures were almost entirely single-

date events. They had an educational component, including a presentation by one or more 

speakers, and they were open to people regardless of their level of experience of the 

condition or topic of discussion. They were public forums, thus confidentiality of 

attendees was not an issue. Finally, there was a large number of lectures offered: across 

all sites, 675 lectures were offered during the one-year period under study. They covered 

a broad range of topics, and almost twenty-five percent of them were targeted to one sex 

or the other. Thus, although I eliminated many calendar offerings as candidates for 

participant observation, my focus on lectures afforded me the opportunity to sample a 
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sufficient number of lectures on a diverse range of topics as well as the opportunity to 

observe offerings targeted to women, targeted to men, or open to anyone.  

Table 2 shows a breakdown of the available lectures by targeted audience.  

 

Table 2.  Lectures by Targeted Audience   
      
   
Targeted Audience Number Percent 
      
   
Women   
    Only women invited 114  
    Woman as beneficiary - not designated "women only" 31  
Total Women's Lectures 145 22% 
   
Men   
    Only men invited 9  
    Man as beneficiary - not designated "men only" 6  
Total Men's Lectures 15 2% 
   
Both   
 Both sexes invited-both sexes can benefit 515 76% 
   
   
Total 675 100% 
      
 

It is important to note that there were three criteria I could have used to determine the 

targeted audience for a lecture based on its title or description in the calendar: who was 

invited to the lecture – only women, only men, or both; whether the disease or condition 

was specific to women, specific to men, or occurred in both; and who was the implied 

beneficiary of the program – women, men, or both. In many cases, all three definitions 

coincided thus the classification was straightforward. For example, an ovarian cancer 

lecture that was open only to women would count as a woman’s program using any of 
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these three definitions. However, a prostate cancer lecture to which anyone was invited 

would count as a men’s program under definitions two and three, but would be 

considered targeted to both sexes under definition one. In addition many programs to 

which only women were invited but no programs to which only men were invited would 

benefit (either completely or partially) someone other than the lecture’s attendees. For 

example, there were classes on caring for a family member, and even one class on 

becoming an organ donor, that were offered only to women. In these cases, although the 

invited audience (definition one) is only women, the potential beneficiary is someone 

other than the woman who attends. 

Thus it was necessary to include more than one definition when categorizing the 

target audience in Table 2. If the lecture’s title, description or section heading in the 

calendar indicated that only women or only men were invited (definition one), it was 

always counted as a women’s or men’s lecture, respectively. If a lecture did not specify 

that only women or only men were invited, but was a sex-specific disease such as ovarian 

cancer or prostate cancer (definition two) I counted it as a woman’s or men’s lecture, 

respectively. Finally there were a few cases that did not invite only one sex, and were not 

for sex-specific diseases, but the implied beneficiary of the class was clearly one sex or 

the other (and thus was sex-specific according to definition three). One example is a 

lecture on women’s heart disease symptoms that both women and men were invited to 

attend. On the table, I combine these last two categories as “woman (man) as beneficiary 

– not designated ‘women (men) only’.” 

There were 114 lectures to which only women were invited and an additional 

thirty-one in which women were the potential beneficiary. Although some of these thirty-
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one cases, for example three lectures on gynecologic cancers, are clearly ones in which 

the beneficiary of the class is women, my decision to include eighteen lectures on breast 

cancer which were not designated as “women only” was a difficult one, since a small 

minority of breast cancer cases (1%) occur among men (National Cancer Institute website 

2008). Indeed, at one breast cancer lecture I attended that was open to both sexes, there 

was a man in attendance who said that he had a family history of men with breast cancer. 

However, as became clear as I conducted my research, when hospitals spoke of breast 

cancer they generally did mean women with breast cancer. Further, in addition to the 

eighteen that were not designated “women only” there were ten others that were limited 

to women only.  Thus, I concluded that these eighteen cases were more accurately 

categorized as programs for “women” rather than programs for “both.” In total, the 145 

lectures targeted to women represented twenty-two percent of all lectures.  

There were nine lectures to which only men were invited. There were six others in 

which men would be the beneficiary of the lecture, including, for example, a class on 

prostate cancer that was not designated as “men only.” These fifteen lectures targeted to 

men represented two percent of all cases. Finally, 515 (seventy-six percent) of lectures 

were open to both women and men and could potentially benefit either sex.  

It is important to note that 116 of the 675 cases were limited to seniors (how ever 

a particular site defined the term). This includes four of the women’s lectures, three of the 

men’s and 109 listed in “both.” Although sex, not age, was the key variable of interest in 

this study, I do discuss senior lectures when relevant in this dissertation. Unless noted 

otherwise, however, in all subsequent tables or discussions of lectures, senior lectures are 

included within their respective category of “women,” “men,” or “both.”  
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As might be expected, targeting to one sex or the other did not occur equally 

across all sites and therefore the sites varied with respect to their potential for answering 

the research questions. I decided to focus more research at some sites than others. I 

ultimately used one of three levels (in-depth, moderate, or basic) of study at each site in 

the sample.  

Levels of study by site  

As shown in Table 3, there were ten sites in which I did a basic analysis, which 

included the content analysis of one year’s calendars, and analysis of “women's health”/ 

“men's health” description pages, if any, on the hospital’s website. There were sixteen 

sites in which I did a moderate level of analysis. At these sites, in addition to the content 

analysis of the calendars and women's health/men's health web pages, I conducted a 

single interview, attended one or more lectures, or did both. At three I conducted an 

interview, at five I attended one or more lectures, and at eight I did both. 

Finally, at three sites, I conducted an in-depth analysis. At each of these three 

sites, I attended between three and ten lectures, and conducted between two and seven 

interviews. At each, I attended meetings in which the staff planned the lectures and/or 

calendars. I attended between two and four of these planning meetings at each site, for a 

total of eight meetings attended across the three sites. At these sites I also did some other 

miscellaneous field work, for example, attending a health fair, a patient celebration, or a 

meeting unrelated to planning the lectures or calendars.   
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Tab le 3.  Research Methods Used by Level of Study at Site     
              

       
Level of Study at Site Calendar W.H./M.H. Page Lecture Interview(s) Meeting Other 
 Analysis Analysis Attendance  Attendance Field Work  
              

       
In-Depth (3 sites) X X X X X X 
       
Moderate (16 sites):       
  Lecture(s) and Single Interview (8 sites) X X X X   
  Lecture(s) (5 sites) X X X    
  Single Interview (3 sites) X X  X   
       
Basic (10 sites) X X     
              

 

Relatively early in the data collection process, I needed to determine which three 

sites were the best candidates for in-depth study. The criteria were to offer both a 

relatively high number of lectures and a portion targeted to one sex. After having about 

four months of data, I identified six, each of which averaged at least two lectures per 

month in total, and at least one lecture per month targeted to one sex or the other. I 

eliminated one as a candidate because it offered only women’s programs. Although its 

decision-making process to offer only women’s programs would be interesting to learn in 

an interview (i.e., as a moderate-level site), it did not make a strong candidate for in-

depth study, particularly because in their meetings they would conduct no planning for 

lectures for men or for both sexes to which I could compare their planning of women’s 

lectures. This left five candidates, all of which looked equally promising. The first site I 

contacted agreed to participate in the study, but the second did not. The third and the 

fourth did agree, thus I had the three sites to study. These three ultimately were strong 

choices for in-depth study. As stated above I had to choose these sites relatively early and 

had to project that they would offer relatively high numbers of total and sex-targeted 
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lectures. For the year, each of the three sites offered at least thirty-two lectures in total, 

and at least twelve targeted to one sex or the other. For one site, the sex-targeting was 

only for women, but the other two each offered at least one lecture targeted to men.  

It is important to note that the six sites (representing a total of eight individual 

hospitals) with the highest amount of sex-targeting differed from other sites in one 

noticeable way: while only 62.8 percent of the forty-three hospitals in my total sample 

were located in suburban areas, seven of the eight hospitals (87.5 percent) represented by 

these six sites were located in the suburbs. Thus, targeting lectures to women generally 

occurred more frequently in suburban than urban areas. The three sites at which I 

conducted in-depth study were located in suburban areas. 

Of the sixteen sites at which I did a moderate amount of study – lecture 

attendance, a single interview, or both – eleven included a single interview. There were 

three different types of sites I included in these interviews. I chose seven of them because 

they did a high level of targeting by sex, had a major women's health or men's health 

event, had a women's health supplement to their calendar, or some combination of the 

three. Thus these seven sites were selected to give additional insight to that of the in-

depth sites with respect to relatively high sex-targeting. I selected the other four sites to 

provide contrast. Two sites offered among the highest number of total lectures, but did 

very little targeting by sex, and two sites were among the lowest in total number of 

lectures offered. The moderate level of study also included attending at least one lecture 

at thirteen of the sixteen sites, and the reasons for choosing a site to attend lectures often 

coincided with my reasons for choosing that site for an interview. That is, I often 

attended lectures at sites which did high targeting by sex. The sites at which I did only the 
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basic level of analysis were generally those that had the lowest number of lectures among 

the sites.  

Description of methods 

Calendar analysis  

I collected calendars for the twenty-nine sites for a period of one year and 

analyzed the content of all listings. As stated above, I used two methods to gather one 

year’s worth of calendars. If the site mailed their calendars to the public, I received their 

calendars throughout the year by mail. The frequency of mailings ranged from monthly to 

semi-annually. If a site listed programs only on its website, I accessed the listings 

monthly, and printed all offerings. Although the formats of the sites varied, they fell into 

three categories: those listing only a title, those that had a brief description of the 

program, and finally those in which articles accompanied the program listings. I read 

each calendar in its entirety and included in my analysis all the language used in the 

titles, descriptions, accompanying articles and any other text within the calendars. In 

addition, some sites sent me one or more supplements targeting a subset of all people 

who received their calendars, generally women or seniors. I included the content of all 

supplements in my analysis. 

Women's health/men's health web page analysis  

As I learned early in the analysis of those sites whose calendars were listed on 

their websites, some calendars (particularly those with a heavy emphasis on women’s 

lectures) had multiple ways to access the calendars, including in some cases a women's 
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health icon on the site’s homepage. In some cases the icon led to a definition of “women's 

health” (and, less frequently, “men's health”) or a description of women's health services. 

Because members of the public attempting to find calendars on the website would 

encounter these pages, I analyzed the content of all pages in which “women's health” 

and/or “men's health” were defined or described on the hospital’s website.     

I made the decision to analyze the women's health/men's health web pages early 

in my research. During the process of conducting interviews, I confirmed the value of this 

decision, as some interviewees stated that “women's health” was a major service area or 

product line.  Upon revisiting their websites following the interviews I found that for 

some hospitals, the icons on their homepages, of which women's health was one, lined up 

to their major product lines. Thus analyzing the women's health page yielded additional 

insight into the focus that these hospitals placed on women’s, and occasionally men's, 

health. 

Lecture attendance  

Table 4 shows the lectures offered and attended by topic and target audience. I 

arranged the topics into five groups. The first consists of “multi-topic events,” a term I 

use to describe any single-day event which included two or more lecture topics. Although 

the men’s multi-topic events and the ones for both sexes generally consisted of a single 

presentation, the women’s events were more likely to include several lectures. The next 

group, “Disease Categories,” consists of lectures that generally addressed more narrowly-

defined (as opposed to “medicalized”) diseases. The last item in this group, 

miscellaneous diseases, consists of a variety of topics including dental health, lupus, 

kidney disease, and several others, each of which had a total of four or fewer lectures 
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held across all sites for the year. “Other Health-Related Topics” consists of lectures 

covering topics with a generally broader definition of health than those in the “Disease 

Categories” group. “Other Lifestyle” includes lectures that had the broadest definitions of 

“health” or “well-being” (and which some, but not all, of my participants considered 

completely outside of the realm of health). The last category includes lectures on 

alternative medicine.  

The “offered” columns show the topics offered by audience. This indicates not 

only that the women’s lectures outnumbered men’s lectures 145 to fifteen, but also that 

the range of topics offered to women was wider. All of the men’s lectures fell into four 

categories: multi-topic events, cancer, emotional/spiritual/self-help, and appearance. 

Women’s lectures included these four categories as well as almost all others on the table. 

Topics for which there were lectures for women (and for both sexes together) but none 

for just men ranged from heart disease and stroke to caregiving for sick family members.  

The table also shows the lectures I attended. I selected these lectures to meet two 

broad goals for my research. The first included matching “women’s” and “men’s” 

lectures on similar topics. With the dearth of men’s lectures leaving few opportunities to 

directly compare women’s lectures to men’s lectures, my backup strategy was to compare 

women’s lectures to lectures for both sexes on a similar topic. Attending lectures for 

women and lectures for both sexes did not present a challenge: both types of lectures 

were numerous and covered a wide range of topics, and I was able to register for either 

type. 
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 Table 4.  Lectures by Topic and Targeted Audience: Total Offered and Total Attended 
                 

         
           Women              Men              Both               Total 
Topic Offered Attended Offered Attended Offered Attended Offered Attended 
                 
         
Multi-Topic Event 15 6 6 3 8 1 29 10 
         
Disease Categories         
Cancer 35 4 2 2 22 2 59 8 
Heart Disease/Stroke 12 1 0 0 62 5 74 6 
Heart Disease Session from Multi-Topic 
Event*  --- 2 --- --- --- --- --- 2 
Orthopaedics  4 2 0 0 37 4 41 6 
Osteoporosis 6 1 0 0 6 1 12 2 
Diabetes 1 0 0 0 20 1 21 1 
Diabetes Session from Multi-Topic Event*  --- 1 --- --- --- --- --- 1 
Respiratory Disorders 1 0 0 0 7 1 8 1 
Gynecology/Urology 19 2 0 0 3 0 22 2 
Gynecology Session from Multi-Topic Event* --- 1 --- --- --- --- --- 1 
Sight/Hearing/Balance 1 0 0 0 43 0 44 0 
Vascular Diseases 0 0 0 0 9 0 9 0 
Gastrointestinal Disorders 0 0 0 0 6 0 6 0 
Miscellaneous Diseases  5 0 0 0 25 1 30 1 

Total Disease Categories 84 14 2 2 240 15 326 31 
         
Other Health-Related Topics         
Stress/Anxiety/Related Topics 7 3 0 0 29 3 36 6 
Stress Session from Multi-Topic Event* --- 3 --- --- --- --- --- 3 
Weight Management/Nutrition 6 2 0 0 57 1 63 3 
Memory/Dementia 1 0 0 0 6 0 7 0 
Sleep Disorders 0 0 0 0 10 2 10 2 
Other Health/Fitness 7 0 0 0 32 0 39 0 

Total Other Health-Related Topics  21 8 0 0 134 6 155 14 
         
Other Lifestyle         
Family Relationships/Friendships 7 2 0 0 7 0 14 2 
Caregiving: Sick Family Member  5 1 0 0 12 2 17 3 
Emotional/Spiritual/Self-Help 5 0 6 0 57 0 68 0 
Financial/Legal/Estate Planning 1 0 0 0 39 0 40 0 
Appearance 6 0 1 0 14 0 21 0 
Appearance Session from Multi-Topic Event* --- 2 --- --- --- --- --- 2 

Total Other Lifestyle  24 5 7 0 129 2 160 7 
         
Alternative Medicine 1 0 0 0 4 0 5 0 
         
Total 145 33 15 5 515 24 675 62 
         
* Each of these was a lecture given in addition to the main lecture at a multi-topic event. 
         

Men’s lectures, however, presented two challenges. First, there were very few of 

them – only fifteen in total. Second, while some lectures on male-specific diseases such 
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as prostate cancer were open to both sexes, the calendar descriptions for nine of the 

fifteen clearly indicated that only men were invited. In the case of one of the latter, a 

multi-topic event, I contacted the site, explained the nature of my research, and asked if I 

could sit in on only the lecture but not the question-and-answer period. The woman said 

that even the women who planned the event were not going to be present for this lecture 

but she agreed to an interview to discuss the event. After this conversation I decided not 

to pursue attending any of the eight remaining lectures that had been specifically 

described as being for men only. I believe that even if I had gained admittance it might 

not have been fair to the men attending to have a woman sit in on the lecture.  

This decision not to pursue the other eight “men only” lectures eliminated all six 

of the men’s lectures listed in the “Emotional/Spiritual/Self-Help” row of the table. This 

category includes sixty-eight lectures, including five targeted to women and six targeted 

to men, and thus appears to be a rich source for conducting the type of gender analysis 

central to my research. However, nearly ninety-five percent of all these classes, including 

all six of the men’s lectures, were held at a single site, thus making this category atypical 

of the type of classes most sites offered. I chose this hospital as one of the three sites for 

in-depth study, and among the people I interviewed was the person who had planned the 

six men’s events. Although I did not have the advantage of observing these six lectures 

directly, learning about them through the interview gave insight into the lectures. Further, 

I learned that this site was about to dramatically cut back on all 

“Emotional/Spiritual/Self-Help” lectures, including the men’s lectures, which had just 

been introduced during the year of my research. Therefore, not only did the total number 
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of self-help lectures offered make this an unusual site. With respect to the number of self-

help lectures targeted to men, the year of my research was also an unusual year.  

The easier set of men’s lectures for me to attend included the six that were not 

designated as “men only.” I registered for all six, which included four multi-topic events 

and two prostate cancer lectures. One lecture from the former group was cancelled due to 

low registration, and I attended the other five. One surprising result regarding men’s 

lectures is that despite the fact that I was only six months into my calendar collection 

when I attended my fifth men’s lecture and thus hoped there would be more offered in the 

coming six months, no more men’s lectures were offered again.  

In addition to the five men’s events, I attended twenty-four individual events for 

women, which included a total of thirty-three lectures. The number of lectures for women 

exceeds the number of events because several of the women’s multi-topic events I 

attended included more than one lecture. In addition to the main talk at these six events, I 

attended nine other lectures covering five topics. These nine lectures are displayed in five 

rows on the table, the first of which is “Heart Disease Session from Multi-Topic Event,” 

with the other four topics being diabetes, gynecology, stress, and appearance.  In some 

cases, these lectures were given to everyone who attended the event: in addition to the 

main talk on various health issues, one event had a lecture on stress given to the whole 

audience; at another event, after the main talk there was a lecture on appearance. In other 

cases, there were breakout sessions in which the choice of lectures was optional. 

Whenever possible, I chose my breakout sessions to accomplish my goal of matching 

women’s lectures to lectures on comparable topics given to other audiences. For example, 

I chose to attend one breakout session on diabetes from a women’s multi-topic event in 
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order to match it to another diabetes lecture I had attended that had been offered to both 

sexes.    

I attended twenty-four lectures open to both sexes. Reading across the “attended” 

columns within a single topic shows how I matched lectures presented on similar topics 

across different audiences. For topics in the first two rows I attended lectures for women, 

men, and for both. I attended six women's multi-topic events, three for men, and one open 

to both sexes. I attended four women’s cancer lectures (two ovarian, two breast), two 

men’s lectures (both prostate) and two lectures for both sexes (one lung6 and one colon).  

I compared women’s lectures to lectures for both sexes on the following topics: 

heart disease/stroke, orthopaedics, osteoporosis, diabetes, stress/anxiety/related topics, 

weight management/nutrition, and caregiving for sick family members. There were some 

topics for which I ultimately observed lectures for only one of the three possible 

audiences. I attended three women’s lectures on gynecology/urology (these were on 

menopause or menstruation) for which there was no comparable lecture for men such as 

perhaps, erectile dysfunction. The fact that there was no lecture on erectile dysfunction or 

other “medicalized” men’s topic was perhaps not surprising. In chapter 1, I discussed the 

greater documentation of women’s medicalization. Also, as I will discuss in chapter 3, 

beliefs about gender differences in interest in attending lectures limited what was offered 

to men. I attended two lectures on relationships for women but none for both sexes. In 

chapter 5, I will discuss my decision to forego an opportunity to attend a relationship 

 

6 The value in examining apparently gender-neutral topics such as lung cancer through a 
gender lens became quite evident during this lecture, which was one of the first I 
attended. Several gender-stereotyped jokes and comments that had nothing to do with 
lung cancer were interspersed throughout an otherwise serious and quite informative talk.  
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lecture open to both sexes. Both sessions on appearance were lectures from women’s 

multi-topic events. To add some additional classes that were open to both men and 

women, I attended two classes on sleep disorders, and one each on respiratory disorders, 

and miscellaneous diseases (kidney).  

The total attended column shows that most of the lectures I attended were 

concentrated in the first three groups of topics: multi-topic events, disease categories, and 

other health-related topics. Although the “other lifestyle” group is large in number, this 

was of less interest to this study. As discussed above, the largest number of lectures in 

this group was in the emotional/spiritual/self-help category. Since this was an outlier in 

that nearly ninety-five percent of these lectures, including all of the men’s events, were 

held at one site, this group of lectures was best studied by interviews. The second largest 

item in the “other lifestyle” group was financial/legal/estate planning. Since only one of 

these forty lectures was targeted to one sex, this group offered virtually no potential to 

conduct the type of gender analysis which is the focus of this study. Although 

“alternative medicine” was unlike other categories and thus merited its own grouping, the 

numbers were too small to warrant inclusion in participant observation. 

My method for taking field notes varied by the type of lecture. Generally, for 

topics that covered narrower definitions of health such as cancer, heart disease, diabetes 

and the like, I took notes during the lecture. In lectures such as stress management or 

relationships, I generally took notes immediately afterward, although if there were a 

particularly relevant statement made, I would write down the exact quote.  

At most of the lectures I attended, there were handouts given to every attendee. 

When there were optional handouts, I took a sample of them including any that were 
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targeted by sex such as “cancer facts for men” or “cancer facts for women.” I read each 

handout in its entirety and conducted an analysis of the language used.  

Interviews  

I conducted a total of twenty-three semi-structured interviews across fourteen 

sites. All interviews were conducted face to face, with the exception of one which was 

conducted by telephone at the interviewee’s request. All interviews were audiotaped with 

the exception of the telephone interview and one face-to-face interview in which the 

respondent declined to be recorded. I wrote field notes after each interview. The 

interviews ranged in length from forty minutes to one hundred minutes, with an average 

of about one hour. 

The people I interviewed had a variety of titles, but since all of them had some 

role in planning lectures or other programs, I refer to all of them as program coordinators 

in all following discussions. I did not ask the interviewees their titles, ages, or 

professional/educational background. However, many stated this information in 

interviews or meetings. Therefore, I learned that most interviewees had backgrounds in 

either marketing or nursing, that at least five of my interviewees were directors of their 

departments, and that their ages ranged from early twenties to early sixties. Nineteen 

(82.6 percent) of the interviewees were white women, two were women of other races, 

and two were white men. 

The questions I asked addressed a number of themes: details about marketing the 

lectures and other programs including calendar circulation, other methods of advertising 

their offerings, and target audience; the purpose of lectures (and other programs), how 

they planned them and how they determined whether or not a lecture was a success; how 
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they determined when to target one sex or the other, how (if at all) they adjusted their 

topics, titles or descriptions depending on whether their target audience was women, 

men, or both.  

Although I used an interview guide (see appendix), no two interviews were 

identical. Among the nineteen interviews (twelve at the in-depth sites, seven at others) at 

sites with the higher amounts of targeting by sex, the questions asked varied. For 

example, my questions differed depending on whether the site’s targeting to women was 

through a series of “women's health” lectures that appeared in every calendar, a major 

annual women’s event, a separate women-only publication, or some combination of the 

three. My questions also differed depending on whether they had any men’s-only 

lectures: if they did I asked questions about these lectures, if they did not I asked 

questions about whether they had held them in the past or had plans to do so in the future. 

Interviews were an important way for me to learn about men’s lectures to which I did not 

have access. During interviews at the various sites I also asked questions about particular 

lectures I had attended at that site, and also added questions about calendar listings for 

that particular site. At the in-depth sites, there were some factual questions, such as the 

calendar circulation, that I did not need to ask again once it was initially answered by one 

interviewee. And although all of my interviewees had roles in planning lectures, in some 

cases the interviewee also was one of the speakers at a lecture I had attended, and in these 

cases I took the opportunity in the interview to ask questions about what they had 

presented in the lecture. In addition, during my final interviews (particularly at in-depth 

sites) I added one or more questions in which I discussed general themes.    
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My interview questions were different at the four sites chosen for their contrasting 

approach: two that had a high number of lectures but little targeting by sex, and two that 

offered very few lectures at all. The interviews at these four sites were more open-ended 

than those with high sex-targeting. Although my purpose was to determine why these 

sites did not do something – the former generally did not sex-target their lectures and the 

latter did not offer many lectures at all – the more open-ended nature of these interviews 

(particularly in the latter group) gave latitude for these respondents to explain their 

rationale for why they chose to do things the way they did. This was particularly 

important for those who offered few lectures, because these interviewees spoke at length 

about their other offerings such as free screenings or appearances at health fairs held 

throughout the community. These four interviews gave insight into how lectures in 

general and sex-targeted lectures in particular fit into the much larger scheme of what 

hospitals offer to the community and why they choose the offerings they do.  

Meeting attendance and other field work at “in-depth” sites  

I attended eight meetings across the three in-depth sites. The purpose of these 

meetings was primarily to plan lectures and other elements of future calendars. Other 

activities that occurred less frequently were evaluating the success of major events that 

took place since the previous meeting, and proofreading the upcoming calendar. One 

meeting was devoted entirely to planning an upcoming series of events for women. 

Attending these meetings gave insight into the process involved in planning the calendars 

in general and lectures in particular, including the decision making involved in generating 

ideas for lectures, selecting the most promising ideas, and deciding both what to call 

particular lectures and how to describe them in the calendars.  In some cases, my 
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attendance at multiple meetings at the same site enabled me to observe the entire process 

for planning particular offerings from their inception until their publication in the 

calendar. In addition, in a few cases, I ultimately attended the events for which I observed 

the planning process, and in two cases I was able to observe the staff’s critique of a major 

event I had attended. 

At each of the three sites of in-depth study, I conducted some additional field 

work. At two of the sites, I had an initial meeting before my official participation at the 

site began. The content of both meetings was similar: I explained the purpose of my 

research and what type of research I would be doing at the site, however for most of the 

meeting time my informants described the hospital, their department, and its goals and 

priorities. Although I took notes at both meetings, neither was an official interview thus I 

do not use quotations from these meetings in this dissertation. However, the information I 

learned from these meetings gave me insight into both how and why things were done at 

the respective sites, and gave me ideas for some specific items to include in my interview 

guide as well as insight into some things I would eventually observe at meetings. Other 

field work at these three sites included attending a meeting not related to calendars which 

gave insight into the larger organization, a celebration for patients, and a health fair. 

Summary and concluding notes regarding methodology  

In total, I analyzed the calendars including any articles or supplementary 

publications for all sites for a period of one year, the women's health/men's health web 

pages of all sites in my sample that had such pages, and all handouts from the lectures. I 

conducted twenty-three interviews. I spent about 108 hours doing field work: seventy-
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nine during the lectures, nineteen during the calendar planning meetings and 

miscellaneous field work at the “in-depth” sites, and ten related to interviews.  

In the analysis to follow, it is important to note that my purpose was not to 

evaluate the content of the lectures, calendars, or websites in terms of the content of the 

health information. For example, when a speaker at a lecture discussed risk factors for a 

disease or preventive measures to avoid a disease, I did not evaluate whether the 

information given to the audience was, in fact, correct: such an evaluation would be out 

of my area of expertise. I did, however, evaluate whether social variables, particularly 

gender and family ones, were included in the discussion; whether sex and gender were 

conflated or gender differences were otherwise naturalized; and any other ways in which 

gender was – and was not – made part of the discourse. 

Although I do, on occasion, list the source of lecture handouts published by a 

national organization such as the American Heart Association, I do not use any names, 

including pseudonyms, for either sites or individuals in this dissertation. I do use direct 

quotations from public sources of information, such as calendars and lectures. Therefore, 

someone could (particularly with calendars) trace a title or phrase back to the source and 

thus deduce a particular site’s identity from the quotation. I do not view the possibility 

that a reader could guess the source of a particular quote as problematic, because of the 

public nature of this data source. Any analysis would be merely my interpretation of the 

quoted statement and would not reveal any confidential information of a participant. 

However, if I were to use a hospital pseudonym in my analysis of public sources, that 

same pseudonym would be repeated in all excerpts from interviews and meetings, and 

thus the pseudonym could link confidential employee statements to that particular site. 
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Likewise, I do not use pseudonyms for individuals. At the three sites in which I 

conducted multiple interviews, any assignment of pseudonyms for individuals could 

result in people from that site correctly guessing each other’s identities. 

This decision to not use pseudonyms could have been problematic if, for example, 

different beliefs about gender, or strategic decisions about targeting men or women 

varied among sites due to some variable such as for-profit hospitals versus not-for-profit 

hospitals or teaching hospitals versus community hospitals. But the key variable of 

interest is gender, and beliefs about gender that influenced the choosing, marketing, and 

presentation of lectures was similar across sites. Where observed differences of interest 

do occur, I discuss them in the aggregate in the following chapters. Thus, I conclude that 

not using pseudonyms meets my ethical responsibilities to my interviewees and other 

participants without sacrificing my ability to draw well-supported conclusions from my 

research.  

Finally, it was very important in a qualitative study like this, in which I was 

looking for important themes, to constantly be searching for disconfirming evidence of 

the conclusions I was drawing. In my discussion of results in chapters 3 through 6, I will 

present data that did not fit into the general patterns I observed along with the data that 

did. 

Features of lectures 

In order to acquaint the reader with the general structure, contents, and other 

characteristics of the different types of lectures, in this section I discuss some general 

features of lectures. First, nearly seventy-five percent of them, including many that 
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addressed major killers such as heart disease, cancer, and stroke, were offered free of 

charge.  

The remaining discussion is based on the sixty-two lectures that I attended. In this 

discussion I categorize the lectures not necessarily by targeted group (women, men, or 

both) but according to the general format followed in the lecture. For example, with 

respect to the format of the presentation, (such as the discussion of risk factors, warning 

signs, and preventive measures) a women’s lecture on heart disease might have more in 

common with a heart disease lecture open to both women and men than it does with a 

women’s lecture on romantic relationships. Therefore, for the purpose of the present 

discussion I use the following four categories: multi-topic events; stress management 

lectures; health lectures – which includes topics with narrower definitions of health (e.g., 

heart disease) as well as some with wider definitions (e.g., sleep disorders); and other 

lectures. When a lecture had a visual presentation projected onto a screen, it was usually 

generated from either a computer program or a series of slides. Whether computer-

generated or manually prepared, I refer to all lecture exhibits as “slides.”  

Ten of the lectures I attended were multi-topic events. Three of these were for 

men. Each lasted about an hour, and for two of them the format was similar. A single 

physician discussed a series of slides that included such topics as common killers of men, 

other health issues for men, and screening guidelines at various ages for various diseases. 

In both cases, there was a handout that followed the visual presentation nearly identically, 

thus the attendees had a written copy to take home which covered the main points of the 

lecture. Both lectures included a question-and-answer period at the end. The third was 

similar to the first two, except that it covered fewer topics. The multi-topic lecture I 

attended that was targeted to both men and women was two hours in duration. Although 

it was longer than the men’s multi-topic events, and included a panel of physicians rather 

than a single speaker, it was similar to two of the men’s in that it addressed various health 

risks and screening guidelines (this time for both men and women) for various diseases at 
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various ages. All four of these multi-topic events were free of charge (two included 

lunch). All were held in a single room, and consisted of a single presentation (i.e., no 

breakout sessions). None included either a health fair or any type of health screenings. 

By contrast, the six women’s multi-topic events I attended were much longer in 

duration and wider in scope: they ranged from three to seven hours in duration. Three of 

them had admission fees and all six included food (possibly due to the length of the 

events).  All of them included a health fair, three had some type of screening (for 

example, blood pressure) and one included a marketplace where women could make 

purchases for themselves, men, or children. Five of them had at least one common 

presentation, that is, a talk that was given to all attendees. The sixth event, as well as two 

of those with common presentations, also had breakout sessions, with a choice of lecture 

topics. At the longest event of the six, I attended two common lectures, three breakout 

sessions, and the health fair.  

One element of the women’s multi-topic events that was not an initial focus of 

mine, but which emerged during my research, was the inclusion of stress management 

lectures as part of the event. The first two women’s multi-topic events had stress 

management lectures as significant parts of the common presentation: the stress 

management talk lasted about fifty minutes at the first event and thirty-five at the second. 

The fact that these talks were included in the common presentation at each, and not 

merely as an optional breakout session, seemed to indicate not only that the event’s 

planners thought it an important topic to include, but also that every woman who attended 

(which was well over one hundred attendees at each) should hear the talk.  Thus, I made 

stress management one focus of my research and, including the common presentations, 

attended nine lectures on the topic. Generally, whether offered to audiences of women 

only or to both women and men, there were common elements of stress management 

talks. Each lecture presented at least one stress management technique which the 

attendees learned and practiced during the lecture. The most common of these were 
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breathing exercises, but others included head-to-toe body relaxation techniques or 

laughing exercises. Speakers suggested places to try the techniques such as when missing 

an elevator or while stuck in traffic. Some speakers discussed additional methods that 

could be tried at home, such as writing in a journal. A key feature of stress management 

classes was that they had formal presentations on solutions, with discussion of causes  

more informally scattered throughout the talk.  

Health lectures, by contrast, generally had formal presentations on both causes 

and solutions, and included other elements as well. The health lectures I attended 

included the topics of cancer, heart disease and stroke, orthopaedics, osteoporosis, sleep 

disorders, diabetes, kidney disease, and respiratory diseases. Although what I consider 

the “health lecture” includes topics of both narrower and wider definitions of health, I 

discuss them together in this section because of the general similarity in the format of 

these lectures.  

These lectures ranged in duration from just under an hour to two hours, with 

seventy-five percent of them lasting between 1 to 1 ¼ hours. The speaker was most likely 

to be a physician, with a few being presented by a nurse, dietician, or a combination of 

speakers. The format of most of these lectures included most or all of the following 

elements: the anatomy of the organ or other body part of interest, often with one or more 

illustrations on slides;  controllable and non-controllable risk factors; screening 

guidelines; warning signs and symptoms; diagnostic tests; forms of treatment, which in 

discussions of orthopaedic problems and the like often ranged from the least costly and  

involved steps (e.g., over-the-counter pain relievers) to the most complicated (e.g., 

surgery); and preventive measures. A less-frequently-included feature of these lectures 

was a discussion of the annual economic burden to the nation of treating the condition. 

These lectures usually were followed by a question-and-answer period. Almost all of 

them included one or more handouts given to every attendee. Some lectures had optional 

handouts (usually displayed on a side table) such as booklets giving additional 
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information about the topic, the physician’s practice, or the department at the hospital 

that treats the condition.  

Other lectures I attended include talks on diet/nutrition, menopause and/or 

menstruation, relationships, appearance, and caregiving for sick/aging family members. 

The talks on all of these but relationships and appearance had some elements in common 

with the health lectures discussed above. For example, some of the tips on healthier 

eating discussed in the nutrition lectures coincided with the preventive measures 

discussed in the lectures for specific diseases such as heart disease, cancer, or diabetes. 

Both appearance lectures were part of women’s multi-topic events, and addressed 

surgical and non-surgical methods of enhancement. Finally, the two lectures on 

relationships were unlike other lectures in that they not only were more interactive than 

the others, but also that the participation of attendees was required.  This interactive 

element made the relationship lectures more like women’s multi-topic events and some of 

the stress management classes, both of which sometimes required participation of all 

attendees. I will discuss required participation further in chapter 5. 

In general, lectures offered an abundance of preventative information, and some 

speakers went to great lengths to offer suggestions to help attendees accomplish the more 

challenging tasks. For example, there were numerous suggestions given to help attendees 

eat in a more healthful way, and some diet and nutrition lectures offered a variety of 

practical ways for attendees to lower salt, fat, cholesterol, or sugar without sacrificing 

taste.  The stress management courses offered some techniques that were rather simple to 

learn. In addition to preventive measures for specific diseases, the lectures covered 

warning symptoms of potential problems such as heart disease and stroke, and with the 

former, often pointed out sex differences in symptoms as well as unusual symptoms 

likely to be erroneously attributed by the person experiencing them to something less 

serious. 
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Some of the lectures presented some breakthrough or other timely finding. Thus 

even people who had been knowledgeable on a topic in the past might learn new, often 

promising, pieces of information by attending one of these lectures. For example, it was 

during the period of my research that the human papilloma virus (HPV) vaccine, which is 

believed to greatly reduce the likelihood of developing cervical cancer, came into 

prominence. Although the media would eventually discuss the topic rather frequently, the 

first time I heard of the vaccine was at one of these lectures. Most of the historical 

changes reported by lecture presenters were not breakthroughs but rather represent the 

type of incremental changes that take place with years of research and other experience. 

For example, one orthopaedic surgeon reported that advancements in knee surgery have 

led to the change from total to partial meniscus replacement, an effective but less 

involved procedure. Other advancements discussed in lectures included improvements in 

chemotherapy, a generally improved prognosis for dialysis patients from typical 

prognoses in the past, and the development of a promising new drug that might help 

people quit smoking. 

Finally, in some cases, speakers discussed a reversal of previous practice or an 

admission of a previous error. One physician discussed how research had shown that too 

much Vitamin E can be deadly and said that even he had been “sucked into” taking too 

much of it in the past.  Interestingly, many of these admissions were gendered. Perhaps 

the most common change in practice over time was the admission by speakers that they 

and other physicians had often overlooked women’s heart disease symptoms, erroneously 

believing that it was a man’s disease. During menopause lectures, physicians explained 

that they now had a more detailed understating of some serious risks of hormone 

replacement therapy, and that they had changed their discussions with their patients about 

the benefits and risks of it accordingly. 
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The above information is a more general description of features of the lectures I 

attended. In subsequent chapters, particularly in chapters 4 through 6, I will discuss some 

of these features in greater detail, particularly with respect to gender differences.   
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CHAPTER 3 

MARKETING LECTURES, TARGETING WOMEN: THE DECISION-MAKING 

PROCESS FOR CALENDARS, LECTURES, AND OTHER PROGRAMS  

In chapter 1, I discussed the results of my pilot study, in which women’s lectures 

outnumbered men’s lectures ten to one. Among the questions I sought to answer in the 

present study were if women’s lectures outnumbered men’s, and if so, what were the 

reasons program coordinators had for targeting women? In the present study, I found a 

nearly identical proportion to that of the pilot study: 145 women’s lectures were offered 

during the year of my research, compared to fifteen for men. In interviews, I asked 

program coordinators their reasons they targeted some lectures to one sex or the other. 

And more broadly, since the majority of lectures were offered to both sexes, I asked them 

questions about lectures in general. 

In this chapter I will draw primarily on interview data and will discuss general 

information about the calendars, lectures, and to a lesser degree, other offerings listed in 

the calendars. A main point of interest is the ratio of women’s lectures to men’s. I will 

discuss the various reasons respondents gave for focusing – and sometimes not focusing 

– a large share of their lectures on women. I will also discuss some elements of how 

lectures and other programs are described in the calendars, and for this discussion I will 

draw on both my analysis of the calendars and the discussion that took place in 

interviews regarding the choice of wording they used. Throughout the chapter, I will 

include relevant observations made during my attendance at the hospitals’ planning 

meetings as well.  
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Although my participant observation at programs was limited to lectures, and the 

focus of many of my interview questions was the lecture, the discussion in interviews 

often moved back and forth between lectures and other programs. Thus, in this chapter, in 

addition to discussing lectures, I use the terms “offerings” or “programs” when the 

subject matter includes other items such as support groups or health screenings. 

The decision-making process  

This discussion has five parts: the purpose of lectures and other programs; the 

rationale to target women; planning lectures and other programs; marketing strategies; 

and evaluation of success. Together these sections give insight into the full range of 

decision-making with respect to calendars, lectures, and other programs. 

The purpose of lectures and other programs  

The two main purposes of programs stated by interviewees were to educate 

members of the community and to attract or retain clients. Two goals mentioned less 

often were to provide an immediate financial return and to provide mutual benefit to both 

the hospital and to some member of the community, such as a gym or school, who co-

hosted a lecture with the hospital. As I will discuss below, although the respective goals 

were sometimes pursued separately, these goals were not mutually exclusive. 

Interviewees discussed the importance of providing health information to the 

public. Three respondents mentioned that these lectures can help clear up confusion 

caused when people conduct their own health research on the internet.  In some cases, 

respondents discussed the goal of providing community service specifically within the 

context of maintaining their not-for-profit status. Program coordinators at one site 
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discussed this at one of the planning meetings I attended, and at another site, one 

interviewee shared with me the amount of money the hospital spent in the previous year 

on community education efforts conducted in accordance with their goal of maintaining 

their not-for-profit designation. Three respondents specifically stated that physicians do 

not have enough time in office visits to answer all of their patients’ questions and that 

health lectures provide an opportunity for a physician to give information to many people 

at one time. 

The other major goal of lectures and other programs was to attract or retain clients 

for the hospital and affiliated physicians. Some respondents spoke of their services using 

terms such as “strategic areas,” “product lines” or “service lines.” Some were quite 

candid in stating that they focused some lectures on their more lucrative product lines 

(usually cardiology or orthopaedic surgery) and that these product lines helped subsidize 

initiatives that provided health services that they thought were important, but that lost 

money. One interviewee explained how one of their more lucrative product lines, 

surgery, for which they offered lectures in each calendar, helped subsidize other services: 

There are services that pay more than others. Some barely cover the cost, 
some lose money, and some – there’s a positive margin. I think what we 
try to do, and we know it’s important, is to have enough of the areas where 
there are positive margins so that we can spend money on areas that might 
lose money. 

 
The link between product lines and lecture topics was exhibited by the lectures offered on 

the topics of cancer and heart disease/stroke at two of the sites at which I conducted in-

depth study. One site for which cardiology and cancer were both product lines split their 

offerings nearly evenly in the year of my study, with six lectures offered on heart 

disease/stroke and seven on cancer. By contrast, the other had cardiology but not cancer 
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as a product line, and offered nine lectures on heart disease/stroke, compared to one on 

cancer. 

Attracting new clients generally meant competing with other hospitals. Although 

three interviewees stated that they did not believe that their hospitals competed with other 

hospitals, most respondents did. One of the questions I asked is “Do you see yourself as 

having competitors?” Respondents usually named competitors without my asking the 

follow-up question, “Who are they?” The fact that there was a shared sense of 

competition was made clear when respondents from three neighboring hospitals each 

named the other two among their main competitors.  This sense of intense, local 

competition was demonstrated by another respondent who said: “We have competitors in 

our backyard.”  Additionally, although I did not ask this question, two respondents 

volunteered that they receive calendars from multiple hospitals at their homes, thus 

indicating the overlapping nature of the geographic areas to which the sites in my sample 

were marketing their offerings.  

In addition to the competition among neighboring hospitals, some hospitals in 

suburban areas saw the larger teaching hospitals of a nearby city as competitors of a 

magnitude equal to, or even greater than, their neighboring hospitals. This was usually 

because the suburban hospital had added a major service comparable to what was offered 

by the city hospitals, but of which the community members might be unaware.  A third 

source of “competition” mentioned by a minority of respondents was the internet. 

Respondents discussed how the availability of health information on the internet had 

resulted in a decline in attendance at lectures. One interviewee explained that, as a result, 

her site tried to include something interesting in as many lectures as possible: “They get 
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so much information off the internet so what’s the motivation to go to a program?” In the 

“Marketing Strategies” section below, I will discuss more about the creative ways 

employed by program coordinators in order to increase attendance at lectures.  

In some cases the major goals of education and attracting clients were fairly easy 

to distinguish: as one interviewee stated, “It is absolutely a different goal for different 

things.” One interviewee from a hospital in an urban location spoke of having two 

distinct populations in their general service area: rather affluent residents in a gentrified 

area, and lower-income residents in other locations. She explained that while some 

lectures, such as a cancer talk held over lunch at a hotel, had an educational component, 

the fact that there was an admission fee likely resulted in attracting only the more affluent 

of community residents. By contrast, many of their non-lecture offerings, such as free 

health screenings, were used mainly by the residents with lower incomes, and these 

offerings served primarily an educational purpose.  

Yet even at some sites with distinct goals for some offerings, there were other 

programs specifically designed to achieve both goals. One marketing director 

acknowledged that, although some of the employees involved in running their annual 

multi-topic event might see only the educational component, her responsibility was also 

to attract new business: 

What the people running the event want, what they care about is, ‘Did we 
give people what they needed and what they wanted?’ Absolutely, that’s 
by far what they want to know. And what I need to see is, did what we did, 
as far as our advertising and marketing, from a dollar perspective, do what 
it needed to do? Did it increase our stretch; did it increase our business, 
our potential return on investment? 
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For most lectures, any financial benefit to the hospital was relatively long-term 

and difficult to measure. However, a small number of respondents stated that the goal for 

some of their lectures was to earn money more directly. Although nearly seventy-five 

percent of lectures were offered free of charge, and others charged a fee that barely 

covered expenses, the admission fees from some lectures provided a direct source of 

revenue. This generally happened with programs addressing more expanded definitions 

of health, such as those on emotional or spiritual well-being, or those held by hospitals 

affiliated with a fitness club or spa. Another source of direct revenue was the senior 

dinner program, in which seniors purchased a dinner in the hospital cafeteria and received 

a free lecture. One interviewee explained that these programs were intended to increase 

cafeteria revenue. A more mid-term financial benefit was the goal of one site with a 

fundraising department who offered financial planning programs including some on 

charitable trusts for which the hospital, presumably, was a potential beneficiary of the 

trust. 

The rationale to target women  

One of the key things I wanted to learn through this research, in addition to the 

purpose of lectures and other offerings in general, was why many of them were offered 

only to women.  At sites that targeted women more than men, I asked a number of 

questions (which varied depending on the degree of sex-targeting) in order to determine 

their reasons for doing so. In some respects, the reasons for offering women’s lectures 

were the same as the reasons for offering lectures in general. That is, I found that across 

all interviews the reasons for targeting women more than men reflected a mix of the 
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major goals of lectures discussed above: educating the public and attracting/retaining 

clients. Yet there were some additional reasons to target women in particular.  

During interviews, program coordinators discussed three major reasons that they 

target women in lectures. The first two are related to larger hospital-wide goals to target 

women more broadly, that is, in more initiatives than just lectures. The first is that 

women have more reasons to use hospital services than do men, an assertion that is 

supported by literature on the topic (Case and Paxson 2005; Egger 2000; Mansnerus 

1997). Program coordinators asserted that hospitals competed for the women’s market, 

and as one interviewee stated, “Women's health is big business.” Another stated, 

“Everybody’s competing for the women’s market…it’s business driven.”  

The second major reason given for targeting women was the belief that women 

are often the health care decision maker for the family, a finding supported by literature 

on the topic (for example Alpern 1987; Egger 2000; Liu 1992). One interviewee 

explained that her hospital recognizes “the importance of attracting the woman in the 

family because she’s the one that we know makes a lot of decisions about where health 

care is received.” Another interviewee stated, “If we impact on a woman’s choices…we 

might get the whole family.”  While Alpern asserts that the rising divorce rate that leaves 

women often raising children alone can mean that women are making the health care 

decisions in households without men, it was clear that interviewees believed women were 

making these decisions even when men were present, as several of them mentioned 

husbands during their responses. 

The above two rationales for targeting women, because women use more hospital 

services than men and because women are often the health care decision-maker for their 

families, were reflected in two types of initiatives to target women: a “women's health” 

product line and a women's health center. Interviewees discussed how women’s lectures 

fit in with these larger initiatives. For example, one interviewee stated that women's and 

children’s health has always been a major product line, with maternity being an important 
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component. When one of their competitors closed their delivery department, her hospital 

launched a series of lectures aimed at attracting younger women with the goal of having 

these women choose her hospital, rather than one of the remaining competitors, when 

they decided to have children.  

The second strategy employed to compete for the women’s market, the women's 

health center, took different forms among the different sites that offered them. Some 

consisted of a center where women could get several services such as mammograms and 

osteoporosis screening in a single place. Some of these centers offered additional services 

such as libraries or nurse consultants. Some of the lectures I attended, such as a talk on 

the relatively new technology of digital mammography, seemed intended, at least in part, 

to attract women to the center. For example, women at the talk who learned about breast 

cancer might find the digital technology to be enough of an improvement that they 

ultimately choose this hospital’s women’s center for their annual screening.  

Thus hospitals in general had a two-pronged reason to target women, because 

they offered some services either exclusively (labor and delivery) or nearly exclusively 

(mammogram) to women, and if a woman was happy with the hospital, any marketing 

aimed at the woman could potentially gain the business of the whole family. Thus, major 

hospital initiatives targeted women in order to get the women themselves as clients, and 

also targeted to women because they represented the gateway to getting the other family 

members as clients. 

The third reason for targeting women (more than men) in lectures was generally 

not related to hospital-wide initiatives, but rather was related to the nature of lectures as a 

form of health-promoting activity. Program coordinators believed that men were less 

interested than women in health promotion activities in general, a finding that is 

supported by literature (for example, Waldron 1995, 2000). Thus men were believed to 

be less interested than women in the specific health-promotion activity of the lecture. 

Some interviewees stated that even when men did attend lectures, it was not out of their 



 

69 69

own choice. One interviewee said that men came to a stress management lecture because 

“their wife or girlfriend brought them” and attended a prostate cancer screening because 

“she [wife or girlfriend] told me I had to come,” and another said that women “drag” 

their husbands to lectures. This terminology is quite similar to that found by Seymour-

Smith and associates (2002), when the health care professionals they interviewed 

described wives “ordering” husbands to visit the doctor, or bringing them “kicking and 

screaming.”  Two interviewees felt that men might feel the need to be seen as in control, 

and thus might be reluctant to attend lectures and seem vulnerable to illness. And one 

interviewee indicated that men were not only uninterested in lectures, they sought to 

distance themselves by making a point to state “I’m just the driver. I’m just here because 

I had to drive my wife.” This is consistent with Courtenay’s (2000) finding that some 

men are not merely uninterested in engaging in health-promoting activities, they “do 

gender” by actively distancing themselves from these activities, which they view as 

feminine.  

Twenty-one of the twenty-three program coordinators I interviewed were women, 

indicating that the planning of lectures at the sites I studied, including the planning of 

men’s lectures, was done largely by women. One interviewee suggested that the fact that 

almost all lectures at her site are planned by women might be negatively impacting their 

ability to come up with ideas to interest men. She stated: 

There are men health educators, but, if we had a man who was a health 
educator in our office, it would be a different thing. You know, they could 
come in with their input and their relationship with other men, you know. 
And I have no idea. 

Yet another interviewee said that her department had tried to involve men from 

departments throughout the hospital in order to plan a men's multi-topic event 

comparable to the one they held for women. Not only did the male health care 

professionals indicate that men generally were not very interested in health, the interest of 

the men on the staff themselves did not last long. She explained: 
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And I did have some people ask me earlier on in the process, men who 
work here, ‘Why don’t we have a men's health day?’ I said, ‘Okay, let’s 
get a committee together and talk about that.’ And I met with a bunch of 
men, who ended up talking about everything but the actual event. They 
were talking about how men view health care as a sort of Jiffy Lube, they 
wanted to be in and out, you know. But nobody was really willing to work 
on any of it.  

In summary, program coordinators had a good deal of evidence to indicate that 

men are not generally interested in health promoting activities, although some 

acknowledged that the dearth of male employees (or fully interested male employees) 

available to plan lectures may have contributed to men’s relative lack of interest in 

attending lectures. Hospitals did, however, offer some men’s events, and some were quite 

successful (I will discuss how interviewees defined success below). Despite past 

successes however, none of the sites with high sex targeting offered as many men’s 

lectures as women’s, and none had plans to do so in the future. 

Although the rationale to target women more than men in lectures was largely 

explained by the above three reasons, there were two other topics that interviewees 

discussed. The first was that women not only make health care decisions for the family, 

that is, decide where other members will get health care, but that women also provide 

health-related and non-health-related care to their families. In chapter 6 I will discuss 

more fully the topic of caregiving. 

The other topic was the intention to use lectures to compensate for under-serving 

women in some way in the past. This response applied almost entirely to classes on heart 

disease or stroke7. Although eighty-two percent of the lectures offered on heart disease or 

stroke were open to both women and men, an additional eighteen percent were offered 

only to women, with no site offering any just for men.  As one interviewee explained: 

 

7 Although there were many lectures that addressed only heart disease or only stroke, 
sites sometimes presented them together. Therefore, I list them together in my 
discussions. 
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Oh, a lot of the research years ago was men. Men, men, men. And all of 
the studies just looked at, you know, oodles of men. Then they started 
including some of the women, but the bulk of it was men, and they 
weren’t sure how much carried over….Often if a lady has a heart attack, 
typically she doesn’t fare as well as a guy does.  

 
Thus the recognition that heart disease in women had been understudied, and that women  

were likely unaware of their risk of heart disease, resulted in an effort at several sites to 

target some of their heart disease lectures to women.  

Although the reasons for targeting women more than men are analytically distinct, 

interviewees often switched back and forth between them during a single answer. When I 

inquired about lectures on heart disease or stroke that were offered only to women, note 

that two very distinct reasons were presented as one answer:  

That’s primarily because a lot of the people who make most health care 
decisions are women. A lot of the research on risk factors and all that 
stuff, tended in the past to be more on men, and we’re learning more about 
what type of risk factors, signs, and symptoms of a heart attack in women 
are different than they are in men. So there’s a whole lot of catch-up that 
needs to be done to women as an audience.  

 
The first sentence refers to “woman as health care decision maker,” while the second and 

third sentences refer to a different reason, to compensate for under serving women with 

respect to heart disease in the past. The interviewee gives no indication (for example, by 

saying “and” or “also” after the first reason) that he thinks of them as two separate points. 

This fluidity between the reasons to target women was a rather common occurrence, and 

illustrates a relevant point: there were so many reasons to offer more lectures to women 

than to men, combined with a relative absence of any reasons not to do this, that the 

multiple reasons sometimes seemed to blend together into one reason in interview 

responses. 
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One theme that emerged from the rationale to target women, particularly with 

respect to women’s family caregiving roles, is that men were generally addressed as men, 

yet women were often addressed as mothers, as well as wives, daughters, and 

occasionally, as caregivers for co-workers and strangers.  Consequently the reasons for 

targeting women more than men were related not only to the number of lectures offered 

to each sex within a topic (for example, lectures on women’s cancers outnumbered 

lectures on men’s cancers thirty-two to two), but also the range of women’s topics. For 

example, the caregiver role for women discussed above was reflected in the fact that 

there were five lectures on caring for a sick family member offered for women only but 

none for men only. As I will discuss in the “Marketing Strategies” section below, the 

multiple reasons for targeting women were reflected in both subtle and direct ways in the 

calendars, which for most sites was the primary marketing tool.  

Recall that in addition to the interviews done at sites with high sex-targeting, I 

conducted four contrasting interviews: two at sites that offered very few lectures, and two 

at sites that offered many lectures but did little sex-targeting. The latter two are relevant 

to this discussion. I asked each of these respondents why they offered most of their 

lectures to everyone, rather than offer a substantial portion of their lectures, including 

some that are relevant to both sexes, only to women. One interviewee explained, “We 

don’t make it for one gender unless it’s the nature of the disease.” And she added, “We 

don’t spend a lot of time figuring out who should attend.” Early in the interview, this 

strategy seemed to me to reflect a philosophy that was very different from those that did 

high sex-targeting. However, I learned during the interview that in addition to offering 

lectures that were clearly labeled as “senior” programs, they had some others that were 
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also geared towards relatively older people. During her discussion of seniors, she gave 

additional insight:  

Each primary caretaker could be one or the other gender. You just never 
know. (The interviewee then speaks on behalf of a male lecture attendee): 
‘I’m a man taking care of my wife.’  (Then returning to her point of view): 
Who’s buying the [brand name of incontinence undergarments]?  Who’s 
getting the medicine? Who is asking the questions? 
 

This site’s decision not to target women, then, does not necessarily reflect a philosophy 

contrary to that of the sites described above. Her statement that either sex might be the 

caregiver when a couple is old does not necessarily contradict either the belief that in 

younger couples women are the caregivers or the belief that sites who have younger 

clients should target women within that role of caregiver. The other interviewee from a 

site of low sex-targeting also had one of the highest numbers of senior lectures. 

Therefore, the decision not to target much programming to women at these two sites may 

indeed represent a different philosophy, but may also be a mere reflection of an older 

clientele: whereas twenty-seven percent of all non-senior lectures in my sample were sex-

targeted, only six percent of senior lectures were. 

Planning lectures and other programs 

In the effort to achieve the community education, marketing and/or short term 

financial objectives described above, program coordinators used many sources of input to 

plan lectures and other offerings. These include intra-organizational, community, and 

larger scale sources of input. At the in-depth sites, I observed both very centralized and 

relatively de-centralized forms of planning. In the more centralized setting, most of the 

lectures were planned within a single group. In the other two, some aspects were 
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centralized, but the actual choice of lecture topics was more de-centralized. At two of the 

in-depth sites, and in some other interviews, respondents talked about how their lectures 

were tied to the strategic goals for the hospital. For example, each calendar might have to 

include a specific number of lectures for each of their product lines. If a calendar had 

articles, the topics of lectures were often planned to provide additional information to 

readers of the articles. 

Some of the input came from community members. Ideas received from attendees 

of previous programs (usually from a “suggestion” area on evaluation forms) were 

considered as topics for potential lectures. One hospital did a wide-scale survey of area 

residents, two relied on formal community input through an advisory panel of community 

leaders or other residents, and two used input from informal contacts in the community as 

a source of ideas. Input from a broader level included Healthy People 2010, which is a set 

of health objectives outlined by government agencies; journals; and other external 

publications. National health observances, for example, heart disease awareness month 

(February) influenced the timing of lecture offerings. 

Marketing strategies 

There were various marketing strategies employed, including different methods of 

informing the community of the calendar’s offerings. The timing of calendar publication 

or distribution ranged from once a month to semi-annually. Five of the fourteen sites at 

which I conducted interviews had mailings that exceeded 60,000, and three of these 

exceeded 100,000, although other distributions were much smaller. In addition to 

calendar mailings, other methods of advertising offerings included distributing calendars 

to physicians’ offices and community partners such as supermarkets, libraries or fitness 
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centers; advertising in newspapers and other media; posting listings on the hospital’s 

website; and sending targeted postcard mailings for special events.   

One strategy intended to maximize the likelihood of a good turnout was to 

coordinate the timing of programs to coincide with national health observances. For 

example, thirty-five percent of heart disease/stroke lectures, sixty-seven percent of all 

colon cancer lectures, and thirty-six percent of all breast cancer lectures were held in the 

month of their national observances: February, March, and October, respectively. 

Holding lectures in a month of heightened public awareness due to national advertising 

campaigns allowed hospitals to take advantage of this exposure, and as one respondent 

amusingly stated, to get “more bang for your buck.” However, because the national 

observances bring attention to lectures held at all sites, any increased public interest 

gained by the national campaign can be offset by the fact that many competitors were 

offering programs on the same topic in the same month. One interviewee stated that her 

site moved up their annual women’s conference from May (the month of the national 

women's health observance) to April for this reason.     

Another influence on programming was the availability of health information on 

the internet, as well as a belief by some respondents that the increasingly fast pace of life 

and the desire for instantaneous information (a few respondents specifically mentioned 

text-messaging) adversely affect people’s willingness to visit a hospital to listen to a 

lecture. Some hospitals responded to these and other factors by offering lectures with 

expanded definitions of health, including emotional, spiritual, or even financial well-

being. These topics were among the most controversial: one interviewee said that her 

hospital chose not to offer any classes on anything outside the realm of evidence-based 
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medicine. And even in sites with a stated mind/body/spirit focus, or those who stressed 

that they had a relatively broad definition of wellness, classes without a clear link to 

physical well-being or the narrower definitions of health were the ones most likely to be 

questioned – or even vetoed – by senior management.  

Another strategy to make lectures more appealing to the public was to add some 

admittedly non-health-related elements to the health content in lectures. Holding some 

lectures off of the hospital’s grounds was also believed to increase interest. Eighty-five 

(12.6 percent) of the 675 lectures were held off-site, with twenty-three of these held at a 

hotel, restaurant, or café. Also, some hospitals offered a portion of their lectures at fitness 

centers that were part of the hospital’s organization but were housed in a separate 

location. In chapter 5, I will discuss the multiple ways in which the boundaries of the 

health lecture were expanded, including gender differences in the expanding of these 

boundaries.   

The creativity in selecting topics and locations for lectures was matched by a 

great deal of clever wording including double entendres. When I asked one interviewee 

about these paired meanings she was, to my surprise, quite mixed in her evaluation of this 

strategy: 

That’s very well-planned, I mean it’s planned. It’s a real marketing ploy, 
and I don’t know if it’s good or not. We’re always looking for catchy 
ways to kind of bring people in, you know? But then sometimes I think we 
just lose the directness. I always think, ‘If you have a catchy title, but your 
description is very direct, you know?’ But then I look at other places and 
they just have very simple titles. And I don’t know what kind of turnout 
they have. And so I don’t know if that’s always the best way to go. 

  
When giving this response, the interviewee not only confirmed for me the well-planned 

nature of the linguistic devices used in titles, she also demonstrated a point that other 
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interviewees would make as well: it was often quite difficult to know whether the 

marketing strategy they employed was the best choice. This was especially true with 

respect to lectures that had been cancelled due to low registration. Some of the lectures 

for which I had registered were cancelled, and when I had the opportunity, I asked the 

appropriate interviewee for his or her thoughts on why they lacked sufficient registration. 

One site had tried to make an upcoming heart lecture more interesting by holding it at a 

restaurant, which involved a fee to cover the cost of dinner and beverages. After the 

lecture was cancelled the program coordinator questioned this approach: “It’s so hard to 

know…I wonder if it was too expensive…I honestly don’t have a clue, I don’t know. The 

only thing I can think was maybe the expense.” Program coordinators were also likely to 

question their timing of events. Several sites did not offer lectures in the summer because 

they anticipated low turnout, and one site which had recently offered some summer 

lectures that were cancelled for low registration consequently planned to cut back on 

summer lectures in the future.  

Some strategies were tailored to the target audience for that particular lecture. The 

biggest targeting efforts were aimed towards women and seniors. Although senior 

lectures were almost entirely gender-neutral in focus (and thus exhibit few of the gender 

differences discussed throughout this dissertation) the fact that their targeting paralleled 

that of women in some ways, such as having their own lectures and/or their own 

newsletter, warrants a brief discussion. Some sites offered seniors their own calendar, 

which included articles as well as listings of senior lectures.  

During my interviews I learned that much of the focus on seniors was due to a 

combination of the hospital having a relatively high proportion of seniors within its 
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general service area, and the belief that seniors had more need for health education than 

did younger members of the community. More than two thirds of all senior lectures were 

held during the day, and more than half of the remainder were the type of senior dining 

lecture discussed above, which occurred early in the evening. Although I did not ask 

interviewees why they offered so many in the day, a minority of respondents volunteered 

that they rarely offer a senior lecture at night, because many will not drive in the dark. 

More generally, though, it is likely that the timing of senior lectures was an attempt to 

accommodate retired people, which would include the older cohorts of seniors. 

Yet countervailing social factors were affecting both the definition of “seniors” 

and the methods of targeting them. The oldest cohort of baby boomers turned sixty while 

I was doing my research, thus swelling the ranks of younger seniors. And even the 

youngest boomers, who were all over forty, were developing problems in their relatively 

early stage of aging that were different than those of prior generations. For example, in 

one lecture I attended on sports-related knee injuries, the speaker, an orthopaedic 

surgeon, explained that younger baby boomers were more likely to play weekend sports 

(often without proper training) than older cohorts had been when they were this age. Thus 

the young baby boomers were prone to having orthopaedic problems at an earlier age 

than previous generations. 

In addition to the sheer size of the younger boomer cohorts and elements of 

boomer lifestyle that put them at increased risk for medical problems that make people in 

their forties and fifties a growing market, the unwillingness to identify with terms like 

“senior” (especially among boomers in their fifties, but even among people in their 

sixties) led some program coordinators to think in younger terms than those associated 



 

79 79

with the “traditional” senior. In one planning meeting I attended, one person said that she 

had just become age-eligible for their senior group and that she did not want to be 

associated with the term “senior.” This led to a discussion of adding a focus on a new 

meaning of “aging” to connote a lifelong process that begins at birth. Thus, while the 

older seniors remained a focus, broadening the types of programs to appeal to the 

younger boomers, and loosening the terminology to something more likely to appeal to 

people of all ages seemed to be a new direction in this type of programming. 

As stated above, another key group to which lectures were targeted was women, 

and the marketing often reflected this. Some of the marketing to women was transparent, 

that is, without offering lectures that were either gender specific in topic (such as ovarian 

cancer) or offered to a women-only audience. For example, a woman could attend a 

lecture that was both gender-neutral in topic (such as emotional well-being) and offered 

to both sexes, and be so satisfied with her experience at the lecture that she both chooses 

this hospital to give birth to her children, and recommends this hospital to her husband. 

Some interviewees indicated that some of their marketing towards women was indeed 

done in a transparent way. One interviewee said that the calendar, while including many 

lectures open to both women and men, was nevertheless designed, through choice of 

colors and illustrations, to appeal to women. 

Some sites issued a separate calendar for women. Some women’s calendars were 

similar to those for seniors in that the only lectures listed were those targeted to women. 

However, in one case, the primary place in which lectures and other offerings available to 

men was a calendar addressed to the woman of the household. The interviewee at this site 
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explained, “Even prostrate screenings we put in [the women’s calendar] because the 

women are the ones who are going to call for their husband.” 

Above, I discussed the reasons that interviewees gave for targeting women in 

lectures and these were often reflected in the way these lectures were described in the 

calendars. Some lecture descriptions invoked the role of woman as the family’s caregiver, 

inviting them to take one day or evening off from caring for others and to focus only on 

themselves. Whether inviting women to take better care of their family or to take a short 

break from that role, there was generally an underlying assumption that the typical 

woman reading the calendar is in fact a caregiver of others. 

The reasons for targeting women are not mutually exclusive. Yet there were some 

lectures in which the stated purposes of women’s events ranged from a bit confusing to 

quite contradictory. For example, it was sometimes unclear in the marketing whether the 

purpose of a particular lecture was for the woman to take time out from being the family 

caregiver to focus on herself or to learn how to be a better family caregiver. Sometimes 

the inconsistency existed between the purpose of a particular event as stated in the 

calendar (telling women this event was for “you and only you”) and in some of the 

messages I observed while attending the same event (telling women how to take care of 

others). I will discuss these cases in chapter 6. 

Although the marketing for men’s lectures was sometimes rather straightforward, 

some respondents discussed either past or future men’s lectures involving sports themes 

or cars. Indeed, one of the men’s prostate cancer lectures I attended was advertised using 

a sports theme, included local sports celebrities, and used sports metaphors (for example, 

comparing good health to hitting a home run) throughout the event.  



 

81 81

The evident effort behind the marketing of the men’s prostate cancer event was 

consistent with the struggle to get people to attend cancer events described by a director 

at another site. They often had a strong turnout for their more “interesting” lectures (for 

example, those held in restaurants) yet they had difficulty finding a way to get people to 

attend cancer talks. Although this interviewee had been very candid about the importance 

of marketing in order to achieve the major goal of attracting clients, her discussion of the 

importance of people attending cancer lectures to learn helpful information indicates that 

a great deal of thought also goes into the marketing of those lectures aimed at achieving 

the other major goal, that of community education.   

Evaluation of success 

The final area I discuss is the evaluation of a lecture’s success. The most common 

measure of success cited by interviewees was turnout. Although the actual number that 

was considered an adequate turnout varied from site to site, and sometimes from one type 

of lecture to another, reaching a certain threshold of attendance was a key evaluator. 

Some respondents said that registration was not always an accurate predictor:  Two 

interviewees, both of whom offer lectures for free, said that it is not uncommon for only 

half of registrants to actually attend. Another interviewee, also at a site where lectures are 

offered for free, said that attendance can be affected by bad weather.  

In addition to the importance of high turnout in general, it sometimes mattered 

who the attendees were. In a few cases, a lecture had a specific demographic goal, and 

success was evaluated by meeting that target. For example, the goal of one women’s 

lecture was specifically to attract a mix of young, middle-aged, and older women, and the 

program was considered successful because they did get this age mix among the 

attendees. In some cases, the focus was new clients. Although two interviewees stated 
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that this is very hard to measure, one said that her site measures this by the number of 

physician referrals that result from each lecture.  At one lecture, the program coordinator 

handed out slips which attendees could fill out to request an appointment with the doctor 

who gave the talk. In addition to the desire to attract new patients some interviewees 

mentioned the importance of building on-going relationships with community members,  

thus they also saw a  value in having some of the same people come to many events over 

time.  

In addition to the quantitative measure of attendance, interviewees sited several 

ways to evaluate the qualitative. The most formal method included the feedback obtained 

in evaluation forms, for example, if the attendees found the lecture informative and/or 

useful. Sometimes the feedback was more informal. For example, two women I 

interviewed at sites with “men only” lectures did not attend the lectures they had planned. 

Both said that men who had attended told them afterwards how much they enjoyed the 

lectures. Usually, though, program coordinators attended the lectures they planned and 

some said they also did an informal assessment during the lecture and interpreted, for 

example, nodding and asking a lot of questions as signs of the lecture’s success. A few 

interviewees, including one of the women who had not attended the men’s lectures she 

had planned, also mentioned the lecture presenter’s assessment of the program in her 

evaluation of success. Finally, a specific action of the attendee was an indicator of 

success, although this applied to only certain lectures. For example, one lecture on 

mammograms was targeted to uninsured and underinsured women. Although this site 

usually used evaluation forms, for this particular lecture they did not. As the interviewee 
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explained, “There was no evaluation form…The proof is in the pudding: did women sign 

up for mammograms when they were there?” 

Discussion 

The two main purposes of lectures, whether women-only lectures or those open to 

men, were to educate the public and to retain/attract clients. Although these two purposes 

were sometimes pursued by separate initiatives, they were not mutually exclusive. There 

were three main reasons program coordinators gave for targeting women: because their 

respective hospitals offered more women’s services than men’s, because marketing to 

women might result in gaining the business of other family members, and because 

women were more interested than men in health-promotion efforts such as lectures. The 

goal of targeting women is not only reflected in the fact that women’s lectures 

outnumbered men’s nearly ten to one, but also in other practices such as mailing the 

calendars to the woman of the household, and in very transparent ways, such as the 

choice of colors in calendar design. Although some of their planning, evaluation, and 

marketing efforts varied depending upon the lecture’s purpose (community service, client 

attraction or both) and target audience, program coordinators aimed to make educational 

lectures as interesting and appealing to the public as possible.  
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CHAPTER 4 

MARGINALIZATION AND OTHER MODES OF TALKING TO CLIENTS  

 
In this chapter, I analyze modes of talking to clients in lectures, as well as in 

lecture handouts and calendars, with special emphasis on marginalization. In the first part 

of the chapter, I will discuss two forms of marginalization, which I define as a denial of a 

person’s or a group’s status. In the first, the marginalization of clients, both women and 

men are marginalized with respect to the standard of a gender-neutral competent adult 

agent. In the second, the marginalization of women as women, women are marginalized 

with respect to men, that is, treated as “other” to a male norm. 

In the second part of the chapter, I will discuss partial descriptions that were 

offered by lecture speakers on topics as diverse as screening procedures, side effects of 

treatment, the causes of stress, and reasons for caregiving of others. These partial 

descriptions took both gender-neutral and gender-specific forms, and they fell into three 

general categories: positive definitions of the situation (for example, of how well 

treatment is tolerated), biological explanations (of gender differences in caregiving), and 

psychological explanations (for example, of stress). I refer to these as “partial” because 

despite being only one perspective among many possibilities, each is offered as the 

explanation, and because these explanations were largely offered without supporting 

evidence. I will conclude the chapter by discussing common themes and implications. 

Marginalization  

In chapter 1, I reviewed literature on both marginalization of patients, which I 

defined as the denial of a (male or female) patient’s status as a competent adult agent 



 

85 85

worthy of respect, and the marginalization of women as women, that is, the treating of 

women as “other” to a male norm. Research on the topic of marginalization has been 

undertaken in clinical encounters and other settings external to the lecture. Thus my study 

of lectures (as well as calendar listings, lecture handouts, and other written materials) 

allowed me to observe marginalization (or its lack) in a setting different from the clinical 

encounter. The literature on marginalization in the clinical encounter is not a precise fit to 

the study of marginalization in lectures. In this chapter I replace the term 

“marginalization of patients” with the broader term “marginalization of clients.” This is 

because in lectures and written materials, the object of the marginalization could be 

actual clients (patients), as well as potential clients (attendees) or hypothetical patients.     

In chapter 1 I discussed the fact that physicians’ use of humor in the clinical 

encounter can be marginalizing by exhibiting a failure to take the patient’s situation 

seriously (Witkin 1999). That is, in the clinical encounter, even if the content of jokes 

were not marginalizing, the mere act of joking can be marginalizing. However, in 

lectures, attendees were not seeking treatment, and thus some jokes that are marginalizing 

in the clinical encounter might not be so in the non-clinical, relatively relaxed setting of 

the lecture. Several speakers either began their talks with jokes or made humorous 

comments while delivering their talks. I did not consider any of these uses of humor as 

marginalizing except if the content of the humor included the mocking of patients or 

attendees. Also, because lectures are generally one-way forms of communication, I did 

not expect to observe certain types of marginalization such as interruptions of talk found 

in studies of the two-way interactions of the clinical encounter. 
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In the lectures I attended, there were, of course, numerous examples in which 

physicians or other speakers spoke to attendees in a respectful manner. However, seventy 

percent of all lectures exhibited one or more of the patterns of marginalization that I will 

discuss below, and some calendar listings and other printed material did as well.  

Marginalization of clients  

There were four general ways in which male or female clients – either actual 

clients (patients), potential clients (lecture attendees) or hypothetical patients were 

marginalized in calendars, lectures, and lecture handouts. In these cases, both men and 

women were marginalized with respect to the standard of a (gender-neutral) competent 

adult agent who is free to accept or reject medical advice. The four forms of 

marginalization I observed were objectifying, infantilizing, ridiculing, or giving 

“commands.” 

When patients were treated as objects, it usually occurred in lectures (rather than 

in calendars or handouts), and was almost exclusively done by physicians, as opposed to 

the nurses or dieticians who less frequently conducted lectures. The most frequent 

example involved physicians referring to either the writing of prescriptions or the 

patient’s taking of medication as “putting them on” or “taking them off” medications. 

Examples were numerous, and covered medications such as hormone replacement 

therapy, blood thinners, and pain killers. In addition, some physicians referred to follow-

up visits or referrals to specialists as “bringing” patients back or “sending” them to other 

physicians. The use of language of “putting patients on/taking patients off” medication or 

“bringing/sending” patients was usually linked to the use of language of commands, 

which will be discussed below. That is, objectifying language usually did not exist in 
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isolation; physicians who used these expressions generally also phrased their 

recommendations in the form of commands.  Although the use of objectifying language 

showed a clear pattern in the way physicians spoke about patients, one might argue that it 

does not represent how physicians actually thought about patients. Yet, some physicians 

used these marginalizing ways of speaking even when it would be just as simple – and 

more accurate – to say, for instance, “I prescribe” rather than “I put patients on.” Further, 

in some cases the marginalizing expression was more cumbersome than simply stating 

the truth: rather than stating that patients exercise on a treadmill or that research 

participants ate chocolate, respective physicians stated, “We exercise patients on the 

treadmill” and “The researchers fed the participants chocolate.” In contrast, one 

radiologist explained that, because he primarily looks at films rather than dealing directly 

with patients, he makes a point to remind himself that there are real people involved. That 

is, he makes a conscious effort not to objectify patients.  

The second form of marginalization was to infantilize or otherwise treat patients 

or attendees as children. The most common example of this was the use of 

anthropomorphic terms for cells, organs, or other body parts. While anthropomorphism is 

not necessarily marginalizing (for example, it can be used as a literary device), as an 

educational method it is generally used for young children and phased out as they 

develop (Piaget 1951, cited in Kallery and Psillos 2004). In the educational context of the 

lecture, anthropomorphic terms were used in place of more direct statements, including in 

some discussions of serious and even deadly topics. In some cases, body parts “think” 

and either possess or lack some important knowledge: “cancer cells don’t know not to 

divide;” the body “is smart” and will take calcium from bones for use by vital organs; the 
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kidney “understands” what it needs to do. In other cases, the cells or other body parts 

have emotions or preferences: “damaged blood cells don’t like fever…they hate it;” “low 

blood sugar makes [the cell] very unhappy and high blood pressure makes it very 

unhappy;” “the shoulder gets angry;” “the prostate and prostate cancer like to grow;” 

“blood cells see this and say, ‘oooooh let’s form a clot!’” In some cases, the patient and 

the body part are companions: “your good friend fiber;” “make your baked potato and 

your heart happy;” “your waistline will thank you;” “show your heart how much you 

care.”  

A somewhat common presence in illustrations was the “smiley face.” At a 

screening booth at a women's multi-topic event the technician drew smiley faces on good 

results. A handout from a heart disease lecture open to both sexes demonstrated the good 

and bad types of cholesterol using a smiley and sad face; a nutrition handout from a 

women’s event had smiling faces on a knife, fork, and spoon. Other examples of childish 

handouts given at lectures were milk and cookies at a talk on sleep disorders, children’s 

glittery animal stickers at a stress management talk (both lectures were for women and 

men), a women’s handout that was based on a common nursery rhyme, and children’s 

lollipops at the cancer information table at a women’s event.  Similarly, in one women’s 

lecture, the speaker asked the women to arrange their chairs in a large circle, “just like 

kindergarten.”  

In the third type of marginalization of clients, speakers would refer to attendees in 

a way that indicated that they did not respect the competence of patients or attendees. In 

one women's multi-topic event, a physician explained to the audience that the 

recommended screening guidelines for cervical cancer had just changed from one year to 
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three years. But she said she was reluctant to inform her patients of the change because 

she wanted them to continue to come in annually for other things, and she thought if they 

learned of the new cervical cancer screening guidelines, they might no longer do so. And 

in one men’s multi-topic event, the physician began his talk not only by accusing men of 

procrastination, but also by providing the definition of the word “procrastination” on an 

accompanying slide.8  

Another type of failure to respect the competence of clients was exaggeration: a 

speaker would respond to a reasonable question by twisting the question to make it seem 

as though it had been unreasonable. This usually occurred on the topic of food portion 

sizes. When in a lecture on heart-healthy eating an attendee asked a question about the 

portion size listed on a particular box, the nutritionist told her, “Don’t eat the whole box!”  

During a diabetes lecture the speaker explained that although some diabetics think it 

unsafe to have even a small portion of cake, diabetics can have a small portion, but “a 

portion is not half a sheet cake.” The handout from one heart disease lecture advised 

readers not to “relax on the sofa with a box of bon-bons.”  

The final form of marginalization of clients was to act as if they were required to 

take physicians’ advice.  With only rare exceptions, and none that applied to the lectures 

in question, American adults are not required to follow a doctor’s or other health care 

professional’s recommendations. Yet in some lectures, physicians (and occasionally other 

speakers) spoke as if patients were obligated to do so. In some cases, this language took 

 

8 My interpretation of this physician’s act of defining “procrastination” for attendees as 
marginalization, rather than a helpful act, was based both on his accusatory tone of voice 
and the fact that there was no indication that the audience of middle-aged and older men 
would not know the definition of the word.  
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the form of an employer/employee relationship with the physician as the supervisor or 

manager: doctors said that they “manage people with sleep apnea;” “manage people 

with…an inherited predisposition to cancer;” “manage women with excessive menstrual 

periods with birth control pills;” and “supervise” people who reduce their caloric intake 

or begin exercise programs. One handout advised readers to follow up after screening 

according to “doctor’s orders.” Another handout advised readers to think of taking time 

for stress reduction as “an order from your doctor.” Sometimes doctors spoke of what 

blood pressure level or other measure they would “allow” or “let people do” and in what 

cases they would “push patients a little harder,” “insist” on a certain course of action, or 

tell a patient “you have to be on [this medication].” Attendees were advised to “do a good 

job” and also to “be good patients.” And they were told that there were “no excuses” not 

to get a flu shot or not to exercise. In some cases, physicians used the term “non-

compliance” to describe patients not following a recommended course of treatment. 

Although this is a common term, some scholars have pointed out that it carries a 

judgmental connotation (Aull 2005; Mishler 1984). Similarly, Fadiman (1997) asserts 

that the notion of compliance implies moral hegemony. Thus whether speakers explicitly 

used the term “(non)compliance” or spoke in other terms such as “doing a good job” or 

“being a good patient,” there was an implication that patients should do what doctors 

recommended. 

Although marginalization of clients occurred with respect to a gender-neutral 

competent adult agent, there were nonetheless some types of client marginalization that 

were specific to one sex or the other. The one example of client marginalization unique to 

men was speaker ridicule of the stereotypical unknowledgeable, unhealthy male. 
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Interestingly, this ridicule was never directed at attendees or actual patients, but rather 

was always illustrated through hypothetical examples or cartoons. In one lecture in which 

the speaker presented fictitious case studies and their corresponding diagnoses, one 

hypothetical man’s case epitomized this: he smoked, ate junk food, got no exercise, but 

wanted to quickly “get buff” for his upcoming vacation. In what seemed to be a mocking 

tone, the physician repeated the man’s desire to “get buff” during his discussion of the 

case. At other times the ridiculous male was shown via a cartoon image: an overweight 

man lying on the sofa while eating, drinking, and watching television; a man stepping on 

a scale while eating a jumbo cookie. 

In contrast, women-only forms of client marginalization were directed toward 

actual women. For example, some calendar listings referred to women using the term 

“girl.” Another type of client marginalization that occurred only in women-only events 

was the practice of commenting on where attendees sat or if they left early. In every 

lecture I attended, attendees were free to sit anywhere. Also, it was not uncommon for 

attendees to quietly leave a lecture before it ended. It was only in women’s lectures that 

some speakers commented on or tried to control these actions.  When one physician 

entered the auditorium, she looked up at a woman sitting in the last row, and in a sing-

song voice, called, “You can’t sit up there, you’re hiding!” At a women’s multi-topic 

event, the speaker intended to lead an exercise in which participants would answer 

several personal questions on paper and then discuss their answers with others at their 

table. Rather than explain the exercise from the lectern, and invite women to move closer 

together if they chose to share their answers, the speaker walked around the auditorium 

and individually told every woman who was not sitting directly next to someone to move 
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closer. When the final speaker at a seven-hour women’s event went past the scheduled 

ending time, some women quietly began to leave via the back exit. The speaker abruptly 

stopped her talk and called out to the women that it was okay for them to leave, thus 

giving her “permission” although permission to leave was never needed.  These efforts to 

control where attendees sat and when they left did not occur in any lectures to which men 

were invited. 

Additionally, although the terminology of “orders” and other forms of client 

marginalization were clearly demonstrated in many lectures, in most cases, this 

terminology did not dominate the lecture. However, the one lecture in which patient 

marginalization was much more evident than in any other occurred in a heart disease 

lecture for women.  “Commands” were peppered throughout the physician’s  talk: “I will 

accept every few days brief lightheadedness;” “I will expect you to accept that too;” A 

blood pressure reading of “140 over ninety is no longer acceptable;” “You have to accept 

the reality you’re at high risk;” “You have to find a way to quit smoking;” “Salt shakers 

have to leave.” Although this is the only example in which language of marginalization 

dominated the lecture, it is worth noting that the most extreme lecture in this regard was 

one given only to women.  

The difference between gender-specific and gender-neutral forms of client 

marginalization, was, interestingly, demonstrated by a physician who was determined to 

eliminate the former, but who engaged in the latter. She began the talk by stating that she 

believes that women patients are not treated with the same respect as men. She said that 

she had just moved to the area, and whenever she sought medical treatment, she would 

conceal the fact that she was a physician in order to see how physicians treat women. She 
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said, “They don’t listen. They don’t take me serious,” and she expressed her belief that 

women should be treated as well as men. In terms of the four types of client 

marginalization, her belief that women are not taken seriously reflects the third type (not 

treating clients as competent). Nevertheless, in her talk, she used language of the first 

(objectifying) and fourth (commanding) types of client marginalization: “There are 

certain medications I won’t put you on;” “I won’t let you go far;” “You’re coming back 

in three months.”  

Her discussion illustrates some interesting points. She was unusual in that she 

acknowledged some types of marginalizing treatment of patients as marginalizing. Yet, 

although she was determined to eliminate the ways in which women were marginalized 

as clients, she engaged in gender-neutral forms of client marginalization. Thus her 

intention to raise the status of the women patient to that of the man patient was not a lofty 

enough goal: she still treated the (gender-neutral) patient with less respect than that of the 

competent adult agent. 

Marginalization of women as women  

There were several examples, in lectures or in handouts, in which men and 

women differed on some statistic. In some cases, the difference was presented in a neutral 

way, that is, in a manner that did not imply that one sex was more “normal” than the 

other. For example, in a heart disease lecture description that stated “men and women can 

have different symptoms and outcomes,” the sexes are described merely as different from 

each other. 

When one sex had a higher incidence or mortality rate, it was generally the 

pattern that the sex with the higher rate was described as deviating from what was 
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normal. Although in these cases, the sex with the higher rate was presented as a deviation 

from a norm, the norm was defined by the lower rate, not by sex. Thus, in the context of 

lectures and printed materials, “health” (lower morbidity) and “life” (lower mortality) 

were considered “normal.” 

However, in some cases, “normal” also meant being male – even if men were at 

greater risk than, or merely different from, women on some measure.  In these cases, 

women were treated as “other,” that is, as though they deviated from a male norm. In 

contrast to marginalization of clients discussed above, which was a denial of the status of 

a competent adult agent, the type of marginalization I discuss in this section involved a 

denial of women’s status as being equally representative of humanity as men.  

When the sexes merely differed on some measure, without one or the other having 

a higher incidence or mortality rate, women were sometimes described as having 

“special” or “unique” needs, implying that men’s needs were the unstated norm. One 

weight management course was designed to address “women’s special needs.” A 

calendar article explained that men and women can metabolize drugs differently from 

each other and concluded that this made women (but not men) “unique.” Occasionally, 

women were considered to deviate from a male norm even when women were the 

healthier group. For example, rather than explain why men have higher rates of sleep 

apnea than women, one handout offered an explanation why young women were 

“different.” The women were described as having “A different throat structure [that] may 

tend to protect them.” In reference to the fact that men’s life expectancy is lower than 

women’s, a physician referred to women’s “excess years.” One example of men as being 

presented as deviating from a female norm appeared to be said merely in jest: “Men are 

toxic, they have so much testosterone. We are normal.” Whether a joke or not, this type 

of statement was outnumbered by presentations of the male as the norm. Women 

speakers, as well as men, spoke this way. 
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Particularly interesting were examples of marginalizing women in discussions of 

sex differences in heart disease symptoms, because the development of knowledge about 

women’s risk of heart disease, including the fact that women and men often differ in 

symptoms, was impeded by a history of excluding women from clinical research on the 

disease. Women were excluded from other trials as well. As discussed in chapter 1, 

scholars have analyzed the practice of excluding women from clinical trials (Auerbach 

and Figert 1995; Stanton and Gallant 1995), and have discussed the relationship between 

the practice of excluding women from these studies and the symbolic marginalization of 

women (Rosser 1994, 2002). In my study, both lecture speakers and interviewees readily 

admitted the relatively inadequate attention paid to women in the past. As I discussed in 

chapter 3, one of the reasons interviewees gave for targeting women in lectures was to 

provide information to women in areas, particularly heart disease, in which they had been 

underserved in the past. 

Although steps have been taken to include women in research studies, for 

example, the Office of Research on Women's Health  was created for this purpose 

(Stanton and Gallant 1995, Scott 2000), and some lectures were designed to disseminate 

information to women, there was evidence in lectures that symbolic marginalization of 

women remained. Although sex differences in heart disease were sometimes presented in 

a way that marginalized neither sex, at other times, women were marginalized.  One male 

physician said “this is unique to the female gender; they think they’re not at risk…women 

present with very unusual symptoms.” A female physician said “We have atypical 

symptoms.”  

Another type of marginalization of women was the implication that women are 

the only sex to have gender, as though men are genderless human beings. When men had 

a greater incidence of a disease than women, the risk factor was always listed as “male 

gender.” Yet, greater incidence among women was sometimes referred to merely as 

“gender.” For example, one physician showed a slide that listed risk factors for stroke 
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such as “family history” and “gender.” He pointed to the list, and said “if you have one of 

these, you’re at risk.” It was only when he discussed incidence rates among demographic 

groups that it was made clear that having “gender” meant being a woman.  

A lecture on the “gender-specific knee” further illustrates this point. The 

physician explained that the technology for artificial knees had changed over time, and 

that initially the form of the artificial knee was so crude that the same model was used to 

replace both the left and right knees. Gradually, three different sizes of knees were 

developed. The company whose products he normally used introduced a “gender-

specific” knee, which was actually a knee sized to fit women. The previous models, all of 

which were more likely to fit men, were not considered gender-specific: they were 

considered (by the company, and evidently the speaker) simply as the standard knee. 

Thus only women’s knees were “gender-specific;” men’s knees were simply knees.  

In some respects, the designation of the knee as gender-specific is similar to 

discussions of women’s heart disease symptoms as “unique.” Although in each case 

current research redresses under serving women in the past, this is not presented as 

overlooking the needs of a group equally representative of humanity as men. Rather each 

implies that their information or product is serving a group with special needs. In these 

cases, marginalization of women occurred during lectures in which information or 

products were offered that had the potential to provide benefits to women’s health or 

well-being: women were informed of important differences in heart attack symptoms in 

men and women of which women were likely unaware, and of an artificial knee more 

likely than previous models to adequately fit women, thus providing the potential for 

improved quality of life.  To greater or lesser degrees, speakers both acknowledged 

previous practices of studying only men and informed women of the subsequent research 

on women. When discussing the resulting health information or improved products that 

could help women today, the focus was how much things are improved for women today. 

However, in some of these cases of making reparations for past treatment, the 
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health/well-being message came with the “extra baggage” of the language of 

marginalization of women: women’s heart disease symptoms were characterized, even by 

women physicians as “unique;” only the woman’s artificial knee was considered “gender 

specific.” Thus, speakers evidently viewed today’s level of knowledge or technology only 

from the perspective of how advanced it is compared to what it used to be. In the process 

that had gone from excluding women from studies, to including them, to studying sex 

differences, to providing sex-specific information and products to the public, they had not 

yet taken the final step of eliminating the ideology of  women as “other” to a male norm 

characteristic of the history of understudying women. 

Discussion 

Observing lectures (as well as examining the accompanying written material) 

afforded me the opportunity to observe how physicians and, less frequently, other health 

care professionals interacted with potential clients in a setting much different than the 

clinical encounter studied in much research. In lectures, physicians and other speakers 

had the opportunity to talk in a setting free of some of the constraints of the clinical 

setting, such as limited time and the pressure to reach an accurate diagnosis. Although the 

mostly one-way dialogue of the lecture afforded me virtually no opportunity to observe 

some topics such as the interruptions and ignoring of statements that are at the center of 

much research, I did indeed find several patterns of marginalization in lectures. 

Consistent with literature on the topic, my research revealed that both gender-

neutral and gender-specific forms of marginalization occurred. And while there was one 

type of gender-specific marginalization that applied to males (which involved only 

hypothetical males in cartoons or the fictitious case study) all other gender-specific 

patterns involved the marginalization of women, sometimes with respect to a competent 

adult agent, and sometimes with respect to men. Thus while men were indeed 
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marginalized as clients (patients), women were marginalized both as clients and as 

women. 

Despite these broad patterns, there was a great deal of variation among lectures. 

Doctors exhibited more marginalization than nurses or other speakers. The frequency of 

occurrence of marginalization varied somewhat by topic. Heart disease was one of the 

topics that most frequently involved marginalization: seven of the eight speakers at heart 

disease lectures engaged in at least one form of marginalizing talk. Food portions and 

other eating patterns were a second area of relatively high marginalization: particularly 

when in providing an answer, speakers distorted the meaning of the asker’s question (“a 

portion is not half a sheet cake” and the like). It is difficult to extract the meaning, but 

this type of marginalization occurred among physicians and nutritionists alike.  

By contrast, none of the speakers at the three lectures I attended on the topic of 

caring for a sick/elderly family member engaged in marginalization. It may be that when 

addressing an audience in the role of caregiver rather than the role of patient, speakers are 

less likely to engage in marginalization. Stress management was another topic in which 

little marginalization occurred. However, it is difficult to determine whether this was due 

to the topic itself, or to the fact that these lectures were rarely run by doctors, who as 

discussed above, generally used more types of marginalization than other speakers. Only 

one of the nine stress lectures I attended was run by a physician, and his use of 

commanding statements and tone was similar to that of other physicians rather than other 

stress lecture speakers.  

However, even among physicians, there was variation. At one extreme was the 

cardiologist who repeatedly phrased his advice in the language of commands; at the other 

were physicians who engaged in no marginalization of any kind. Although observing 

lectures did not afford me the opportunity to examine how physicians and clients 

interacted relative to each other, for example, in symmetrical versus asymmetrical forms 

of address, I was able to observe how physicians introduced themselves, and naming 
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conventions varied from “Dr. Doe” to “Dr. John Doe” to “John Doe” to the rare use of a 

nickname “Jack Doe.” Although it was difficult to establish a clear pattern (complicated 

by the fact that sometimes the speakers were introduced by someone else) self-naming 

seemed to be related to the level of marginalization.  For example, two physicians to self-

introduce with their nicknames and no title (“Jack Doe”) were among those physicians 

who engaged in no marginalization in their respective talks.  

Only two speakers, both physicians, and both discussed above, specifically 

addressed the topic of marginalization. They denounced it. One was a radiologist who 

was in the process of showing a long series of mammogram images in which he 

demonstrated various abnormalities, when, without warning, a slide appeared showing 

small children dressed for a holiday. He changed topics, telling attendees that these were 

his children, and that he included this picture among his slides “to remind myself that 

there are human beings involved.” The second was the physician who stated that women 

patients are not treated with respect. While the latter speaker nonetheless engaged in 

some gender-neutral forms of patient marginalization, her case indicates both her 

recognition of some types of marginalization as marginalizing, as well as her desire not 

to engage in those forms. These two physicians demonstrated, at a minimum, a 

consciousness of marginalization (at least certain forms of it) as well as their belief that it 

is something to be avoided.  

Those physicians and other speakers who did not engage in marginalization 

demonstrated that health lectures can indeed be conducted in a manner that is completely 

respectful to the audience. That is, they demonstrated that it is possible to address clients 

in ways that are both informative and free of marginalization. 
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Partial descriptions 

In this section I describe modes of addressing clients that do not meet the 

definitions of “marginalization” discussed above, yet exhibit themes relevant to the 

present discussion. In the sections to follow, I will discuss three types of partial 

descriptions given in lectures: positive interpretations (for example, of how well 

treatment is tolerated), biological explanations of gender differences in caregiving, and 

psychological explanations (for example, of stress). I refer to these as “partial” 

descriptions because each was only one possibility among many; there were often 

competing explanations that were not discussed that might be equally – or even more – 

plausible; and that the chosen explanation was generally offered without supporting 

evidence (or to a much lesser degree, in the face of contradictory evidence).  I will 

discuss both gender-neutral and gender-specific forms. I will conclude this section with a 

summary of the themes common to the three types of partial definitions, and discuss the 

implications when social structural explanations are suppressed in lectures. 

Positive definitions of the situation 

In this section, I discuss interpretations that were positive, not with respect to 

prognoses or other health outcomes, but to potentially uncomfortable or embarrassing 

screening procedures, side effects of treatments, or other elements of procedures, 

conditions, or situations. Each of the topics discussed below has multiple interpretations, 

some more positive than others. Yet in each case, the positive view was offered as the 

definition of the situation, even when more negative or pessimistic interpretations were 

equally, or even more, plausible. 

In some cases, the discomfort, nudity, or probing of screening procedures was 

masked when speakers used terms such as “invasive” to describe some procedures but 

not others. The prostate cancer biopsy and the digital exam both involve inserting 
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something in the rectum: in the former it is an instrument used to remove tissue, in the 

latter it is a gloved finger. After discussing the digital rectal exam, it was only when he 

reached the topic of biopsy that a physician began using the term “invasive” Yet it is 

possible that some men would find the insertion of a finger into rectum as invasive as 

well. In two other lectures the use of this terminology caused a great deal of audience 

confusion. While only the standard colonoscopy involves taking biopsies and removing 

any pre-cancerous growths, both the standard and the newer “virtual” colonoscopy 

involve inserting a tube into the rectum and throughout the colon. Yet one physician 

referred to the latter procedure as “non-invasive.” It was only after some audience 

members expressed confusion that he explained that the newer procedure was not 

actually “virtual.” Similarly, while discussing the advantages of digital mammography 

over traditional mammography, a physician described the new (but not the old) 

technology as “completely non-invasive.” This, too, caused some audience confusion, as 

attendees initially thought that this meant that the breast would not be exposed during the 

new procedure.  

The above examples illustrate that there are differences between medical and 

other meanings of the terms “non-invasive” and “virtual.” The usage of particular 

meanings of these terms in lectures does not imply intent on the part of speakers to 

deceive audiences, nevertheless, the use of these terms may be misleading. In a similar 

example, when a speaker assured the audience that the equipment inserted into the rectum 

to perform a prostate biopsy was “a little wider than a finger,” one attendee who had 

undergone the procedure picked up a water bottle and said, “A little wider than a finger? 

It felt like this!” Thus although the equipment may indeed be a little wider than a finger, 

it evidently does not always feel this way to the patient.  

In some cases, physicians seemed to minimize the importance of serious side 

effects of cancer treatment. In an ovarian cancer talk, the physician made the broad (and 

debatable) statement that ovarian cancer treatment “is well tolerated.” At the point in a 
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prostate cancer talk when the physician was discussing surgical treatment, several men 

asked questions about the side effects of incontinence and erectile dysfunction. After 

answering a few of these questions he put an end to this line of questioning by telling the 

audience that when faced with cancer, “a lot of issues become less important.” Although 

neither of these physicians failed to acknowledge the existence of side effects, both 

attempted to minimize their importance. 

All of the above positive interpretations of screening and treatment may reflect a 

sincere belief by health care professionals that undergoing these procedures gives the best 

possibility of good health outcomes for patients. However, they impose a single 

definition on the situation that might either mislead patients into believing diagnostic 

procedures or treatment regimens will be less painful or embarrassing than they are, or to 

minimize the importance of side effects that the patients may find objectionable.  

Included among other examples of unclear characterizations was a type of surgery 

that minimizes, but does not eliminate, blood loss that was nonetheless called “bloodless 

surgery.” Also, a portion of one lecture was devoted to the use of birth control pills to 

either eliminate menstrual periods, or to reduce their frequency to once every three 

months. While explaining that it was not uncommon for intermittent bleeding, the 

physician used a diagram to explain why this type of bleeding was not actually a 

menstrual period. While this certainly may be true, it still represents unexpected vaginal 

bleeding, and may be undistinguishable from an actual menstrual period to the woman 

who experiences it.  

One of the most common positive definitions of the situation was cancer 

survivorship. The most common proxy for “surviving” cancer was the five-year survival 

rate, which is used to measure the percentage of people alive five years after diagnosis or 

treatment (National Cancer Institute website 2008). These rates usually showed the 

percentage of people in each of four stages at diagnosis (with stage one being the earliest 

and stage four, the latest) who lived to five years from the diagnosis date. Although these 
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rates do provide factual information, the five-year rates were commonly cited in lectures 

and listed in handouts as the definition of survival. The goal for a patient seemed to be, 

for example, to be one of the 90% diagnosed at stage one or the 54% diagnosed at stage 

four to make it to the five-year mark.  Thus, included among survivors were not only 

those who went on to live for decades without a recurrence, but also those who died five 

years and one day after initial diagnosis. 

The other definition of “survival” was measured in months since diagnosis, thus 

anyone who was still alive a single month later, and who may not have even started (and 

who may not survive) their treatment, was already considered a “survivor.” This 

definition was used in one handout, and was also used in “cancer survivor” celebrations 

listed in calendars.  It was applied to anyone regardless of age, thus people could be 

considered survivors even if they were to ultimately die twenty, forty, or even sixty years 

before their average life expectancy. The sad irony of this extraordinarily positive 

definition of cancer survival was made clear in one handout that showed a toddler with 

cancer wearing a “survivor” ribbon.   

All of the above positive definitions or interpretations occurred in lectures and 

handouts for women, for men, and for both. However there were two forms of positive 

interpretations that occurred only in women’s events. Although for all audiences power 

was sometimes equated with gaining health knowledge or engaging in health-promoting 

activities to benefit one’s self, only in women’s events was power equated with helping 

others. In women’s lectures and handouts, language of responsibility and of helping 

others was paired with language of power, leadership, or influence: Woman is “the health 

care leader” for the family; she “takes charge of the majority of health care decisions and 

responsibilities;” the purpose of an upcoming event was to “empower women to…make 

decisions…for themselves and their families.”  Due to the fact that chapter 6 addresses 

the topic of caregiving I will hold analysis of these messages until that chapter. However, 

it is worth noting in the present discussion that these positive interpretations of women’s 
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caregiving of others occurred in a variety of lectures, such as stress management lectures 

and women’s multi-topic events in which the lecture topic was something other than 

caregiving. 

A second form of positive interpretation that occurred only for women’s 

audiences was to give a blanket compliment to every woman. Three women’s lecture 

listings invited “divas,” “goddesses,” or “awesome women” to their respective events. A 

handout advised every woman who read it to “protect your natural beauty” and at one 

multi-topic event, the speaker, while emphasizing the word “amazing,” instructed the 

audience of over one hundred women to each put her hand over her heart and say, “I [first 

name] am an amazing person.” In these examples, every woman is considered beautiful, 

awesome, or amazing, regardless of her actual appearance or personality. It is difficult to 

interpret the meaning of these compliments. However, they are notable because they 

provide contrast to the patterns of marginalization discussed above. For example, in 

contrast to speaking to attendees in an infantilizing way that reduced their status, these 

compliments raised women’s status to the awesome woman or the goddess. While it may 

represent a more positive image, referring to women as goddesses is no more accurate 

than referring to them as children.  

 

Biological and psychological explanations 

Some sociologists and other theorists (for example, Lorber and Moore 2002, 

Purdy 2001) argue that, because some causes of health problems are social in nature, the 

hospital or other clinical setting is an appropriate place for physicians and other health 

care professionals to discuss with patients these social causes. However, I argue that in 

hospital-sponsored lectures, speakers have no obligation to discuss social or other causes 

of the problems or other topics they address, partly because they have no way of knowing 
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any relevant details of attendees’ lives. I offer as an example one lecture that had perhaps 

the most clearly social – and gendered – cause of all that I attended: a women’s lecture on 

foot problems caused by high heels. The speaker showed slides of numerous styles of 

shoes, each of which was too narrow, too tight, too high, or too poorly supported, and 

showed slides of bunions, hammer toes, and other problems associated with the various 

problem areas of the shoes. He concluded by showing slides of shoes unlikely to cause 

any of the problems he discussed. He did not discuss any of the gendered expectations 

that cause women’s shoes to be more attractive, more uncomfortable, and far more likely 

to cause foot problems than men’s. Nor do I argue that it was his responsibility to do so.  

He limited his discussion of causation to the physical attributes of shoes and did not 

venture into either social causes (for example, gender inequalities that place greater value 

on women’s appearance than men’s) or psychological explanations (for example, vanity).  

However, other speakers offered a single cause, such as a psychological 

explanation for a condition, as the cause, when they offered no evidence to support their 

perspective, nor acknowledged that social causes such as gender inequality seemed likely 

to contribute to the problem. In this section I discuss two such examples: attributing 

gender roles to biological causes and attributing stress to psychological causes. 

The biological explanations I observed had to do with gender differences in 

caregiving, such as the assertions that men were not “hardwired” to look out for others’ 

needs, or that women were hardwired to do so. Since all of the biological explanations of 

gender differences referred to the topic of caregiving, I will hold my analysis until 

chapter 6. However, it is notable that, similar to the positive interpretations of women’s 

caregiving discussed above, biological explanations of gender differences in caregiving 

occurred in lectures on topics other than caregiving, for example, in a sleep apnea lecture 

open to both women and men, and a stress lecture for women.  

While biological causes trumped social causes in some lectures, in stress 

management lectures the social was trumped by psychological explanations. I attended 
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nine lectures on stress or related conditions: six were offered to women and three were 

offered to both sexes. All of the lectures provided some type of stress management 

technique, such as breathing exercises or body relaxation exercises, that the attendees 

could practice during the lecture.  Some speakers offered suggestions of when to use the 

techniques, such as while stuck in a traffic jam, after missing a train, or while waiting for 

an elevator. In addition to the techniques to physically calm the body, there were two 

rather common suggestions. One was to learn to say “no.” As one speaker concisely said, 

“No is a complete sentence.” These suggestions were usually fleeting. By contrast, a 

solution on which a great deal of time was spent was the suggestion to change one’s 

perception. Although changing one’s perception of a situation was sometimes offered 

only as a solution, the discussion sometimes drifted into perception as a cause.  

Sometimes perception was treated as a major cause of stress: one speaker stated 

that “A lot of stress starts in the mind.” At one talk, the speaker began by reading the 

quotation “Change the way you look at things and the things you look at will change,” 

and subsequently stated that this quote was one of two main points she wanted attendees 

to take away from her talk. Another speaker stated that, with the exception of tragedies, 

events that activate stress are generally neutral. Attributing stress to individual perception 

occurred even in a lecture for managing the stress of serious diseases (all the attendees 

that evening had cancer). Here, the speaker told the audience, “Stress has more to do with 

our perception than what happens.”  

Although causes of stress other than individual perception were generally limited 

to topics such as traffic jams and missed elevators, two speakers discussed the fast pace 

of daily life. The only time someone directly attributed stress to gender roles is when one 

speaker made a brief statement that women have a harder time than men saying “no.” 

When family members were mentioned at all, it was generally in the context of telling the 

audience that perception, rather than family members, caused their stress. The lone 

physician to conduct a stress lecture, who as I discussed above, used “commands” in his 



 

107 107

talk, told audience members not to blame family members for their stress. One of the few 

speakers who discussed an example of family-related stress from her own life offered it 

as an example of how she learned to change her perception. She described how her 

husband had joined her on a business trip so they could go sightseeing on the last day. 

Before the last day he began dropping hints that he did not want to sightsee after all, and 

this situation was stressful for her. She said that she realized the problem was that she 

was not being sensitive enough to his cues, and upon realizing this, offered to cancel the 

sightseeing. Thus, what might reasonably be interpreted as a broken promise by her 

husband, as well as a failure on his part to state that he had changed his mind, was 

described instead as an opportunity for her to change her view of the situation. 

The focus on perception as the cause of stress occurred in women’s lectures as 

well as those offered to both women and men. However, it was only in women’s lectures 

that the psychological explanation for stress sometimes went a step further by attributing 

the cause to a personality trait of attendees. This was described as women’s desire to 

control or to overachieve.  This assignment of causation to personality traits of the 

women who attended the lectures was sometimes offered in the absence of evidence, for 

example, when the desire for control was offered as the cause of stress in a talk given to 

all attendees at a women’s multi-topic event. In addition, it was sometimes offered as the 

cause even in the face of contradictory examples. In a stress lecture offered to “over-

achieving” women, a speaker gave an example of her adult son who was disappointed 

that, although she had put up the Christmas tree, she had not had time to decorate it until 

a few days later. Although she subsequently gave solutions to reduce holiday stress, she 

did not question why erecting and decorating the tree was assumed to be her 

responsibility in the first place. In another talk, the speaker recounted how when her 

husband or adult children are sick she takes care of them, but if she is sick, she must beg 

for a cup of tea. Although she joked when saying their reply is often “Where’s the tea?” 

she was not joking when she later attributed the stressful lives women lead to a “need to 
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control.” Thus the three speakers at women’s stress lectures who offered examples from 

their own lives interpreted the cause of their stress as a matter of either their perception or 

of personality traits such as the need to control, despite the fact that their own examples 

indicated that actions of their respective family members were likely to be at least partial 

contributors to their stress.  

Psychological explanations for stress are probably appealing to both speakers and 

attendees for a number of reasons. First, for some attendees this may in fact be true: some 

attendees may tend to perceive neutral events in a stressful way, and some people may in 

fact be overachievers.  And for other attendees, perception or personality traits may be 

one cause among many, and by recognizing this, these attendees may be able to eliminate 

that portion of stress that is self-induced. Additionally, the stress-relieving techniques 

taught in lectures, such as breathing exercises and a change of perspective, can give an 

immediate sense of control over one’s situation.  

Yet a major drawback of the focus on psychological factors is that this hides the 

numerous causes that are structural in nature. Lecture speakers who told the audience that 

stress was due primarily to perception (a gender-neutral message) or personality traits 

(told only to women) had no way of knowing if this were true. They did not know, for 

example, if factors such as gender or racial inequality, the cost of health care or lack of 

insurance, or any other external factors were the major cause of attendee stress. The 

difference between individual perception and external causes of stress was made clear in 

a lecture in which the speaker – who emphasized the importance of perception – asked 

for volunteers to discuss what was causing their stress. Although one attendee gave an 

example that did have to do with perception, a second attendee explained that her 

grandson was at war in Iraq. While the relaxation techniques taught that evening might 

indeed help both of these attendees to deal with stress, the speaker’s emphasis on 

perception served to minimize the external cause of stress for the woman whose grandson 

was at war.   
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Themes and implications 

There are several themes common to the positive interpretations, biological 

explanations, and psychological explanations discussed above. First, in each case a single 

perspective was offered as the major interpretation or explanation despite the fact that 

other interpretations or explanations were equally (or even more) plausible. Second, the 

particular perspectives offered in the various lectures were not random: they followed 

patterns. Positive interpretations of screening tests or treatments exhibited a bias in favor 

of getting the procedure. Attributes normally reserved for exceptional individuals such as 

being beautiful, awesome, or amazing, were given to every woman who attended a 

particular lecture or read a particular calendar or handout.    

Third, whether intentional or not, when viewed together, these partial 

explanations demonstrate a pattern of manipulating how clients feel. Terms such as “non-

invasive” or “virtual” downplay negative sides to screening procedures and can squelch 

client dissatisfaction. Although psychological explanations for stress may be true for 

some people or for some situations, they give to individuals a feeling of control that may 

be more illusory than real. Psychological explanations for stress conceal structural 

factors, such as gender, racial or income inequalities, that may be partial, perhaps even 

major, sources of stress for attendees.  

Any of the partial explanations discussed above can – in some cases – be correct, 

for example, when a negative perception of a neutral event leads to unnecessary stress. 

Some clients may embrace positive interpretations; for example, a cancer patient with a 

poor prognosis might find the image of being a survivor quite comforting and hope-

inspiring. Some may agree with the opinion offered: a man might indeed find a rectal 
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exam less invasive than the biopsy. And some women may in fact contribute to their 

stress by over-achieving. However, the major disadvantage of partial descriptions or 

interpretations in one-way forms of dialogue such as lecture presentations or related 

materials is that they leave no room for alternative explanations. For the cancer patient 

for whom “surviving” means living for decades, not merely five years; for the man who 

finds the digital rectal exam equally as invasive as the biopsy; and for the woman whose 

stress is due to family roles and not to the need to control or overachieve, the descriptions 

offered in lectures are not accurate.  

Conclusion 

In this chapter, I discussed marginalization and other modes of speaking to 

clients. While lecture attendees get information that may enhance well-being or even 

prevent premature death, this information often comes with other messages. While both 

sexes were marginalized with respect to the standard of the competent adult agent, 

women were also marginalized with respect to men. That is, while (prospective, actual, or 

hypothetical) male patients were marginalized as patients, female patients were 

marginalized both as patients and as women. This finding is consistent with literature on 

marginalization in settings other than the lecture. Yet some speakers, including some 

physicians, did not engage in marginalization in their talks. These lectures provide 

evidence that health messages can indeed be disentangled from marginalizing ways of 

delivering those messages. That is, marginalization in interactions with clients does not 

have to be there. 

Speakers exhibited other modes of addressing attendees, including employing 

partial descriptions, as well. As stated above, I do not argue that hospitals are responsible 

to address causes, including social causes, of stress or other problems while delivering 

lectures. However, these lectures become problematic when speakers attribute causation 
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to some, but not other, likely factors. Thus when psychological explanations are offered 

in the absence of social ones, structural causes are hidden from view. Positive 

interpretations and biological explanations hide alternative perspectives as well. 

Comparable to marginalization, there were both gender-neutral and gender-specific forms 

of partial definitions. Thus not only did audiences of women receive a greater variety of 

marginalizing messages than did men, they also received a greater variety of partial 

definitions, perhaps most notably messages attributing the stress in their lives to their 

own personality traits.  
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CHAPTER 5 

BLURRED BOUNDARIES: BETWEEN HEALTH/DISEASE AND OTHER 

TOPICS; BETWEEN HOSPITALS AND OTHER INSTITUTIONS 

In chapter 1, I discussed that in this dissertation, I employ a broad definition of 

“medicalization,” that is, a definition in which medicalization does not necessarily 

involve treatment. In this chapter, I broaden this definition even further: I expand the 

concept of “medicalization” to that of “blurred boundaries.” I do this for two reasons. 

First, many of the lectures I studied seemed related to the concept of “the medicalization 

of everyday life” (Zola 1972) yet did not precisely fit into even the broadest definition of 

medicalization, nor did some of the processes I observed that seemed to be somewhat 

opposite to medicalization fit into even the broadest definition of “de-medicalization.” I 

offer two examples of marketing efforts to reach men to illustrate this point.    

One interviewee stated that she intended to expand her hospital’s effort to reach 

audiences of men by having a physician set up a table in a large sporting goods store, and 

to distribute information and answer questions about prostate cancer. At another site in 

which I had registered for a men’s multi-topic event that was ultimately cancelled due to 

low registration, the interviewee discussed what she planned to do differently to try to get 

more men interested the next time they offered a men’s multi-topic event. She felt that 

men may not have been interested in the cancelled event because it was scheduled to be 

held in the hospital and to include only a lecture on major men’s health issues and the 

associated screening guidelines. She was hoping to hold the next event at an auto repair 

shop. She had spoken to the shop’s owner and the owner was interested in jointly 

sponsoring an event in which both parties would address the group. The shop owner 

would address car maintenance while a doctor would address screening guidelines, and 

the program coordinator would tie the two together in the advertising by using metaphors 

of car and body maintenance. Upon my first analysis it appeared that these interviewees 
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wanted to demedicalize men's health by offering men's health information off of the 

hospital grounds in settings comfortable to men; the second interviewee in particular 

wanted to make men's health only part, instead of all, of the agenda. Yet this could also 

be viewed from the opposite perspective, that these initiatives would medicalize spaces 

that men considered to be non-medical. Robertson (2007) interviewed health care 

professionals who had tried similar initiatives to those mentioned above. His interviewees 

reported that men viewed the offering of health information in their social spaces as 

intrusions into these spaces. That is, these men seemed to view the offering of health 

information as medicalizing their leisure time. Thus, neither the concept of 

“medicalization” nor the concept of “de-medicalization” accurately characterizes the 

marketing initiatives discussed by my interviewees, yet these initiatives blur the 

boundaries between medical and non-medical topics, as well as between medical and 

non-medical spaces in men’s lives.  

By contrast, some of the topics I discuss in this chapter do fit more neatly into 

generally accepted definitions of “medicalization.” For example, many of the lectures 

included topics such as menopause that I discussed in chapter 1. And while this latter 

group of topics is generally referred to as “medicalization,” many scholars demonstrate 

that the study of medicalization is indeed a study of boundaries: Rosenberg (2006) 

discusses how disease categories have expanded to include “an ever-broader variety of 

emotional pain, idiosyncrasy and culturally unsettling behaviors,” in the context of “ever-

shifting boundaries between disease and deviance” (p.407, emphasis added). Conrad 

(2007) discusses the “expansion of definitional boundaries” (p.47, emphasis added) as 

the diagnostic category of attention-deficit/hyperactivity disorder (ADHD) expanded to 

include adults where it was once limited as a diagnosis for children. Whether or not they 

use these terms in their respective analyses, the topics that many scholars address in their 

studies of medicalization are indeed studies of boundaries: between medicine and the law 

(Conrad and Schneider 1992); between disease and the range of normal human emotion 



 

114 114

(Rosenberg 2006); between pathology and normal life events (Garry 2001, Olnas 1998, 

Purdy 2001). Thus, I use the term “blurred boundaries,” rather than “medicalization” or 

de-medicalization” throughout this chapter. I will discuss both gender-neutral and 

gender-specific examples of blurred boundaries below. 

In chapter 1, I also discussed the growing trend to study both the advantages and 

disadvantages that medicalization can bring to patients. Consistent with the perspective 

voiced by recent scholars of medicalization, I take the view that blurred boundaries can 

have a variety of meanings. Therefore, my discussion of the various types of blurred 

boundaries described below – including gender differences in these blurred boundaries – 

does not necessarily imply a negative evaluation. In the sections to follow, I will discuss 

the patterns of blurred boundaries I observed. I will follow this with a discussion in which 

I will compare the different patterns and conclude that there is variation in the meaning 

among the different types of blurred boundaries.  

In the next section, I will describe the variety of blurred boundaries common to 

lectures for women, for men, or for both. In the subsequent sections I will discuss gender 

differences in these blurred boundaries.  

Stretched Boundaries and Attachments  

I refer to the first general type of blurred boundary as “stretched boundaries.” I 

include in this category topics such as stress, diet, and nutrition that are often considered 

links in a chain of causation to diseases such as cancer, heart disease, or diabetes. There 

was variety in the degree to which speakers in lectures addressing diet, nutrition and the 

like discussed these links. For example, in the beginning of one lecture on dieting, the 

speaker noted that in the last twenty years, the rate of increase in the percentage of people 

with diabetes in each state in the United States has risen almost identically with that 

state’s rate of increase in the percentage of obese residents. However, after making this 
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brief link between weight and diabetes, the speaker did not mention any link to disease 

again, and focused only on portion sizes. By contrast, at another lecture, the speaker 

spoke at length about the relationship of both weight and activity level to heart disease, 

and gave numerous examples of activities that were likely to decrease the risk of heart 

disease, as well as examples of other activities that were less likely to be effective. Thus 

there was variation in the degree to which topics like weight management were treated as 

preventive measures. Whether the links between the lecture’s stated topic and serious 

diseases were a major or minor (or occasionally, non-existent) portion of the talk, lectures 

on weight, nutrition, diet and the like are included among those that stretch the 

boundaries of health to a greater degree than more narrowly defined topics such as heart 

disease and cancer. 

Also included among what I call “stretched boundaries” are topics related to a 

mind/body/spirit connection. One calendar that offered lectures on topics such as 

emotional well-being, spiritual well-being, and the like urged readers to “expand your 

definition of wellness.” Of course, there was a great deal of similarity in these two types 

of stretched boundaries. For example, in some stress management lectures, speakers 

specifically linked the reduction of stress to a reduced risk of major diseases, such as 

heart disease. However, in other cases, stress was treated as a topic in its own right, 

independent of its relationship to disease. 

In Table 4 (chapter 2), I grouped the 675 lectures according to categories, and 

these groupings provide a rough estimate of the degree to which the boundaries were 

stretched in lectures. 320 (forty-seven percent) of all lectures fell within the general 

categories of “other health-related topics,” “other lifestyle,” and “alternative medicine,” 

and these categories generally represent those lectures that stretched the typical 

boundaries of health.  Although the estimate of forty-seven percent must be viewed with 

caution, because I made most categorizations based only on the titles and descriptions in 
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calendars, it does give at least a general sense of the degree of boundary-stretching in 

lectures.  

It should also be noted that it is difficult to measure gender differences in 

boundary-stretching only from the data in Table 4, because the boundaries within the 

same category of lecture were sometimes stretched more for one audience than for the 

others. For example, I will discuss below the fact that boundaries were blurred to a much 

greater degree in women’s multi-topic events than in those multi-topic events open to 

men, information that can not be gleaned from Table 4. 

The second general category of blurred boundary is what I call “attachments.” I 

find this term useful in describing the ways in which boundaries were blurred between 

hospitals and other organizations, between health and other topics, or both. In the first, 

hospitals became “attached” to other organizations through some type of partnership that 

resulted in the two (or more) organizations co-sponsoring an event, or in the hospital’s 

event being held at the partner’s location. In interviews, program coordinators told of the 

advantages of forming these partnerships. One advantage is that each partner has access 

to the other’s clients. Describing the benefits of holding a large hospital function at a 

nearby gym, one interviewee said: 

It benefits us because we can access their membership who may then 
become patients of our doctor and utilize our hospital services. They 
benefit because we’re drawing the public in who might say, “Oh this is 
nice. Maybe I’ll exercise here.” 

In a calendar planning meeting at a different hospital, a program coordinator referred to a 

newly formed partnership of this kind as a case of “Scratch my back, scratch your back.”  

Another advantage is that community partners may share with the hospital some 

public health concern, and hosting an event together allows the two to reach these goals 

while maximizing their resources. One program coordinator explained: 

It’s all a matter of economics and resources. The hospital does a lot for the 
community, but we can’t do every single thing. So I’ve learned over the 
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years that the best way to do this is to join forces….It’s always really nice, 
because when you partner you have even more resources available. 
 

In addition to attachments between hospitals and other organizations were 

attachments between two or more separate topics. In some events, the attachment was 

between a topic that fit the narrower definitions of disease (such as cancer) with more 

contested (“medicalized”) topics such as physical appearance. Examples include a lecture 

that addressed both protection from skin cancer and the use of Botox injections, and a 

lecture that addressed the importance of proper bra fit from the perspective of breast 

health as well as fashion. Others linked topics fitting the narrower definitions of health 

with topics completely out of the realm of health. One program coordinator explained 

how a fashion show featuring red dresses (the symbol of women’s heart disease 

awareness) was both linked to the lecture topic and used as a marketing tool. That is, it 

was intended to increase interest in the event: 

Women know what the red dress is now. It’s starting to become very, very 
big. And I think the fashion show part kind of goes to the marketing. That 
people would be there to see, they’re not there for the fashion show, it 
would kind of be one of those extras thrown in there, ‘Wow look at those 
dresses’ kind of thing….Cause that cardiac thing is going to turn around 
and people are going to think of [name of hospital] and it kind of becomes 
our marketing tool as well. Because “[name of hospital], you know, got to 
go get my heart check up.” 

 
The third form of attachment was the use of linguistic devices, and these devices 

often aided the other two. In one lecture, the link between prostate cancer and the 

appearance of local sports celebrities was facilitated by use of metaphors of getting 

screened (“stepping up to the plate”) and surviving cancer (“hitting a home run”). 

Additionally, I was informed that it was no accident that heart disease awareness month 
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occurred in February, the month of St. Valentine’s Day, and that program coordinators 

took advantage of the opportunity to join the emotional and physical meanings of the 

heart. One lecture on women’s risk of heart disease also addressed the heartache in 

women’s lives; a women’s heart disease lecture and health fair had dishes of heart-shaped 

candies; a heart disease talk held at a restaurant expressly invited couples to attend. In 

sum, the three forms of attachments frequently overlapped, often simultaneously blurring 

the boundaries between diseases like heart disease and other topics, and between 

hospitals and other organizations.   

Stretched boundaries and attachments were numerous and varied, and occurred in 

lectures for women, for men, and for both. However, there were gender differences as 

well, and in the next four sections I discuss some of these differences. 

Multi-topic events  

There were twenty-nine multi-topic events offered during the year of my research. 

In this section, I describe in more detail what was included in this category of lecture, and 

discuss the gender differences in blurred boundaries. Due to similarities (which I discuss 

below) between men-only multi-topic events and multi-topic events offered to both sexes, 

I treat these two categories as a single category, “events open to men” or “events to 

which men were invited” when comparing them to multi-topic events for women.  

In one respect, multi-topic events for women and multi-topic events to which men 

were invited were comparable. For both groups, multi-topic events were more of an 

“event” than the average lecture. That is, while some hospitals offered single-topic 

lectures such as those on heart disease or cancer on more than one occasion throughout 

the year, multi-topic events were often described (in calendars and sometimes in 

interviews) as annual events. Yet despite both their similarities to each other and their 
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differences from more standard single-topic lectures, there were some key differences 

between women’s multi-topic events and those to which men were invited with respect to 

the degree of blurring of the boundaries of health. In this section I discuss two of these 

differences: the duration of the event, and the topics covered. (I discuss other differences 

in the following section on “nights out.”) I use data from those multi-topic events I 

attended, as well as some data from all twenty-nine that were offered during the year of 

my research.     

In discussing the duration of the events and the topics covered, I draw on data 

from eleven of these twenty-nine events: ten were events I attended and the eleventh was 

a men-only event to which I was denied access. During our interview, the program 

coordinator for the eleventh event shared with me the contents of the agenda, thus 

enabling me to include information about this event along with the ten that I attended. 

The breakdown of the eleven events by audience is as follows: six for women, and five 

open to men (four for men, and one for both sexes).  The first gender difference was in 

duration: the lectures open to men averaged 1.25 hours, while the women’s events 

averaged 4.25 hours.  

The duration seemed to be associated with the number and variety of topics 

covered. Three of the five events open to men focused mainly on the dual topics of major 

killers and recommended screening guidelines. In two of the men’s events, a single 

speaker addressed these two topics. A physician reviewed the top killers of men, and for 

each disease, discussed age-appropriate screening guidelines. The multi-topic event open 

to both sexes covered comparable material (this time for women and men) but used a 

series of fictitious case studies, rather than the lecture format, to present the information 

on major killers and screening guidelines. In the other two lectures open to men, the 

speaker limited his talk to two topics; in each of these lectures, one topic was prostate 

cancer. Although all five of the events open to men included a question and answer 

period, the focus of the event was the lecture or presentation of case studies. Since the 
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content of these presentations focused on one or more major killers, the five multi-topic 

events open to men could generally be categorized as falling within narrower definitions 

of health.  

Five of the six women’s events likewise included a focus on major killers; in fact, 

a presentation at one of the six was nearly identical in content to that given at two of the 

men’s events: a discussion of the major killers (this time, of women) and the 

recommended screening guidelines.  However, a major difference between the six 

women’s events and those open to men was that while the latter had only a single 

presentation (one of which included more than one speaker), four of the women’s had 

several presentations, sometimes spanning several breakout rooms. And because, as I 

discuss below, the lectures offered at women’s events included many with quite broad 

definitions of health, the narrower definitions of health represented a smaller proportion 

of women’s events than of events open to men. For example, in the women’s multi-topic 

event discussed above which had a “major killers/screening guidelines” talk comparable 

in content (and length) to that given at some men’s events, the women’s event also 

included a second lecture on stress management, a mini health fair, and a small amount of 

time devoted to the presentation of door prizes. 

Lecture presentation at women’s events was accomplished in one of three ways: 

all attendees were given the same presentation(s) as a group; there were multiple 

breakout sessions, each of which had a choice of lecture topics; or a combination of the 

two. To demonstrate the breadth of topics available across the six women’s multi-topic 

events, I have listed all common talks and breakout sessions offered. If offered more than 

once, the number is listed in parentheses: gynecology/menopause/related topics (6), 

stress/anxiety/grief (6), heart disease (5), cancer (3), bone-related (3), appearance (3), 

emotional well-being (3), caregiving (3), physical fitness (2), and one each of the 

following: diabetes, top killers/screening guidelines, eyes, diet, hepatitis, alternative 

medicine, and healthy aging. Additionally, at four of the women’s events, door prizes 
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such as floral arrangements, salon gift certificates, or gift baskets were given to randomly 

selected attendees, thus increasing the leisure or entertainment atmosphere and 

decreasing the medical atmosphere of the event. None of the events open to men had door 

prizes.  

Similar to the variety of lecture topics offered in women’s multi-topic events was 

the variety of booths in health fairs and other exhibits at these events. While no multi-

topic event open to men included a health fair or similar set of exhibits, all six of the 

women’s multi-topic events did. In addition to exhibits on such topics as cancer (5  

events), heart disease (2), diabetes (3), and dental care (3), health fairs at the women’s 

multi-topic events included exhibits on organ donation or volunteer solicitation (2), 

financial services (2), government agencies (2), kitchen goods or interior design (3),  

jewelry (2), gift ideas for men or children (4), and one each of candy, a hair salon, and a 

cosmetic surgeon.  

Later in this chapter, I will discuss two of the blurred boundaries at the women’s 

multi-topic events, stress management and appearance. Additionally, I will defer 

discussion of caregiving (as demonstrated by the breakout sessions on caregiving and the 

fair exhibits on gifts for men and children) until chapter 6, because in that chapter I will 

discuss a different type of blurred boundary, the boundary between self and others,  

which was related to the topic of caregiving. In general, though, the variety of lectures in 

women’s multi-topic events, (as well as in the exhibits in the accompanying health fairs 

for which there was no counterpart for men), illustrates that the boundaries between 

health and other topics were blurred to a much greater degree in the women’s multi-topic 

events I attended than in the events open to men. 

Although the agendas for the multi-topic events which I did not attend were not 

always published in the calendars, for those four events I did not attend in which the 

planned agendas were advertised, the gender difference in blurred boundaries exhibited a 

pattern similar to that which I observed at the ten events I attended. One exception was a 
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women’s multi-topic event that was planned to focus mostly on different types of cancer. 

With that one exception, these calendar listings indicated a pattern close to what I 

observed: one women’s event was scheduled to address both heart disease and 

interpersonal relationships, and to offer a marketplace to buy goods for both self and 

others; another women’s event was scheduled to include sessions on exercise and portion 

sizes, along with lectures on romantic relationships and cosmetics. Comparable to the 

focus on narrower definitions of health observed in the men’s multi-topic events I 

attended, one I did not attend (and for which I had registered but was cancelled due to 

low registration) was planned to include screening guidelines for men. Generally, then, 

the calendar listings for multi-topic events I did not attend indicated that they were 

similar to those I did attend: the boundaries were blurred to a much greater degree at 

women’s events than at those events open to men. 

The women’s “night out”  

The topic of the women’s “night out” is relevant to some women’s multi-topic 

events (and as I discuss below, some other women’s lectures). The characterization of 

some women’s multi-topic events as “nights out” seemed to be related to two other 

differences between women’s events and those open to men: cost of admission and 

location of the event.  

Twenty-six of the twenty-nine multi-topic events either listed a cost of admission 

in the calendar or clearly indicated that they were offered free of charge. While only one 

of the twelve events open to men that listed this information had an admission price, nine 

of the fourteen women’s events that listed this information had a fee. Similarly, all five of 

the twenty-nine multi-topic events held at a country club or restaurant, and all three of 

those held at fitness centers were women’s events. By contrast, four of the five events 



 

123 123

held at a church, school, or community center were open to men. The remaining sixteen 

events were held on hospital grounds. Together, the fact that women’s events were more 

likely than events open to men to involve a fee and/or to be held at more luxurious or fun 

locations indicates that another set of boundaries, that between health education and 

leisure, was blurred to a greater degree for women than men. The focus on fun, luxury 

and the like was sometimes featured in the advertising for the events, particularly in 

characterizing these events as women’s (or ladies’ or girls’) “nights out.” 

Five of the women’s multi-topic events, but none to which men were invited, 

were described in calendars as a “night out.” In some cases, the description of these 

events as a night out reflected some observable differences between women’s multi-topic 

events and more routine lectures for women. For example, two of the women’s events 

described this way had admission fees, were held at country clubs and had extensive 

buffets and cash bars, and one of the two gave out numerous door prizes. One of the two 

was among the last events I attended, and I discussed in my field notes how, out of all the 

events I attended during my research, this one felt the least like a hospital-sponsored 

event. In these respects, the description of the evening as a “night out” did seem accurate, 

or at least it was a more accurate description for these multi-topic events than for the 

more standard lectures on heart disease or cancer.   

However, the fact that the term “night out” was used only for women’s events 

was not due solely to the fact that some of the women’s events had an element of luxury 

to them (such as being held in a country club). For example, one men’s event I attended 

had many features in common with the more fun or luxurious women’s events: it 

included an extensive buffet; there were small door prizes; and there were several local 
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television and sports celebrities present. Yet this event was not described as a “night out,” 

in fact none of the 530 events open to men (whether multi-topic events or the more 

routine single-topic lectures) was characterized as a “night out.” 

Second, in addition to the relatively fun or leisurely multi-topic events, the term 

“night out” was also used for some women’s lectures that were educational in nature, that 

is, that had little or no leisure or fun. While one of the events advertised as a “women’s 

night out” included a meal, the focus of this event was on providing PAP smears and 

breast exams to audience members. And some other women’s events that were single-

topic lectures (such as one on foot problems) were described as a “night out” as well. 

Additionally, there were three single-topic lectures open to women (such as one on 

nutrition), that while not called “nights out,” were compared in the calendars to men’s 

sporting events. I attended three of the single-topic lectures that were either described as 

nights out or compared to sporting events, one each on feet, nutrition, and stress. 

Although each was offered in a quite comfortable area of the hospital and two of these 

included light refreshments, they were indeed lectures. That is, these women’s lectures 

were largely educational events, and not really comparable to either men’s sporting 

events or other nights out that are generally “pure fun.”  

At one of the sites that compared women’s lectures to a men’s night at a sporting 

event, the program coordinator indicated that she believed there is a lower threshold for 

what constitutes a “night out” for a woman than for a man. Although she used their 

women’s multi-topic event (rather than the lecture that was compared to a men’s sporting 

event) as an example, she nevertheless made this point clear. The women’s multi-topic 

event included a meal and some lectures. She explained: 
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That’s a treat for women, that’s a treat for women. It wouldn’t necessarily 
be for men…Let’s face it. Men don’t have to cook, women do. Someone is 
waiting on you and it feels good. You don’t have to prepare it. You can 
just relax and enjoy the whole evening, and get your mind fed as well.  

 
Her thoughts seem to reflect two elements in the characterization of events across 

numerous sites, not just hers. First, even the more-or-less “luxuries” offered in events, 

such as dinner, are not considered luxuries for men: note that no men’s events, even those 

that offered meals, were called “nights out.” And, second, even the more-or-less 

“necessities” offered in events (the educational component, or getting “your mind fed”) 

are considered as part of the luxury for women.   

As discussed above, some of the women’s multi-topic events that were advertised 

as “nights out” were held in relatively luxurious locations (e.g. country clubs) and had 

extensive buffets. Yet some routine women’s lectures were characterized this way as 

well. On the one hand, it is possible that hospitals, like other entities, have an incentive to 

advertise their offerings in favorable ways. It may be that marketing these lectures as 

“nights out” simply reflects the general marketing practice of advertising one’s “product” 

in as favorable a light as possible. In fact, one interviewee informed me that attendance 

began to increase at their annual women’s multi-topic event after they began advertising 

it as a “night out.”  And what the other interviewee (discussed above) believes about 

luxuries may be true: that what counts as a “treat” for a woman might have a lower 

threshold than what counts as a “treat” for a man. Thus, the gender differences in the 

advertising of multi-topic events and other lectures may reflect real gender differences in 

what counts as a treat, a luxury, or a night out. But, although it appears that the 

advertising is merely intended to reflect these gender differences, it may also reproduce 

them. That is, since even the most luxurious of women’s events had some educational 
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component, and the other women’s events that focused on foot problems or cancer 

screening were almost entirely educational in nature, one by-product of advertising these 

events as “nights out” is the implication that, for women only, health education is a 

luxury.  

Self-disclosure  

In many lectures, speakers posed questions to the audience, and those attendees 

who chose to could volunteer an answer, while those who wished to remain silent could 

do so. However, in seven lectures I attended, all attendees were asked to disclose some 

information, either to the whole group or to the person seated next to them. This 

mandatory self-disclosure occurred in only three types of lectures, all of which are 

included among the “blurred boundaries” discussed above: multi-topic events, stress 

lectures, and lectures on interpersonal relationships. 

I attended eighteen events in these three categories. Eleven were offered only to 

women: six multi-topic events (three of which included separate stress lectures), three 

stand-alone stress lectures, and two lectures on interpersonal relationships. Seven were 

open to men: four multi-topic events and three stress lectures. Among these eighteen 

events, the first type of gender difference was the proportion of events requiring self-

disclosure of all participants: six of the eleven (55%) women’s events required self-

disclosure while only one of the seven (14%) events open to men did so.  

One note with respect to this difference in percentages is in order. In chapter 2, I 

explained that one of my goals in selecting lectures was to select topics for which I could 

compare lectures offered to women to those offered to men (my first choice) or to both 

sexes (when no comparable lecture was offered for men). Lectures on relationships were 
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the only example in which I attended lectures for women (two lectures) yet did not take 

the opportunity to attend any comparable lectures for both sexes (there were none offered 

for men). Toward the end of my data collection period I had what appeared to be an 

excellent opportunity to compare a women’s lecture on “healthy relationships” to one 

offered for both sexes. The two lectures were offered at separate hospitals, but although 

one was offered to only women and the other, to both sexes, they had identical titles and 

the same speaker. I attended the women’s lecture first, only to learn that the speaker was 

from a women’s shelter. Although the only required form of self-disclosure was that each 

attendee was asked to tell the group one example of a healthy behavior in a relationship, 

there was a good deal of voluntary participation with the potential for attendees to discuss 

personal details about domestic violence or other sensitive areas of their lives. After 

attending the women’s lecture, I chose not to attend the comparable lecture being offered 

to both sexes. This was a judgment call: I made this decision due to the fact that the 

lecture had the potential to be similar to other participation-heavy offerings outside of 

lectures for which I had not sought Institutional Review Board approval.  

Had I attended the “healthy relationships” lecture for both sexes, and if, 

comparable to the women’s class, it had a question required of all attendees, this would 

have raised the proportion of lectures open to men with required self-disclosure to two 

out of eight (25%). This percentage would still be below that of the women’s lectures 

(55%).  

I categorize the types of self-disclosure as follows: in public disclosure, attendees 

addressed the whole group, while private disclosure involved telling information only to 

the person seated to one’s left or right. The content of the disclosure included the 
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following (I use pronouns in second person for clarity). At the stress lecture offered to 

both sexes, (on managing the stress of serious disease), each attendee was asked the 

following: what type of disease you have; if the disease is cancer, the type of cancer; how 

long you have had the disease, and one thing you find stressful.  

In the women’s lectures, public disclosure included the following: the most 

important thing in a good relationship; how you felt at the onset of menstruation; whether 

your mother was going through menopause when you began menstruating; marital status; 

whether you have children; whether you think women are pressured to look attractive; 

whether you think there is more of this pressure now than in the past. Questions at 

women’s lectures requiring private disclosure included: something about yourself; one of 

your faults; one of your strengths; something that someone did that helped your self-

esteem; your most important hope for the future; something you do to alleviate stress. 

The final example included a series of questions: rate several different areas of your life 

(including health, romance, money, career, and personal growth) as well as steps you will 

take to improve the weak areas. 

There were some gender similarities among lectures. The content of required self-

disclosure could be quite personal in the lecture offered to both sexes (for example, type 

of cancer) as well as those offered only to women (questions about menstruation, one’s 

faults, and weak areas in one’s life). And the lecture offered to both sexes and three of the 

women’s lectures were limited to a single occurrence (although some of these involved 

more than a single question). Yet one difference is the fact that the requests for self-

disclosure in three of the women’s lectures (including one in which all attendees were 
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asked to speak publicly about menstruation) continued throughout the duration of the 

lecture.  

None of the self-disclosure exercises at lectures I attended were advertised in the 

lecture descriptions in the calendars. All of these exercises occurred in lectures that were 

examples of blurred boundaries between health/disease and other topics, that is, women’s 

multi-topic events, or lectures on stress management or interpersonal relationships. These 

self-disclosure exercises blurred the boundaries of these lectures even more by including 

personal details of attendees such as their strengths, weaknesses, or information on other 

areas of their lives such as menstruation, during the course of the lectures.   

The “medicalization” of beauty and the beautification (sexualization or idealization) 
of medicine  

In this section I discuss gender differences in two forms of blurred boundaries that 

are somewhat mirror images of each other: the medicalization of beauty and the 

beautification (which I define in this context as sexualization or idealization) of medicine. 

In the medicalization of beauty, I discuss lectures that focused on appearance. In some 

lectures, such as those on diet or weight management, it is difficult to determine from the 

title and description given in the calendar whether the focus was health (for example, 

managing weight to avoid a heart attack), appearance (for example, managing weight to 

appear more attractive), or both. Thus, with respect to the medicalization of beauty, I 

limit my discussion of the topic of physical appearance to the following: listings in which 

it was clear from the title and description given in the calendar that the focus of the event 

was physical appearance (for example, lectures on the benefits of cosmetic surgery), and 



 

130 130

events I attended in which the topic of physical appearance (for example, Botox 

injections) was either all or part of a lecture.  

In some cases, the focus on appearance included men: there were fourteen 

lectures on physical appearance that were offered to both sexes, and one lecture on 

cosmetic surgery was offered only to men. Thus, in fifteen cases men were invited to 

lectures focusing on appearance. 

There were six stand-alone lectures (that is, lectures that were not part of a multi-

topic event) on appearance offered only to women. Although this number is not very 

high, there were other ways that women were targeted with respect to physical 

appearance. In my prior discussion of multi-topic events, I noted that there was a focus 

on appearance in women’s events that had no counterpart in the multi-topic events open 

to men. For example, three of the women’s multi-topic events had a lecture on physical 

appearance. While two of these were breakout sessions, one was the keynote talk of the 

event, thus this talk, which addressed non-surgical forms of appearance enhancement 

(Botox and the like) was given to every woman who attended. At this site, the major 

focus of the multi-topic event changes each year, and in the year I attended, the focus was 

on makeovers. Thus, in addition to the keynote talk on physical appearance, there were 

several mini talks on topics such as hair styling, makeup, and clothing. Also, a majority 

of the tables at the health fair were vendors who focused on appearance, including 

cosmetic dentistry, facials, or hair styling, with only a minority of tables focused on 

health-related topics such as cancer. Due to the fact that the focus of the multi-topic event 

rotated each year, this event was not representative of the typical multi-topic event at this 

hospital. Nonetheless, it is an example of a focus on appearance that might not be 
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apparent from the fact that this was a multi-topic event.  Appearance crept into the health 

fairs at other multi-topic events for women as well, with jewelry (twice), a cosmetic 

surgeon, and a hair salon among the exhibits.    

Recall that calendar contents included listings other than lectures, and although I 

excluded non-lecture offerings as candidates for participant observation, I did analyze the 

contents of these other listings. Among the non-lecture listings were sixteen classes in 

which cancer patients could learn to deal with changes in appearance caused by their 

treatment. Although patients of both sexes were invited to three of these classes, the other 

thirteen were limited to women.  

There were two examples in which hospitals gave a message contrary to most of 

the lectures focusing on appearance: one lecture for women was devoted to the topic of 

accepting the body as it is. And at a lecture I attended, which was described in the 

calendar as addressing only interpersonal relationships among women (with no reference 

to appearance), the speaker expressed the sentiment that there was too much pressure on 

women to change their hair color, weight, and other elements of their appearance, and 

that she thinks women should be more accepting of themselves as they are.  

Generally, then, at lectures and other offerings, there was more emphasis on 

women’s appearance than on men’s. Physical appearance was sometimes addressed in 

women’s events when it was not clear from the calendar that this topic would be part of 

the agenda. And with only two exceptions, the message was for women to change their 

appearance, rather that to accept themselves as they are.  

The data on lectures indicate, then, that consistent with literature on the topic (for 

example, Conrad 2007), the boundaries between health and appearance are blurred to a 
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greater degree for women than for men. That is, one could say that in lectures, beauty (or 

the perceived lack of it) is medicalized for women more than men.  

I now discuss somewhat of a mirror process: that medicine was beautified for 

women but not for men. By beautification I include two processes: sexualization (when 

unnecessary nudity was used in illustrations) and idealization (when the nude/partially 

nude bodies used in illustrations were idealized bodies). These processes occurred for 

women in a way that did not happen for men.  I discuss sexualization and idealization in 

turn. 

In order to discuss this process it is helpful first to discuss what I refer to as 

medically instructive nudity. I refer to nudity as medically instructive when it is used to 

demonstrate anatomy, self-testing, or medical procedures. Medically instructive nudity 

occurred frequently for both women and men. Among the many examples I observed 

were drawings of women performing self breast exams or men performing self testicular 

exams, cross-section drawings used to illustrate, for example, the digital exam for 

prostate cancer, and photographs of the breasts of women with cancer. 

For men, nudity – either in drawings or in actual photographs – was limited to that 

which was medically instructive. However, women’s partially naked bodies were 

sometimes shown in non-medically-instructive ways. In some cases, images of partially 

naked women were shown completely out of context. In others, although the images of 

partially nude women accompanied discussion of some health topic, the nudity added no 

medically instructive content. I refer to the use of women’s bodies in non-medically-

instructive ways as the sexualization of medicine. There were nine examples of this type 

of women’s nudity that I observed during my research. Although not numerous in total, 
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some are notable because they occurred on relatively permanent items such as a women's 

health center logo, a hospital’s website, and a cancer center clock, and are thus likely to 

be seen by far more people than just those who attend lectures. 

There were two general images of this non-medically-instructive, or sexualized, 

nudity for women. The first was an image of the torso and head, shown from the back. 

Either the back is completely nude, or, more frequently, a gown or towel is hanging 

asymmetrically off of one shoulder, suggesting that the breast is exposed on the same 

side as the exposed shoulder and back. These images seem to be variations of the stance 

women take in actual mammograms, except that in the variations, there is no 

mammogram machine, and the images are often drawings, rather than photographs. 

These artistic variations of the mammogram stance are sometimes used in discussions of 

medical topics, but the suggestion of nudity is not relevant to the topic. For example, one 

such image appeared on the cover of a booklet addressing screening guidelines for 

various diseases, and another appeared in an article on back pain. One such image was 

presented outside of any direct reference of disease on the cover of a women’s health 

booklet. Although the cover had a montage of images of women suggesting medical 

settings (a woman with her doctor) or health preventive efforts (a woman exercising), it 

also included an image of the naked back of a woman with a sheet hanging 

asymmetrically. Her nudity was not necessary and showed no connection to women's 

health.  

That the element of nudity is unnecessary in these images was made clear in a 

cancer center booklet which showed two patients interacting with doctors (in this case, 

these were actual photographs, not drawings): on one page was a woman interacting with 
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a female health care professional, and on the opposite page was a man interacting with a 

male health care professional. While the female patient was wearing a gown hanging 

from her shoulder, the male patient was wearing a long-sleeved shirt. Although these 

photographs may have been taken during actual clinical encounters, it was not necessary 

for the cancer center to show a partially nude woman in order to demonstrate 

patient/health care professional interaction in the booklet; she, like the man, could have 

been shown fully clothed.  

The second general image of sexualization was one which I refer to as “strategic 

coverage.” In these images, women appeared to be completely naked, but something such 

as a hand or flower was positioned to cover the nipples (or less frequently, the genitalia). 

On the cover of one handout at a woman’s multi-topic event, a woman who appeared 

naked had her arms crossed over her breasts. An article on breast health in a women’s 

health guide showed a nearly identical image, but in this case, the sides of the picture 

were blurred to give an artistic, even dream-like feel to the image.  

The logo for one breast health center showed a drawing of a naked woman from 

the nose to just below the breast line; she held a flower across her chest, with the arm and 

the flower serving to cover both nipples. The cancer page on one hospital’s website 

showed a side view of woman’s torso with one hand partially covering the breast that was 

in view.  And displayed on the wall of the cancer center at a hospital where I attended 

three lectures was a breast cancer awareness clock showing a silhouette of an apparently 

naked woman who was sitting on one foot with the bent knee of her other leg 

strategically covering her genital area.  
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In the variations on the mammogram pose, as well as in the examples of strategic 

coverage, these images of partially naked women were not only presented in non-

medically-instructive ways, some were artistic renderings featuring, for example, flowers 

or dream-like effects. Though these instances of nudity did not serve a medically 

instructive purpose, by accompanying discussions of medical topics, they gave a 

sexualized feel to medical issues as diverse as back pain and cancer.  

The second pattern of female nudity was that of idealization: the bodies shown 

were idealized examples of the female body.  This pattern occurred in the sexualized 

(non-medically-instructive) examples discussed above. When faces were visible, they 

appeared to be very young women. Whether in actual photographs or in artists’ drawings, 

the features of these naked bodies represented ideals: torsos were thin and toned; breasts 

were firm and high; there was no evidence of, for example, stretch marks or sagging 

breasts.  

Although all of the above examples are of non-medically-instructive nudity, there 

was one type of handout in which even medically instructive images were those of 

idealized bodies: that of breast self-exam instructional handouts, three of which were 

waterproof handouts intended to be permanently hung from the shower head. In these 

drawings, breasts were high, firm, symmetrical, and so round that the outlines appeared 

to be drawn from arcs of circles. The only way in which these images differed from the 

“ideal” breast was that they were generally of average size (and thus not products of 

breast augmentation procedures). Waistlines were thin, and abdomens were smooth, 

toned, and showed no signs of stretch marks.  The difference between the breasts and 

abdomens shown in breast self-exam handouts (as well as in the non-medically-
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instructive images) and those of perhaps more average women was demonstrated in one 

breast cancer lecture. In this talk, the speaker showed slides of the naked torsos of actual 

women with breast cancer. Although one woman’s breasts were rather firm, the nipples 

sagged a bit; another woman’s abdomen had what appeared to be stretch marks, and her 

breasts sagged so much that her nipples faced almost completely downward. The 

difference between these photographs and the idealized images in handouts was striking.  

The medically instructive images of men were limited to illustrations of cross- 

sections of the male reproductive organs, and one drawing of a testicle being examined 

that showed only the testicle, which was partially obstructed by the hand. With men, 

there was no accompanying body around the area of illustration and thus there were no 

images of idealized men’s bodies.  

There may be some medically-driven incentive in the breast self-exam handouts 

to avoid having the women in the illustrations look too old. In contrast to mammograms, 

which are usually not recommended until age forty, self-exam is recommended for much 

younger women. Perhaps one intention is to avoid showing self-exam images using 

middle-aged women that might lead younger women to erroneously believe that they are 

too young to benefit from self-exams. However, the near-exclusive use of younger 

images in self-exam information does not explain why the images in these medically 

instructive handouts are idealized with respect to, for example, weight. And it does not 

explain the use of young, idealized images of women in the examples that are not 

medically instructive.   

In the eight calendar planning meetings I attended, the topic of the age of women 

in images arose only once. Interestingly, the sole discussion of this topic was a case in 
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which the women in a particular photograph looked too old. While reviewing the draft of 

an upcoming calendar, program coordinators decided that the women in a picture 

accompanying a description of a lecture for younger women were too old, and they 

decided to substitute one using younger women. However, as the above examples show, 

women that appear quite young are often used in handouts and other materials.   

In this section, I have shown that there is a gender difference in the medicalization 

of (lack of) beauty in lectures, with a greater focus on women’s appearance than on 

men’s. This pattern is consistent both with literature reporting gender differences in 

cosmetic surgery (Conrad 2007), as well as the more general pattern of greater emphasis 

on women’s appearance than men’s (Jacobson 2000). 

The cases of sexualization and idealized images demonstrate a gender difference 

that is somewhat a mirror image of the medicalization of beauty: the beautification of 

medicine. In the latter, sexualized (non-medically-instructive) and/or idealized images of 

partially naked women are used in medical settings.  

Regardless of one’s opinion on whether women’s appearance should matter more 

than men’s, the first pattern discussed above, the gender difference in the 

“medicalization” of appearance makes business sense in that it reflects a demand that 

exists outside of the hospital.9 Yet, with one exception, the reasons for the reverse 

pattern, the “beautification of medicine,” are unclear. While the use of images of young 

women in breast-self-exam literature may serve the purpose of encouraging younger 

women to perform self-exams, it is difficult to find the merits of using the other features 

 

9 Of course, medicine can also create some of this demand for cosmetic surgery and other 
procedures. Nevertheless the pattern found in lectures likely reflects external demand.  
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of ideal bodies in these images. Nor does there seem to be any merit in the sexualized 

(non-medically-instructive) images of women in health-related handouts and other items. 

Discussion  

In this chapter I have shown that the boundaries between health topics and other 

topics, and between hospitals and other organizations, are blurred in numerous ways. 

Some of the marketing goals I discussed in chapter 3 give insight to this discussion. 

Interviewees spoke of the importance of lectures as a marketing tool, as well as the 

importance of making at least some of their lectures as interesting as possible. This sheds 

insight not only into the variety of topics in the lectures offered, but also into the effort to 

make the more narrowly-defined medical topics such as heart disease more interesting by 

attaching them to topics such as the emotional meanings of the heart. Despite the desire 

to make things interesting to all audiences, interviewees believed that women had greater 

interest in lectures than men. And the combination of this gender difference in perceived 

level of interest with the general strategy of targeting women helps to explain some 

gender differences in boundary-blurring. For example, while multi-topic events open to 

men generally covered more narrowly-defined medical topics such as cancer (and thus, 

might be considered less interesting), women’s multi-topic events covered a much 

broader range of topics.  

These results have a number of implications. First, while lectures of the kind I 

studied do not represent the typical subject matter within research on medicalization, 

medicalization (or, more broadly, the blurring of boundaries) in lectures occurred 

frequently, and it took a variety of forms. Second, some areas of my research indicate the 

usefulness of the broader concept of blurred boundaries, rather than the more limited 

concept of medicalization, in analyzing lectures, calendars, handouts, and the like. 

Perhaps this is best exemplified with respect to the beautification of medicine, with its 
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non-medically-instructive and idealized images of semi-naked women. Neither the 

concept of “medicalization” nor of “de-medicalization” adequately describes the process 

involved in the sexualization/idealization of medicine, yet the boundaries between 

medicine and beauty were indeed blurred in these cases. 

Third, in addition to many gender-neutral examples of blurred boundaries, there 

were many gender-specific forms.  I was particularly interested in gender differences in 

blurred boundaries within topics that were largely gender neutral in nature, and did 

indeed find gender differences in the potentially gender-neutral topics of multi-topic 

events, self-disclosure, and physical appearance.  

The remaining question is; what does this mean? Is boundary-blurring something 

positive or negative? Or can it be both? As I discussed in chapter 1, several scholars (for 

example, Conrad 2007, Garry 2001, Purdy 2001) have recently noted both that studies of 

medicalization have traditionally focused on the disadvantages to patients, and that 

greater focus is being paid to medicalization’s potential benefits. Scholars call for a more 

nuanced perspective on medicalization, in which advantages as well as disadvantages are 

analyzed.    

One of the lectures I attended, devoted to the topic of using birth control pills to 

reduce the number of menstrual periods, demonstrates how complex the issues can be. 

On the one hand, conceptualizing menstruation as something to be controlled by medical 

means can involve the stigma discussed in chapter 1. That is, a normal process 

experienced by most women takes on a definition as a medical problem. Yet the speaker 

also discussed the link between fewer lifetime menstrual cycles and the reduction of risk 

of developing ovarian cancer, a potential health benefit that must be considered alongside 

the potentially marginalizing effect of this type of medicalization. Additional factors to 

be weighed in this case are the cost of the pills and the accompanying health risks. Thus, 

when medicalization occurs there are often complex issues and meanings that need to be 
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teased out when trying to assess whether a particular form of medicalization is beneficial, 

harmful, or in some respects, both.   

More generally, the types of boundary blurring I observed in this study, including 

gender differences within these types, demonstrate this complexity. For example, while 

the boundaries between health topics and other topics were blurred to a much greater 

degree for women’s multi-topic events than those to which men were invited, many of 

these cases of boundary blurring may be neutral, and perhaps even beneficial to women. 

Most of the multi-topic events, including women’s events and those that were open to 

men, had some focus on major killers and associated screening guidelines. Therefore, 

both sexes had the opportunity to learn about serious diseases. Yet, by stretching the 

boundaries of health to a greater degree, women’s events offered more variety to 

attendees. Thus women attending these events also had the opportunity to learn about, for 

example, emotional well-being or physical fitness, which can enhance overall quality of 

life as well.   

Yet other types of boundary-blurring do not necessarily have positive 

interpretations. In some cases, the characterization of women’s multi-topic events as 

“nights out” did reflect observable differences in elements of leisure between women’s 

multi-topic events and those to which men were invited. However, some women’s 

lectures that were solely health-focused were characterized as “nights out” as well. 

Further, none of the 530 lectures to which men were invited, including those that had 

elements of leisure, were advertised as “nights out.” While this difference in advertising 

may reflect a real gender difference, that is, a lower threshold for women than men with 

respect to what counts as a night out, this advertising also reproduces it.  

Additionally, while there is nothing inherently negative about self-disclosure – in 

fact some attendees may have neutral or even positive opinions of it – the fact that it was 

not advertised meant that it was at a minimum unanticipated, and at worst, unwelcome, as 

attendees were asked to discuss personal details of their lives in front of others.  There 
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was a gender difference in required self-disclosure. Thus, while attending a multi-topic 

event, stress lecture, or other lecture on a “blurred boundary” topic, women were much 

more likely than men to be asked to disclose personal information about themselves.  

Finally, when partially naked women’s bodies were shown in non-medically-

instructive ways the nudity was not only unnecessary, it blurred the lines between serious 

medical issues and sexualized images of women. And when idealized images of the 

female body were used, whether in medically instructive or non-medically-instructive 

nudity, they served to reproduce larger patterns of gender inequality.  
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CHAPTER 6 

CAREGIVING AND BLURRED BOUNDARIES BETWEEN SELF AND OTHERS  

In this chapter I discuss two topics that are separate but that often overlapped in 

lectures, written materials and other resources: caregiving and the blurring of boundaries 

between self and others. By “caregiving” I refer to providing health-related and/or non-

health-related care to family members or others. By “blurred boundaries between self and 

others” I refer to the presence of one message indicating that the only intended 

beneficiary of the lecture/resource is the attendee/user, accompanied by a conflicting 

message that someone in addition to – or even instead of – the attendee/user is the 

intended beneficiary. 

First, I will draw on the interviews I conducted and discuss beliefs that program 

coordinators expressed about the gendered division of caring labor in households.  Then I 

will discuss the number of caregiving lectures and other caregiving resources offered. 

Further, I will discuss three ways – in both caregiving resources and lectures devoted to 

other topics – in which the boundaries around women’s health were blurred to a greater 

degree than the boundaries around men's health: when the client’s health was conflated 

with others’ health; when the client’s health was conflated with others’ happiness or other 

well-being; and when the client receiving health services was conflated with the client 

providing them to others. I will conclude with a case that brings together the themes from 

this chapter as well as those discussed in Chapters 4 and 5, and will contrast different 

interpretations of the observed gender differences in both the caregiving resources 

offered and the blurring of boundaries. 

Beliefs about the gendered nature of caregiving 

Compared to the themes discussed in previous chapters, which included both 

gender-neutral and gender-specific elements, the blurring of boundaries discussed in this 
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chapter was much more gender specific: the boundaries between self and others were 

blurred for women to a much greater degree than for men. Although as I will discuss 

below, caregiving lectures and other caregiving resources were not always targeted to 

women, the majority of them were. And it was through caregiving that the boundaries 

between self and others were blurred.  

There were five beliefs about caregiving roles within families that were expressed 

by the program coordinators whom I interviewed. These beliefs give insight into their 

decisions about the offering of caregiving lectures, the wording used relative to 

caregiving, and other caregiving resources such as web pages and health care libraries 

offered by their respective sites.   

The first belief is that women do most of the health-related caregiving in families, 

such as taking care of an elderly parent, or taking care of sick children. Research on the 

topic indicates that women indeed do most of the health-related caregiving in families. 

Although the estimate of the gender difference varies depending on the measures used, 

two consistent results of research on health-related caregiving are that women caregivers 

outnumber men, and that women caregivers spend substantially more time performing 

caregiving than their male counterparts (McGuire et. al 2007; Olesen 1997; Read and 

Wuest 2007).  

When discussing women’s role in health-related caregiving, some interviewees 

used examples from their own lives. Note the nearly identical responses given by two 

interviewees: 

I don’t think my husband’s ever scheduled the kids as far as doctor’s 
appointments….When the kids are sick, I’m the one who takes off work to 
take care of them and very rarely does my husband do that. Only if I say, 
‘I really have to get to work today, is there any way you can help me out?’ 
he’ll do it.  

I’m the one that makes the appointments for my children when they need 
their checkups. I’m usually the one that takes them, or my husband will 
take them, but I have to tell him, ‘I made an appointment for this day, can 
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you take off? I can’t get off work.’ So I think that kids’ health falls to the 
woman 95% of the time. 

Program coordinators saw attending health lectures and sharing this knowledge with 

family members as a form of health-related caregiving. In the context of their women's 

health initiatives, one explained, “When we talk about prevention, we’re really 

empowering them to go back and share this knowledge with other people – their children, 

their grandchildren.”  

In addition to the woman being the one who takes care of children’s health needs, 

several interviewees asserted that women take care of men’s health needs as well: 

Women are responsible for the health care of the family…men aren’t. 
Women are responsible for men’s health care, you know? 

[In reference to a lecture on sleep apnea]: A lot of women came to it for 
their husband or boyfriend.  

There was one exception to this pattern. In chapter 3, I discussed the interviews I 

conducted at sites that offered numerous lectures, but did not target lectures to one sex or 

the other. Here I revisit a quotation from a program coordinator who explained why her 

hospital offered all lectures to both sexes, rather than offer some only to women: 

Each primary caretaker could be one or the other gender. You just never 
know. (The interviewee then speaks on behalf of a male lecture attendee): 
‘I’m a man taking care of my wife.’ (Then returning to her point of view): 
Who’s buying the [brand name of incontinence undergarments]? Who’s 
getting the medicine? Who is asking the questions?  

The interviewee explained that, due to the demographic makeup of the hospital’s 

geographic area, which has a high proportion of senior citizens, the majority of their 

programming is geared toward seniors, rather than younger families with children. Like 

the man in her example taking care of his wife, it may be that when some older married 

women need caregiving, it is the husband, rather than a woman, who performs this 

function. Kaye and Applegate (1995) collected data from men who attended caregivers’ 

support groups, the majority of whom (82%) were sixty or older. Two thirds of the men 

were taking care of spouses. Further, more than eighty percent of them reported that their 
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wives were suffering from Alzheimer's disease. Thus, it appears that in addition to the 

two thirds caring for their wives, some men were taking care of a third party for whom 

their wives could not provide care. A tentative conclusion that could be drawn from their 

study is that older men might be more likely than younger men to be caregivers, 

particularly if the wife is the party who needs care. This could explain the difference 

between the above program coordinator’s assertion that “you just never know” the gender 

of the caregiver, and the discussion of (evidently younger) women’s care of husbands and 

children by interviewees from hospitals that targeted some of their lectures to women. 

The second belief was that women do most of the caregiving in families more 

generally, that is, caregiving that is not directly related to health. This is supported by a 

great deal of literature as well, with respect to doing household chores (see Coltrane 2000 

for a review) as well as taking care of the family’s emotional needs (Di Leonardo 1998; 

Erickson 2005; Strazdins and Broom 2004). These two beliefs translated into lecture 

topics aimed at teaching women how to perform health-related and non-health-related 

caregiving tasks more effectively. One interviewee discussed the dual purposes of an 

upcoming women’s event, including giving women information on non-health issues: 

“Women make the major healthcare decisions; women also make the major consumer 

decisions.” While some lectures were focused only on the former, for example, taking 

care of someone in the family with asthma or dementia, they sometimes overlapped when 

both types of caregiving were addressed in a single lecture. While some caregiving 

lectures were women-only events, there were some that were offered to both women and 

men.  I discuss both gender-neutral and gender-specific caregiving lectures below.  

A third belief expressed by some interviewees was not only that the gendered 

division of caring labor discussed above existed, but that it was unlikely to change. Some 

married respondents drew on examples from their own lives. One seemed to indicate that 

this was unproblematic, even natural: 
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My husband is a wonderful man, but he is busy with work and he’s a man. 
And when he’s home he’s fixing whatever, or he has to go to [name of 
sporting goods store]. He’s not concerned with health. I am the one that 
looks at his lab results. I’m the one that books his doctor’s appointments. 
(Emphasis added.)  

However, others seemed to find it not necessarily natural, and perhaps not even fair, but 

unlikely to change: 

Women take on a bigger role in the household….Women, you know, 
when their parents get elderly, it’s usually a daughter who takes [them] in 
and cares for them… [If] a man gets sick, a wife usually takes care of him. 
[If] a woman gets sick, you’ve got to hope that your mother comes over to 
help take care of you [laughs]. Or [you] get better quick, because I think 
that’s just the way society is structured. I’m not saying that’s right or 
wrong you know, I’m just saying that’s kind of the way it is. (Emphasis 
added.)  

I think that women are so much of nurturers in society and we do end up 
really, I mean [it’s] so, so innate to us that we’re just caretakers. You 
know it’s just part of who we are. I think maybe there’s a genetic 
component. I don’t know if it’s all environment… [But she later states] 
We’re raised to be like this selfless kind of person. (Emphasis added.) 

Regardless of their personal opinions on the fairness – or unfairness – of the gendered 

division of labor, program coordinators appeared to base their offerings on what “was,” 

rather than what should or should not be. That is, to them it made good business sense to 

plan their offerings based on whatever gender differences in caregiving already existed in 

families.  

The fourth belief about women doing most of the caregiving in families was that 

women often neglected their own health as a result of focusing on others. That is, in 

contrast to men, whom interviewees believed were relatively uninterested in health in 

general, interviewees believed that the time devoted to caring for others sometimes 

interfered with women caring for their own health. Interviewees as well as speakers at 

heart disease lectures stated that women who believe they are having a heart attack 

sometimes delay seeking medical attention because of unfinished household 

responsibilities. Interviewees and speakers alike said that a woman might delay going to 
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the hospital because she “has a load of wash or dinner to do,” or “has a party to attend 

and has three things to make.” Although this belief that women put themselves last was 

sometimes a driving force for a lecture, it was not always expressly stated this way in the 

calendar. During one interview, I learned that this belief was the motivation for a 

women’s lecture on emotional well-being. The interviewee said that the lecture was 

intended as an evening to help women who “subjugate their needs to their family and to 

their husbands and to relationships.” 

The fifth belief is related to the fourth: women feel guilty if they do take care of 

themselves. One program coordinator explained: 

You need to take care of yourself, but sometimes, [people] especially 
women, can feel guilty about that. You know, ‘How can I go to that class 
when I should be washing the floor or doing the laundry?’ Well, yeah, you 
need to do both. 

In some cases, the lecture descriptions clearly reflected both a nearly-taken-for-granted 

view of the gendered division of caring labor, and the intention to assuage women’s guilt 

about focusing on their own well-being. Note that each of the following descriptions both 

addresses women reading the calendar as if they are in fact caregivers, and invites them 

to an event at which they can focus on themselves, if only for a day: “Take a night off 

from the family, forget about cooking supper…relax and enjoy an expo focused 

completely on you,” and “You love your family. Your friends. Maybe even your job. But 

it’s hard being everything to everyone…which is why you’re invited for a day of 

renewal.” Lectures like these, in which women were encouraged to take a break from 

caring for others and attend a women’s event appear to both acknowledge this guilt and 

persuade women that it was indeed acceptable for them to attend an event focused only 

on them. In essence, these events drew boundaries between self and others, albeit for only 

a day. However, some lectures, while addressing women’s guilt about taking care of 

themselves, blurred the boundaries between women and others. I will discuss these and 

other forms of blurred boundaries below. 
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Yet not all caregiving lectures and other caregiving messages were directed only 

towards women, and not all caregiving messages resulted in blurring the boundaries 

between self and others.  Thus, before discussing the types of blurred boundaries that 

occurred in lectures and other resources, I will discuss caregiving resources in general. In 

the next section, I will discuss the caregiving resources offered to men (either to men 

alone or to both sexes) as well as what was offered only to women. And I will discuss 

those caregiving resources that did not blur boundaries between self and others.  

Caregiving resources  

There were three types of caregiving resources offered to the public. The first was 

the lecture: there were thirty lectures offered on topics related to caregiving. Twenty-four 

of these were on health-related caregiving: seventeen addressed caring for a sick family 

member, with two addressing nutrition needs of self and others, two addressing symptom 

recognition in self and others, and three addressing general health and well-being of self 

and others. While fifteen of the twenty-four were offered to both men and women, there 

were some subtle suggestions that at least some of these messages were targeted to 

women. For example, next to the description of two upcoming lectures on caring for a 

family member with Alzheimer's disease were pictures of a middle-aged woman with a 

senior. Nevertheless, by offering the lecture to both men and women, the hospital allowed 

for the possibility that some men do engage in caregiving and would be interested in 

learning to improve their caregiving skills.  

The other six lectures on caregiving were on non-health-related topics. Four of 

these addressed the topic of interpersonal relationships. I categorize these lectures as 

caregiving, consistent with the interpretation of “doing things to improve or maintain 

[one’s] relationship” (Strazdins and Broom 2004:357) or “maintaining the relationships 

among family members” (Erickson 2005:337) as a component of emotional work.  In 
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particular, working to improve relationships can involve caregiving when only one party 

to the relationship takes steps to make improvements that will benefit the other party. 

This was the case for three of these lectures, as they were offered only to women. The 

final two lectures were not specifically related to families, but involved benefiting the 

health or well-being of others: one lecture on becoming an organ or tissue donor, and one 

on recognizing symptoms of domestic violence in others. Both were offered to women-

only audiences. 

In total, fourteen of the thirty10 caregiving lectures were offered to women-only 

audiences. While seven of these fourteen were stand alone lectures, two were the main 

topic of multi-topic events, and five were breakout lectures at multi-topic events. The 

inclusion of caregiving lectures at women’s multi-topic events is notable because these 

were often the most important event of the year targeted to women, as well as the most 

well-attended.   

At one hospital at which I conducted an interview, a second type of health 

caregiving resource was the calendar itself. The interviewee explained that the health-

related caregiving that women provided to men included women finding health lectures 

for their husbands/partners to attend. They had only a senior calendar (which was 

normally sent just to women) and a calendar sent only to non-senior women. Thus there 

was no calendar for non-senior men to learn about health lectures. Their policy was to list 

all lectures in the women’s calendar with the belief that men would learn of the health 

lectures through their wives/partners.  

A third type of caregiving resource included a variety of on-going services that 

were listed on the websites of ten of the hospitals in my sample. These include such 

diverse services as libraries, consultants, and written materials available for a person to 

 

10 Four of the lectures open to everyone and four open to women were held during the 
day. The other twenty-two were held on nights or weekends.  
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gain health information for oneself as well as one’s family. Most of these resources 

blurred boundaries between self and others, thus I will discuss each of these resources 

more fully in the appropriate “blurred boundary” section below.  

The presence of caregiving resources did not necessarily blur the boundaries 

between self (attendee/user) and others. For example, in many of the calendar listings (for 

women’s lectures as well as for those open to both sexes) it was clear that the ultimate 

beneficiary of the lecture was not the attendee, but rather the sick family member for 

whom the attendee provided care. Yet the boundaries between self and other were blurred 

in some of the advertising for lectures on caregiving and other topics, in some of the 

lectures I attended and the accompanying handouts, as well as in the caregiving resources 

listed on the hospital websites.  

Blurred boundaries between self and others 

Although in each of the following sections I discuss any blurred boundaries that 

occurred for men, most of them occurred for women-only audiences. I discuss three types 

of blurred boundaries. The first is between client health and others’ health, for example, a 

lecture called “women's health” that was intended to benefit both the woman who 

attended and someone else in similar ways. The second blurred boundary is between 

client health and others’ happiness/well-being, for example, when the maintenance of 

attendee health was seen as means for the attendee to ultimately take care of others. The 

third was between clients as receivers of health services and clients as providers of health 

services, for example, a “women's health” lecture that did not provide information on 

how to improve the health of women, but rather how women could improve the health of 

others.  

Included in this discussion are not only the strongest examples of blurred 

boundaries but some very mild ones as well. This is because some of the mildest 
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messages occurred in resources offered to men. Had I excluded the very mild messages, I 

would have understated the number of these messages given to men, and consequently 

overstated the gender differences.  

Blurred boundaries between client health and others’ health  

The first type of blurred boundary, that between client (lecture attendee or user of 

other health resources) health and the health of others, was blurred when there were 

conflicting messages regarding whether the intended beneficiary of the lecture or 

resource was only the client, or both the client and others. In some cases, this type of 

blurred boundary consisted of only a very mild message for attendees to help others. In 

one lecture offered to both sexes on the topic of colon cancer, the physician asked the 

audience to “spread the word” about colon cancer screening. Similarly, a speaker at a 

women’s talk asked attendees to “tell a friend” that help is available for sexual disorders. 

In handouts as well, there were some requests given to both men and women to help 

others. One handout encouraged people to recognize signs of sleep apnea in co-workers, 

while a handout at a women’s lecture on dieting included tips on shopping to meet the 

nutrition needs of the whole family. Generally, both the mild requests to “tell a friend” 

and handouts that urged readers to take some care of others blurred the boundaries 

between attendees’ health and others’ health in only minimal ways.  

In some cases, the blurred boundary between attendee health and others’ health 

was more pronounced. The calendar listing for a prostate cancer lecture asked men, “Are 

you at risk for developing prostate cancer?... Learn what you can do to determine if you 

are at risk of developing prostate cancer…” Although the event did in fact address risk 

factors, the speaker began the risk-assessment talk by focusing on others saying, “If you 

or one of your family members were diagnosed with prostate cancer, you might think, 

‘Why me? What does this mean to my family? How can we prevent this?’” She later 
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asked those men in the audience with a family history of the disease to take part in a 

prostate cancer registry. Although the information being gathered in the registry could 

help men predict their own prostate cancer risk, the information they provided could also 

help determine the risk for the men in their families as well as strangers. Similarly, at a 

women’s multi-topic event that had been advertised as being “for you and only you,” the 

opening speaker nonetheless instructed attendees how to reduce both their own stress and 

that of their co-workers. 

There were five events listed in calendars with titles or headings that included 

women's health labels such as “Women's Health Night” or “Healthy Women” that, while 

indicating that they were women's health events, also included descriptions indicating that 

they were intended to benefit both the women who attend and their loved ones. Included 

were two lectures on romantic relationships, one on keeping the family happy, one on 

recognizing disease symptoms in both self and others, and one multi-topic event intended 

to benefit both the woman and her family in health-related and other ways.  

Finally, among both the “women's health” and “men's health” services listed on 

one hospital’s website was information on sexual health for both oneself and one’s 

partner. Since these “women's health” and “men's health” web pages also included a 

wealth of information to benefit only oneself, this is a rather minimal form of boundary 

blurring. Yet it is worth noting because it is one of the few examples in which the 

boundaries between self and other were blurred for men on hospital web pages.  

Blurred boundaries between client health and others’ happiness/well-being 

At four of the women’s lectures I attended in which caregiving was not listed on 

the agenda, there were messages that women should take care of their health as a means 

to the happiness or well-being of others.  At one women’s multi-topic event, a physician 

who gave a talk on the top killers of women along with the associated screening 



 

153 153

guidelines began her talk by demonstrating several of the “hats” (outfits) that she and 

other women wear: she first removed her white physician’s coat to reveal a t-shirt from 

her child’s college. She then pulled that off to reveal an apron and said that she would be 

doing laundry when she got home. Finally she replaced the apron with a suit coat that 

matched her skirt. She told the audience “if you take care of everyone and need to do all 

these things, you need to be healthy.” Thus, she set the tone for the following lecture by 

indicating that women needed to take care of their own health, but so that they could take 

of others. In this sense, women's health was a means to the happiness, well-being, or 

clean laundry of others. This example is particularly striking because two male 

physicians gave nearly identical talks at their respective multi-topic events for men, that 

is, the lectures included the major killers (this time of men) and associated screening 

guidelines.  In contrast to the women’s lecture, the men were not told to take care of their 

own health for the sake of others.  

Similar messages were given to women at stress management lectures: after one 

speaker explained how women take care of the health of others, she said, “That’s why 

women need to take care of their health;” at the end of another, the speaker mentioned the 

importance of “staying well in order to give to others.” At another lecture, a physician 

spoke about women addressing menopausal symptoms because “her children hate her, 

her husband wants to put her in the closet.”  

A similar statement appeared in the calendar description of a women’s lecture on 

emotional well-being. It began by stating that women spend their lives taking care of 

husbands and children and then asked, “When do these…women fill their hearts and 

souls with things they deserve?...We can shrivel up if we don’t replenish our soul!” Yet it 

then urged women to nurture themselves so that “we also have more to give.” One 

handout had a comparable message: a mammogram booklet published by the National 

Cancer Institute, implored women, “Do it for yourself. Do it for your family,” and “Take 

care of your health now, so you can be there for your family later.”  
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There was no message of this kind given in any of the calendar listings, or in any 

of the lectures I attended, to which men were invited. The only message of this kind 

directed to men appeared in a handout: a booklet issued by the Department of Health 

explained that men’s drinking can have an affect on others through rape, assault, or 

homicide. With this one exception, “take care of yourself in order to take care of others” 

was a message given to women-only audiences. 

Program coordinators were not usually the speakers at lectures. However, I had 

the opportunity to interview one of the speakers who had given one of these messages in 

a lecture I had attended. When I asked her about it, she gave a great deal of insight into 

why she said it, how common she thought the expression was, and the fact that she had 

some degree of mixed feelings about it. She began by explaining:  

I think that women feel selfish just taking care of their own needs. But if 
you say, ‘Okay, you take care of yourself, it’s not really selfish because 
then you can take better care of other people, you can give more to other 
people.’ So it kind of takes some of that selfishness out of that.  

She confirmed that this message was not unusual. She stated both that “I know I’ve said 

that many times” and “that’s how we [at her hospital] program.” She contrasted more 

routine lectures with the annual women’s event: 

It’s interesting because the women’s conference is the one thing we do 
that has the message ‘come and spend a night for yourself’ and ‘girls’ 
night out with you and your friends’. We don’t really market that as ‘take 
care of yourself so you can take care of other people.’ But that’s the one 
thing that’s always been a day for you, a night for you. 

While she spoke, she expressed some conflict about whether this was the right thing to 

say to women. She expressed both a sincere concern for women’s well-being and some 

concern that this was not the best message. On the one hand, she explained, “we’re going 

to be there for others no matter what” (thus it is easier for women if they are healthy). Yet 

she said, “It does put an added burden but it’s a societal burden. It’s a burden that’s there 

anyway. And I just really wonder if maybe we contribute to that.” 
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This interviewee’s candid and detailed discussion of the topic reveals several 

points which are supported by other interviewees, other data I gathered, or literature on 

the topic. First, the interviewee indicated that “take care of yourself in order to take care 

of others” was a rather frequent statement at her hospital, and I observed it at other sites 

as well. In addition, other program coordinators (who were not lecture speakers) 

expressed the same thought during their interviews: “If we [women] are sick, the family 

really suffers,” and “When they [women] are more at ease, the family is more at ease and 

cohesive.”   

This message does seem to appeal to a real sentiment among women: that their 

health is a means to family well-being. For example, in her study of employed mothers, 

Kushner (2007) found a similar sentiment among her participants, including one who 

stated, “In order to keep my family healthy, I need to be healthy” (p.44). Yet studies of 

men show similar perspectives. One of the participants in Watson’s (2000) study of men 

stated “I need to be healthy to provide an income for my wife and family.” Similarly, 

some of the men interviewed by Robertson (2007) said that one health behavior that 

changed upon marriage was that they drank less alcohol out of a sense of responsibility.    

The plea for women to take care of themselves so that they can take care of others 

may also appeal to those women who might feel guilty taking care of themselves if they 

were the only ones to benefit from their health or well-being. This may explain the 

calendar listing that followed their invitation for women to “fill their hearts and souls 

with things they deserve” with the assurance that these women will also “have more to 

give.” It also may explain other calendar listings that urged women to “take a night off 

from the family” or a break from “being everything to everyone” to attend a women’s 

lecture “focused completely on you.” That is, those writing the calendar descriptions may 

feel that these appeals are necessary in order to motivate those women who might 

otherwise feel too guilty to attend the event. 
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However, the interviewee discussed above was also concerned that this message 

might put a burden on women, and there is indeed a down side to this statement. Despite 

the fact that some women may feel guilty about taking care of their own health unless it 

benefits their families, when lecture speakers, calendar listings, or handouts tell women 

to take care of themselves in order to take care of others, it can imply that the hospital 

agrees that women's health or well-being is not a goal in its own right.  

In a related matter, there were two subtle examples of the message that women's 

health care is not a right in itself: one physician told the women in the audience that they 

were fortunate to live near a good hospital; one women’s handout characterized good 

health as a “gift.” Similarly, I discussed in Chapter 5 how some women’s events – but no 

men’s – were characterized as “nights out,” implying that for women, an evening devoted 

totally or partially to receiving health information is a luxury comparable to men 

watching a sporting event together. Thus, while men's health was virtually always 

presented as a goal in its own right, and women's health was quite often presented this 

way as well, women's health was sometimes characterized as a luxury, and at other times 

as a means to other people’s well-being, and therefore not always as a goal in its own 

right. 

Blurred boundaries between clients receiving health services and clients providing 
health services 

In some cases, boundaries were blurred between clients receiving health services, 

and clients providing health services to others. There were six lectures that had one of the 

“women's health” labels discussed above and, rather than provide information to benefit 

the women who attended, addressed only how women could take care of others’ health 

needs. Five of these addressed caregiving of loved ones with Alzheimer's disease or other 

illnesses. The sixth was a lecture that informed women of how they could become organ 

or tissue donors. Additionally, although part of the agenda at a seventh event with a 
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“women's health” label was focused on the women who attended, part was devoted to 

helping the women carry out health responsibilities for their families. 11  

The only request for men to take care of others’ health was in the “Cancer Facts 

for Men” booklet published by the American Cancer Society (ACS). It had two messages 

identical to those printed in the “Cancer Facts for Women” booklet: “If you have 

children, protect them from the sun and don’t let them get sunburned,” and “If you have 

friends and loved ones who are smokers, you can help them quit.”  

At nine of the ten hospitals that listed caregiving resources on their websites, the 

boundaries were blurred between woman as receiver of health care services and woman 

as provider of health care services. All nine listed their offerings as “women's health” 

resources (often as part of a women's health center), yet all included some reference to 

women taking care of the needs of others. At three sites the women's health resources 

included newsletters or events designed to help women make decisions for themselves 

and their loved ones. Two sites offered either a library or other written material intended 

for women to do research on health topics relevant to the whole family, and one offered a 

consultant whom women could call with questions about themselves and their families. 

At two sites, the resources included a printed guide to hospital services for women and 

their families, and one site included among its women's health services information on 

caring for children. The conflation of women receiving health services and women 

providing them to others is likely of greater importance on websites than in lectures, 

because while lectures are single-event occurrences, the caregiving resources on the 

websites are on-going.  

 

11 The conflation of women as recipients of health services and women as providers of 
health services was further illustrated in two lectures that occurred after the one-year 
period of calendar collection ended, and thus are not counted among the 675 lectures I 
studied. Although listed among the hospital’s women's health offerings, the topic of each 
lecture was “men's health.” Only women were invited. 
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Since the main focus of my research was lectures, which are not usually planned 

by employees of the women's health centers, only a few of the program coordinators I 

interviewed worked in any of the departments that provided the libraries, consultants or 

other “women's health” resources listed on the websites. However, I asked those few 

interviewees who did work in these departments if they would define what “women's 

health” meant to them. The following response demonstrates how the definition of 

“women's health” goes back and forth between self and others:  

Hmmm, wow. I think women make the health care decisions for the 
family. So women being informed about health in general is a good idea. 
Whether it’s for husbands, sons, whatever. If you’re looking at women's 
health as like a medical thing, you’re’ just looking at anything that would 
affect women, which is, of course, cancer, heart disease, and then anything 
relating to hormones. So there are some things that are, you know, specific 
to women. But since I think that women make most of the health care 
decisions, where they’re going to the doctor, what hospital they’re using, 
what you want more information about, I think women make the health 
care decisions but that’s not really what I call women's health. Women's 
health is any issue, health or illness related to women, that excludes men, 
which there’s not a whole lot that excludes men. So most of it is kind of 
all interwoven there. But women seem to seek information more than men. 
So we usually try to get as much information out there for things that 
would affect women as well as men because there’s usually a man in their 
life too.   

This respondent gives three definitions of women's health: women making health care 

decisions including what hospital to use, health issues experienced by women, and 

information that women share with the men in their lives. Thus her definition of women's 

health includes women providing services to others, a definition that is consistent with 

that of the “women's health resource” website listings, as well as women receiving 

information or services about their own well-being.  

In summary, although sometimes the boundaries between self and others were 

blurred for men, most of the boundary-blurring occurred for women. This primarily 

occurred when lectures or other resources with “women’s health” titles were intended to 

benefit others in addition to, or even instead of, the women who attended the lecture/used 
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the resource. It also occurred when women’s events advertised as being for “only you” 

nevertheless included caregiving messages, and when caregiving messages occurred in 

women’s lectures on non-caregiving topics. In summary, the three ways in which the 

boundaries between women and others were blurred were: when offerings to women 

were intended to benefit both the woman’s and someone else’s health; when women were 

asked to take care of their own health in order to take care of others; and when resources 

such as “women's health” web pages or libraries conflated women as recipients of these 

resources and women as the parties who would use these resources to provide health care 

to others.  

Multiple themes: an example of one women’s multi-topic event  

In this chapter, as well as in chapters 4 and 5, I discussed many gender differences 

in messages communicated in lectures, calendars, handouts, or websites. Although I 

discussed each message separately, many events communicated more than one of these 

messages. In this section, I discuss one of the events that exemplify several of the themes 

discussed in this chapter, as well as some of the themes discussed in Chapters 4 and 5.  

One of the women-only multi-topic events had a “women's health” title. It was 

held on a Saturday and was attended by more than 200 women. The event included five 

segments of an hour or more each. Two of the segments were breakout sessions. Among 

the twenty-two choices of breakout sessions were four that exemplified the blurred 

boundaries discussed above. Lectures on keeping your marriage healthy and keeping 

everyone (including oneself) happy were intended as shared benefits between self and 

other and thus blurred the boundaries between women’s well-being and the well-being of 

others. Two others that addressed caring for sick family members were solely other-

oriented and thus blurred the boundaries between women as receiver of health services 

and woman as provider of them. 
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Even women who did not choose one of these caregiving breakout sessions were 

nonetheless exposed to boundary-blurring messages in one of the common talks. The 

speakers included a troupe who performed a skit in which they demonstrated many 

“women's health” activities. Included among the activities they demonstrated were 

women telling others to take their medicine and women being the family’s “taxi.” 

This event also exemplified many of the blurred boundaries between hospitals and 

other organizations and between health and other topics discussed in Chapter 5. This 

event was held in a large church, and was the only event I attended in which the emcee 

was not a program coordinator but a minister. She asked all attendees to stand and thank 

God that they were alive. Clearly, the boundaries between a hospital event and a church 

event were blurred in this program. More relevant to this discussion, however, were the 

blurred boundaries between health and other topics. Not only were the topics of 

caregiving and healthy marriages themselves among the broader definitions of health, 

other breakout session options included topics as diverse as fertility, aging gracefully, and 

coping with loss. This variety was reflected in the health fair booths as well: handouts 

ranged from cancer to dealing with rats to community services offered by the church. 

 Finally, most of the caregiving topics addressed thus far in this chapter have been 

task-oriented. That is, they taught attendees how to cook a nutritious meal, care for a sick 

loved one, or keep a marriage happy. There were two other types of caregiving messages 

given in lectures and these expressed opinions about the gendered division of caregiving 

labor. Interestingly, all of these opinions occurred in lectures on topics other than 

caregiving. The first was that the gendered division of caregiving labor was biologically 

driven (i.e., that women were “hard wired” to care for others, men were not “hard wired” 

this way). The second represented a positive interpretation of the gendered division of 

caregiving labor, namely, that it was due to women’s power, leadership, or influence. The 

emcee at the women’s multi-topic event discussed above gave one of the positive 

interpretations: she offered a story of a teenage son telling his mother that she was 
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responsible for cooking more nutritious meals as an example of women’s influence. Thus 

in addition to the planned content of the caregiving breakout sessions, and speaker 

definitions of women's health that included caregiving (women telling others to take their 

medicine or being the family’s “taxi”), the emcee added a final layer of caregiving 

messages in the event’s common talk by giving a positive interpretation to women’s 

responsibility for family caregiving.  

This is not to argue against the notion that women can – and do – engage in 

caregiving activities out of their own choice. Rather, that first, literature on the topic 

shows that the gendered division of this labor is generally not due to women’s power: the 

unequal division of labor is generally considered to be a result of either gender 

differences in socialization that are neutral, or due to men’s – not women’s – greater 

power (see Coltrane 2000 for a review).  

More importantly, opinions on the desirability of this gendered division of labor 

represent a political position that seems out of place in the lecture. As Kushner (2007) 

warns, health care professionals “need to be mindful of the tension of acknowledging 

women’s often central role in family health work and implicitly pressuring women to 

fulfill primary caregiving responsibilities” (50). This possibility of crossing over from 

merely acknowledging women’s caregiving roles to implicitly pressuring them to fulfill 

these roles applies not only to the positive interpretations of the gendered division of 

labor expressed by lecture speakers, but also to the second type of blurred boundary 

discussed above, the practice of urging women to take care of their own health so that 

they can take care of other people.  

Discussion 

Not all of the lectures and other resources that the hospitals used to target women 

involved caregiving. Caregiving was only one of many topics offered to women-only 
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audiences: others were as diverse as women and heart disease, ovarian cancer, and 

emotional well-being. Additionally, not all caregiving resources were offered only to 

women. While caregiving messages to men-only audiences were quite few, there were 

caregiving lectures open to both sexes, and sometimes brief caregiving messages were 

given to both women and men in lectures advertised as addressing topics other than 

caregiving. Yet combining lectures with website listings of on-going caregiving resources 

and other caregiving messages shows that a majority of these were offered only to 

women.  

Two factors seemed to influence the offerings to women. First, as discussed 

above, is a belief held by program coordinators that women do most of the caregiving in 

families, a belief that is confirmed from their perspective by both their own lives and by 

the fact that many women’s events that address caregiving are well-attended. However, 

although this is largely supported by literature on the topic (for example, Coltrane 2000; 

De Vault 1991; Di Leonardo 1998; McGuire et. al 2007; Olesen 1997; Read and Wuest 

2007; Strazdins and Broom 2004), this sometimes took on more of a dichotomous quality 

than is indicated by the literature. That is, rather than merely believing that women do 

more caregiving than men, some interviewees described women as the caregivers in 

families.  

The second factor is a sincere desire expressed by interviewees to offer help to 

women. Sometimes these factors resulted in offering events to women that did not 

involve caregiving, such as those calendar listings that both acknowledged that women 

do much caregiving in families and invited them to take a break from that role and attend 

a women’s event. And of course, these factors came together in lectures and other 

resources offered to women that did address caregiving. Additionally, in some lectures on 

topics such as the top killers of women and stress management, that is, lectures that were 

not advertised as addressing caregiving, speakers nonetheless gave caregiving messages 

to the women in attendance.   
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Although I did not interview attendees, an attendee statement from the multi-topic 

event discussed above points to a possible advantage of offering caregiving resources (as 

well as resources that blur the boundaries between health and other topics discussed in 

chapter 5) at women’s events.  At one of the common sessions, the speaker asked for 

attendees to volunteer to tell the group what “women's health” meant to them. While 

some of the answers given included “getting a mammogram” and “not smoking” one 

attendee’s answer was “taking my husband’s clothes to the cleaners.” This answer 

blurred both the boundary between self and others and the boundary between health and 

other topics. Thus, her definition of “women’s health” indicated that she was indeed 

doing both the health and non-health-related caring for both herself and others. Therefore, 

the case could be made in favor of women’s multi-topic events (and other women’s 

events) to blur the boundaries in multiple ways. That is, the argument could be made that 

the hospital is making it easier for women to address both health and other topics, and 

both their own well-being and that of their families, in a single event, rather than, 

perhaps, four different events.  

However, it also could be argued that by inviting only women to the event, 

instead of merely reflecting the gendered division of caregiving labor in families, this 

event reproduced it. Although it is likely that many of the more than 200 women at this 

event either lived alone or were raising children by themselves, it is also likely that many 

were married or otherwise involved with a man. By inviting only women, the hospital 

made everything from keeping the marriage healthy to addressing rats in the basement 

women’s work for the more than 200 households represented by attendees. Instead of 

perhaps, having a husband and wife attend the session on marital happiness together, or 

having one partner get information on addressing rats in the basement while the other 

learns how to care for someone with dementia, women attending the event do all these 

things alone. More broadly, this is true for the caregiving lectures offered elsewhere to 

women-only audiences, as well as for those resources  listed on hospital websites that 
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invite women (but not men) to do research or to consult with experts in order to care for 

the health of others.  

At the two caregiving lectures I attended that were open to both sexes, home 

safety for seniors and Alzheimer's disease, there were men in the audience: they 

represented fifteen percent of attendees at the former, and twenty-five percent at the 

latter12. Yet it is impossible to determine whether any men would have attended any of 

the women-only lectures on caregiving had they been offered to both sexes. Referring 

again to the multi-topic event discussed above as an example, if no men would have 

attended even if they had been invited, the fact that they were not invited to the event 

would not have affected the actual gendered division of labor in the homes of these 

attendees. That is, it would have been the same 200 women to attend regardless. In fact, it 

is also possible that by opening the event to men the hospital might have lost some 

women, if those women were more comfortable attending women-only events.  

Yet even if making this a women-only event had no effect on the actual gendered 

division of labor in these homes, at a minimum, inviting only women to caregiving events 

symbolically makes this women’s work. This is true for the other women-only caregiving 

lectures, the calendar that lists both men’s and women’s events but is sent to women, and 

the other women-only caregiving resources, such as libraries and consultants. This 

symbolic reproduction of caregiving as women’s work is presented not only to those who 

attend the lectures or use the caregiving resources, but to all those who read the calendars 

and websites and see caregiving information being offered only to women.   

Nothing I observed in interviews, lectures, or calendar planning meetings 

indicated that any hospital staff member actually intended to perpetuate the gendered 

 

12 Also, it should be noted that there was nothing to prevent someone from attending 
these lectures on his/her own behalf. For example, someone who is not a caregiver for 
someone with Alzheimer's disease but is concerned about developing the disease could 
attend the lecture.   
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division of caring labor. The information I gleaned from my research indicates that the 

process of offering caregiving lectures only to women starts with a decision to target 

women and then to choose topics they believe to be of interest to women. And caregiving 

is one of these topics. Nevertheless, one result of offering caregiving resources only to 

women is that, at a minimum symbolically, and possibly in actuality, it reproduces 

caregiving as women’s work.  

In addition, when these caregiving resources were offered with “women's health” 

titles, they blurred the boundaries between self and others, in ways that did not often 

occur for men. Helping women take care of others became equated with helping women 

themselves, despite the fact that women providing care and women receiving care are two 

very different things. Similarly, women's health became equated with the family’s health. 

And when telling women to take care of themselves in order to take care of others, 

hospitals went from merely believing women put themselves last to implying that they 

agreed women should do so.   

In lectures as well as other hospital services, “men's health” nearly always meant 

men's health. And although in many lectures and other services “women's health” did 

indeed mean women's health, it often took on other meanings in which women’s well-

being fell partially – or even totally – out of view.  
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CHAPTER 7 

CONCLUSION 

In this dissertation I sought to answer four questions: Are more lectures offered to 

women than men, and if so, what are the reasons for this gender difference? Does 

marginalization occur in lectures and the associated written materials, and if so, what are 

the gender similarities and gender differences in marginalization? What can the study of 

lectures add to our knowledge of medicalization in general, and gender differences in 

medicalization in particular?  What other relevant themes emerge during the process of 

conducting this study? In chapters 3 through 6 I presented answers to each of these 

questions. In this chapter, I will summarize and interpret my findings, recommend areas 

for future research, and conclude with discussing limitations of this dissertation.  

Some of the suggestions for future research that I will discuss are informed by 

Mishler’s (2005) observations. While discussing the difference between patient actions in 

the clinical setting and the narratives they share with families and friends, Mishler 

reminds readers that the role of “patient” is only one among the many roles of the people 

who seek medical services. This framework in which the person’s patient role is 

compared to other roles in their lives is useful for developing suggestions for further 

research to build on the findings of the present study.  

Marketing lectures and other programs 

Of the 675 lectures offered during the year of my study, the majority were gender-

neutral in topic and intended audience. Yet, twenty-two percent of lectures were targeted 

to women. My interviewees indicated that lectures in general and women’s lectures in 

particular were used, at least in part, for marketing purposes. Thus lectures were used to 

directly compete for patients: some of my interviewees named each others’ institutions as 

those with whom they were competing for clients. Interviewees’ responses to my 
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questions about their future plans indicated that they intended to continue to use lectures 

to compete for market share in the future.  

Interviewees had several reasons to target women in particular. In some cases, it 

was because they offered more services to women than men, for example, through a 

separate women's health center, or a women's health service line. Women were also 

targeted because it was believed that gaining the woman of the family’s business might 

get the business of other family members as well. In addition, some efforts to target 

women were based on belief about their roles in families. The fact that men were 

generally marketed to as men, but women were sometimes marketed to as mothers in 

particular, as well as wives, daughters, or in other caregiving roles, was an emergent 

theme of this dissertation. I will discuss this more fully in the caregiving section below. 

Marginalization 

Although some lecture speakers addressed the audience solely in a respectful 

manner, I found patterns of the marginalization of both male and female clients, that is, 

the marginalization of attendees, actual patients, or hypothetical patients, with respect to 

their status as competent adult agents. In addition I observed the marginalization of 

women as women, that is, the treatment of women as “other” to a male norm. It was not 

surprising that some forms of marginalization discussed in the literature on patient-

physician interaction in the clinical encounter, such as interruptions of talk, did not occur 

in the lectures I observed, as the largely one-way communication of the lecture would not 

generally lend itself to interruptions. However, the fact that some forms of 

marginalization found in studies of the clinical setting, such as infantilization, and using 

the male body as the standard, also occurred in lectures that I attended is notable for two 

reasons. First, some of the pressures of the office visit discussed by scholars of patient-

physician interaction which I discussed in chapter 1, such as time pressure and the 
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pressure to diagnose, were not present in the relatively relaxed setting of the lecture. 

Second, the marginalization I observed, along with the marginalization observed in some 

of the most recent scholarship of patient-physician interaction (for example Barker 2005; 

Boyd and Robinson 2006; Mishler 2005) has persisted despite decades of research on the 

topic. This indicates that marginalization is a quite durable feature of patient-physician 

interaction in that it occurs across settings (the clinical encounter and the lecture) and, 

despite decades of study, it continues to occur.  

One could argue that examples of marginalization I cited in this dissertation have 

other possible interpretations. For example, the cartoons mocking the stereotypical 

unhealthy male could be viewed as attempts to win over the audience through the use of 

humor; the practice of speaking in the language of “commands” could represent a 

shorthand way to refer to recommendations that physicians employ under the time 

constraints of clinical encounters. Asking attendees to arrange their chairs in a circle “just 

like kindergarten” may provide a reference point to which most adults would be familiar; 

describing women’s (but not men’s) heart attack symptoms as “unique” may serve to 

provide women –who may be familiar with the more-frequently-communicated men’s 

symptoms but not familiar with women’s – with potentially life saving information.  

However, there are four relevant points with respect to the patterns of 

marginalization I observed that suggest that these more benign interpretations are not 

adequate. First, although the alternative interpretations have great variety, the common 

theme among the examples I observed was that all could be interpreted as marginalizing. 

Gender-neutral marginalization in the form of objectifying, infantilizing, ridiculing, or 

“commanding” clients, and gender-specific marginalization in which women were treated 

as “other” to a male norm were recurrent themes that took systematic rather than random 

forms. Thus, marginalization was a consistent, plausible interpretation even when the 

other possible interpretations varied.  
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Second, the alternative interpretations listed above might not be competing 

interpretations, but rather simultaneous ones. An exhibit that is funny can also be 

marginalizing; a message about women’s heart attack symptoms can communicate a 

marginalizing message along with a potentially life-saving one. Thus marginalization was 

a plausible reading alongside the varied and more benign ones.  

Third, although some marginalization, particularly that of the language of 

commands, was sometimes accompanied by an authoritarian tone of voice, in other cases 

of marginalization, the manner of delivery was warm, friendly, humorous, or concerned. 

These latter, gentler tones were consistent with what Davis (1988) refers to as the 

“friendly sort” of power practices (344). This may help to explain why, despite being 

studied for decades, marginalization has persisted. That is, if the friendly, warm, or other 

gentle tones that I observed in lectures also accompany marginalization in the clinical 

encounter, it may serve to make messages of marginalization so persistent by virtue of 

the fact that they are indeed so subtle.  

Finally, although the majority of speakers engaged in some form of 

marginalization, some did not. This indicates that marginalization can be disentangled 

from messages of concern, caring, and warmth, and it can be disentangled from the 

content of the health information as well. That is, both potentially life-saving information 

and an ethic of concern can be delivered in ways that do not marginalize the potential 

clients who attend lectures, and by extension, the actual patients in the clinical setting that 

is the focus of much marginalization research. 

The fact that marginalization is a persistent form of addressing patients despite a 

wealth of research on the subject indicates two areas for continued study: one for lectures 

and one for clinical encounters. It may be helpful to compare the language used in 

hospital-sponsored lectures to the language used to address audiences of adults in 

different settings. For example, during this study I gathered a small sample of catalogs 

from schools within the geographic area of my research that indicated that some of these 
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schools offer non-credit single-night lectures on a variety of topics. It may be 

illuminating to compare the language used in the hospital-sponsored lectures I studied to 

that used in lectures given, for example, by accountants, attorneys, or financial planners 

at these other institutions.  

With respect to the setting of the clinical encounter studied in much of the patient-

physician interaction research, it may shed similar insight to directly compare interactions 

in which clients meet with physicians to settings in which clients meet with accountants, 

attorneys, or auto mechanics. Due to the fact that marginalization of patients – either as 

patients, that is, with respect to their status as competent adult agents, or as women, that 

is, with respect to the treatment of women as “other” to a male norm – is so durable that it 

persists across time and settings (the lecture as well as the clinical encounter), it may 

require direct comparison of the medical setting to non-medical settings to fully 

understand why it persists.  

Partial descriptions 

The partial descriptions I observed demonstrated a pattern of positive 

interpretations that may be systematic rather than random. That is, not only were the 

medical meanings of terms such as “non-invasive,” and “virtual” contrary to the 

meanings held by some attendees (as evidenced, for example, by the observed audience 

confusion when speakers described “non-invasive” or “virtual” procedures) the medical 

meanings were systematically more positive than that of attendees. Additionally, while I 

did not directly observe audience confusion over the terms “bloodless” surgery or the use 

of five years (or one month) from diagnosis as the proxy for cancer “survival,” the 

medical use of these terms can be at odds with patient definitions of the same term. In all 

of these cases the medical connotation is more positive than other connotations, thus 

indicating that there may be a systematic bias in medical connotations of certain terms. 
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Similarly, even when speakers did not use a specific term, general assessments of cancer 

treatment as well tolerated or side effects of erectile dysfunction and incontinence as 

relatively unimportant offered a more positive interpretation of cancer treatment than 

some patients (including the attendees who had raised the topics of erectile dysfunction 

and incontinence as concerns) may hold. This pattern in which medical meanings of 

specific terms were more positive than other meanings, and, more broadly, when medical 

interpretations of side effects were perhaps more positive than those of patients indicates 

an area for future research. It may be instructive to study patterns of medical versus other 

connotations of terms and interpretations of side effects to determine how systematic the 

positive bias is. Additionally, as discussed above, positive interpretations were not 

limited to subjects that would generally be considered within medicine’s area of 

expertise: by attributing stress primarily to perception, speakers may have overestimated 

how much control attendees could exert over the stress in their lives. Attributing the 

unequal gendered division of labor in the home to women’s power or influence not only 

reflected a positive opinion beyond the area of medical expertise, it was an opinion that 

reinforced gender inequality. 

More generally, even when speakers did not engage in specific language of 

positive interpretations, the content of all lectures represented only one perspective – that 

of the institution of medicine. Thus the information presented during the conduct of 

lectures may have competing points of view. 

Medicalization and other “blurred boundaries”  

The 675 lectures offered covered topics ranging from more narrowly-defined 

medical topics such as cancer, heart disease, and diabetes, to topics such as sleep apnea, 

stress management, and menopause. Thus, it could be said that lectures included a variety 

of non-medicalized and medicalized topics. Interviewees indicated that the decision not 
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to limit their lectures to more narrowly-defined medical topics was a marketing strategy 

to attract clients by offering an interesting variety.  

Many of the topics offered, such as the use of medical procedures to enhance 

physical appearance, did fit rather neatly into standard definitions of “medicalization.”  

However, some patterns I observed seemed relevant to the topic of medicalization, yet 

did not precisely fit either the definition of medicalization or of de-medicalization. Thus I 

employed the more general term “blurred boundaries” in this dissertation. Reframing 

medicalization as “blurred boundaries” enabled analysis of topics that might not be 

evident even when employing one of the broader definitions of “medicalization.” For 

example, the finding that sexualized or idealized images of women in cancer illustrations 

blurred the boundaries between appearance and disease was not an example of either 

medicalization or de-medicalization, yet it was related to the topic of the medicalization 

of appearance. In both of these cases – the use of medical procedures to enhance 

appearance and the use of sexualized/idealized images of women in cancer illustrations – 

there was a gender difference in the blurring of boundaries between medicine and 

appearance. Thus the framework of “blurred boundaries” was useful for topics that did fit 

general definitions of “medicalization,” and also made visible in my study issues that are 

relevant to the general topic of medicalization but which might otherwise have remained 

unnoticed when adhering to the definition of “medicalization.”  

Consistent with general findings in the literature on medicalization, some types of 

boundary-blurring happened more frequently for women than men. Some of the gender 

difference in boundary-blurring might be neutral in nature, that is, it may not represent 

gender inequality. For example, the fact that women’s multi-topic events covered a much 

greater variety of topics than men’s – including some that might be considered non-

medical topics – indicates that women’s multi-topic events blurred the boundaries 

between health and other topics more than men’s. Yet these cases of boundary-blurring 

might offer convenience to women by allowing them to address the “medical” and “non-
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medical” areas of their lives in a single event. That is, the blurring of boundaries at these 

events appears to involve no disadvantages to attendees. By contrast,  the 

sexualized/idealized images of women in cancer-related and other materials reproduces a 

broader pattern of gender inequality in which women’s appearance is more important 

than men’s. Thus, consistent with the attention paid, particularly in recent research, to 

both the potential advantages and disadvantages of medicalization, my study revealed 

that the blurring of boundaries in lectures, including gender differences in the blurring of 

boundaries, can have a variety of meanings: while some examples exhibited no clear 

disadvantages to attendees, others reproduced larger patterns of gender inequality. 

My findings indicate that there is potential for greater insight into the topic of 

medicalization by studying lectures. Boundary-blurring between health and other topics, 

and between hospitals and other organizations was evident in my analysis of the 

calendars. Further, interviewees indicated not only that the blurring of boundaries 

represented part of their respective competitive strategies, but also that these strategies 

would continue in the future.  

In my study of blurred boundaries I focused on those lectures with topics such as 

multi-topic events and stress management that stretched boundaries to a relatively greater 

degree than other topics. However, even lectures on more narrowly-defined disease 

categories such as cancer and heart disease could be viewed as stretched boundaries (that 

is, as examples of medicalization) as well, due to the fact that attendees at these lectures 

are not necessarily sick. Thus any focus that attendees place on preventive measures in 

their personal lives as a result of what they learned in lectures can be viewed as 

medicalizing the lives of people who are not sick. As with many examples of 

medicalization, the medicalization of attendees’ personal lives can have a variety of 

meanings. While applying information learned from lectures in one’s daily life has a 

possible benefit of preventing or delaying the onset of disease, it also can be viewed as 

extending the “medical gaze” into the home.  
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Finally, in this dissertation my central focus was the lecture. However there were 

many other types of offerings, such as childbirth classes, that could yield further insight 

not only into additional areas of blurred boundaries, but into gender differences in these 

blurred boundaries as well.  

Continued study of lectures and other offerings represents a promising area for 

gaining insight into the advantages, disadvantages, and perhaps neutral aspects of 

medicalization so that the disadvantages can be adequately addressed without sacrificing 

the positive or neutral elements. Finally, continued use of the broadened concept of 

“blurred boundaries” that I employed in this study might reveal patterns such as the 

relationship between disease topics and female nudity that might not be evident when 

viewing lectures through the narrower lens of “medicalization/de-medicalization.”  

Caregiving and blurred boundaries between self and others 

The topic of caregiving sometimes represented a blurred boundary of a different 

kind: the boundary between self and others. Caregiving was the topic of both lectures and 

other resources, such as libraries and other health resources listed on “men's health” and 

“women's health” pages of hospital websites. Some of the caregiving lectures were 

offered to both sexes. Yet, nearly half of all caregiving lectures, and almost all of the 

other caregiving resources such as libraries and consultants were offered only to women.  

Interviewees indicated that targeting caregiving resources to women was based on 

the belief that women do the majority of these tasks. As I discussed in chapter 6, there is 

a great deal of research that indicates that women do indeed perform most of the 

caregiving tasks, whether caring for sick family members, providing emotional support, 

or doing more routine tasks. Program coordinators consistently said that targeting these 

lectures to women was a business decision. That is, they were attempting to gain business 
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by capitalizing on a situation that already exists, a gendered division of labor that 

originates outside of the hospital, in the home. Some of their initiatives did merely reflect 

this division of labor without reproducing it. Nevertheless, whenever caregiving lectures 

were offered only to women it symbolically reproduced the gendered division of labor. 

 Further, when “women's health” lectures were intended to benefit children, 

husbands, and other parties in addition to – and sometimes instead of – women, the 

boundary between self and others was blurred for women in a way that had no real 

counterpart for men. In addition to offering caregiving lectures to women, the titles and 

wording in some of the calendars, lectures, handouts, and web pages conflated women's 

health with the health or well-being of others. Some lectures specifically called “women's 

health” were intended to benefit the health/well-being of people in addition to the women 

who attended. Women receiving health services was sometimes conflated with women 

providing health services to others. In some cases women were told to take care of 

themselves in order to take care of others, implying that women's health is not a goal in 

its own right.  Although research has shown that health-promoting efforts taken by some 

women (and some men) are indeed motivated by an obligation to others, hospitals are not 

a party to these obligations. Thus expressions that women should take care of themselves 

in order to fulfill these obligations can have a moralistic tone. That is, in these cases, 

speakers go beyond merely recognizing that women feel an obligation to others when 

they express opinions that condone this sense of obligation.  

Similarly, the expressions of speakers’ favorable opinions about the gendered 

division of labor were not only unexpected in lectures addressing the topic of caregiving, 

they occurred in a variety of lectures in which caregiving was not the topic of the event. 
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There seemed to be a disconnect between the value-neutral position of the marketing of 

caregiving lectures and the numerous favorable opinions expressed about the gendered 

division of labor by lecture speakers. That is, during interviews, when discussing the 

gendered division of labor in the home, only one program coordinator endorsed the 

gendered division of this labor; the others expressed either some dissatisfaction with this 

inequality, or a neutral opinion. Regardless of their personal views on the subject, 

however, they took a value-free attitude toward their targeting of women. That is, they 

felt it was simply good business to do so. Yet, lecture speakers often praised this 

gendered division of labor, a perspective that not only was at odds with the neutral 

perspective of the marketing strategy, but seemed out of place with the advertised 

purpose of these lectures. That is, these opinions were expressions about the desirability 

of this gendered division of labor, in effect a moralistic or political position that is outside 

of the scope of what any lectures – regardless of the topic – were advertised to be.   

Whatever gender inequality exists in the division of labor of families is something 

that originates outside of the institution of medicine, yet some of the various messages of 

caregiving and blurred boundaries reinforce it. Thus these findings suggest two areas of 

future research. First, studies of the gendered division of non-health-related labor in the 

home may benefit from the inclusion of various health-related caregiving activities 

among the family tasks under study. While there have been numerous studies of routine 

chores and child care responsibilities, emotional labor, and health-related caregiving, they 

are often studied in isolation from each other. Incorporating health-related caregiving into 

other studies of the gendered division of labor in the home may serve to illuminate 

potentially under-recognized household labor. Second, although any gender inequality in 
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the division of health-related and non-health-related labor in the family originates outside 

of the hospital, hospitals can examine what part they play in both reproducing and 

condoning this inequality in the way they advertise and conduct health lectures. 

Lectures as individual measures 

One additional point with respect to lectures in general is that they are focused on 

individual efforts. For example, a feature common to most lectures on the more narrowly-

defined disease categories such as cancer, heart disease, and diabetes, was the offering of 

steps that individuals can take regarding diet and exercise in order to reduce their 

respective risks of getting the disease. Speakers did not discuss large-scale causes such as 

poverty, pollution, or other forms of inequality that may contribute to disease, and in 

which various institutions – including the institution of medicine -- may participate. One 

notable example among the topics that were not among the more narrowly defined 

disease categories was the focus on individual causes of stress: the gender-neutral focus 

on the role of perception and the gender-specific attribution of stress to personality traits 

of women. While the offering of individual measures to reduce health risks or stress does 

not necessarily conflict with acknowledging or addressing possible macro-level causes 

(except, when as noted above, an individual cause such as perception or personality was 

offered as the cause rather than one possibility of many) the focus on the individual is not 

a substitute for a focus on macro-level contributors.  

Summary and Final Notes 

There have been many studies showing gender differences in health care and in 

the institution of medicine in which a general conclusion is that women patients are not 

generally treated as well as men. My study provides additional evidence that this is the 

case. One conclusion that could be drawn from my study as well as many others is that 
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the ultimate goal would be for women patients to be treated equally to men patients. 

However, I argue that this is not a lofty enough goal. The finding, for example, that some 

forms of marginalization occurred for male patients as well as women indicates that the 

status of the male patient needs to be raised as well. That is, women patients are 

marginalized more than men, and thus not treated with the dignity accorded men patients, 

but neither men nor women patients are always treated with the dignity due to them. 

Although the setting for this research was the hospital lecture, some of the 

patterns I observed seem to be influenced by, or were similar to, patterns that occur in 

other settings or institutions. My research indicated some patterns in which the institution 

of medicine reproduced or condoned gender inequalities in the home. The gender 

difference I observed in the focus on physical appearance in lectures reflects a pattern 

that is much broader than what occurs within the institution of medicine. And, while 

some forms of marginalization I observed seemed specific to the medical setting, such as 

using the male body as the standard, the treatment of women as “other” to a male norm 

occurs in other settings as well. Thus themes observed in this setting are relevant to 

studies of gender inequalities in various other settings: while the institution of medicine 

has some of its own forms of gender inequality, it also bears important similarities to 

forms of gender inequality in other institutions. 

Limitations of the study 

This study had some limitations. First, consistent with my focus on the advertising 

and conduct of lectures, almost all of my interviews were with program coordinators, that 

is, people involved in planning the lectures and/or calendars Only two of my interviewees 

were people who conducted individual lectures but did not assume a general planning 

role. Thus, a limitation of this study is that I interviewed very few of the people who 

conducted the lectures. Interviews with lecture speakers might be particularly insightful 
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with respect to why the majority of speakers used marginalizing ways to address 

attendees, and interviews with speakers who do not use marginalizing language might 

shed insight as negative cases. Interviews with speakers might also yield insight into why 

they introduce the topic of caregiving in many non-caregiving-related lectures, as well as 

why they take a moralistic position, that is, one that condones gender inequalities in 

caregiving, in the ostensibly apolitical venue of the health lecture. Second, I did not 

interview attendees. Consistent with other comparative methods suggested above, it may 

be helpful to compare calendar recipients who choose to attend lectures with those who 

decline to attend. Perhaps those who do attend lectures could refer researchers to friends 

or relatives who choose not to attend lectures. In addition, the geographic area I studied 

was located in the eastern United Sates. Thus, comparisons to other geographic areas 

would shed insight to the representativeness of my results. Finally, the small number of 

men’s lectures available limited the direct comparisons of women to men. In order to 

gather a sizeable number of men’s lectures, it may be necessary to study a larger 

geographic area or a longer period of time.   
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APPENDIX: SAMPLE13 INTERVIEW GUIDE 

 

Questions about lectures (and other offerings, when applicable) 

Do you offer educational classes (lectures)14 to the public? 
 
(If yes)  What types of lectures do you offer at [name of site]? 
 
Would you describe for me your role in the process of planning lectures? 
 
Who else gives input into the decision-making process? 
 
How do you decide what topics to offer? 
 
Can you give any examples of lectures that were more successful than others? 
 
(If yes)  What made them successful? 
 
Can you give any examples of lectures that were not so successful? 
 
(If yes)  What do you think caused them not to be as successful as others? 
 
Do you use feedback forms? 
 
How are the costs for lectures covered? 
 
What is the general purpose of offering lectures? 
 
Do you see yourself as having competitors? 
 
(If yes)  Who are they? 

 

13 This is a sample interview guide. I deleted questions when not appropriate to a 
particular site, and added follow-up questions when warranted by interviewee responses. 

14 In interviews, I adjusted my terminology (i.e. “classes,” “lectures”) to match that used 
by the interviewee.  
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Is there anything that sets your hospital apart from other hospitals? 
 
Do lectures fit into any larger goals for the hospital? 
 
(If yes)  How? 
 
Do you ever meet with any resistance to your program offerings by others in the hospital? 
 
(If yes)  Can you think of an example?  
 

How do (did) you come to a solution? 
 
Do you ever partner with restaurants, schools or other organizations in the community? 
 
(If yes)  How do these partnerships work? 
 
How do you notify the community of your offerings? 
 
(If they mail calendars)  How often do you mail calendars? 

 
How many do you mail? 
 
To what areas do you mail them? 

 
How do you distribute the rest? 

 
Is there any group in particular that you target? 
 
(If yes)  How do you go about attracting this group? 
 
Do you ever offer lectures or other programs that are just for women? 
 
(If yes)  How often? 
 
  How do you decide what to offer? 
 
  Has anything about your offerings changed over time? 
 
  Do you plan to do anything differently in the future? 
 
Do you ever offer programs that are just for men? 
 
(If yes)  How often? 
 
  How do you decide what to offer? 
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  Has anything about your offerings changed over time? 
 
  Do you plan to do anything differently in the future? 
 
How long have you been offering lectures to the public? 
 
Has anything about them changed over time? 
 
Is there anything you are planning to change about them in the future? 

For interviewees who work in a women's health center 

What services do you offer in the women's health center? 

How do lectures fit into your goals for the women's health center? 

What does “women's health” mean to you?  

For interviewees at sites offering lectures but none for women-only or men-only 
audiences   

 
At some hospitals many lectures or health fairs are offered just to women, even when 
they are on topics that affect both men and women. It seems that your lectures are usually 
open to everyone. How did you decide to make your programs open to both men and 
women? 
 
What are the advantages of offering all lectures to everyone? 
 
Are there any disadvantages? 
 
Have you ever offered women-only lectures in the past? 
 
(If yes)  How did you come to the decision to change this? 
 
Have you ever offered men-only lectures in the past? 
 
(If yes)  How did you come to the decision to change this? 
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For interviewees at sites offering few/no lectures 

At some of the hospitals in my study, a large proportion of resources are put into offering 
health lectures. I am as interested in hospitals that do not have this strategy as I am in 
hospitals that do. Can you give me some insight into why placing heavy emphasis on 
lectures was not the right strategy for you? 
 
Have you ever offered lectures in the past? 
 
(If yes)  How did you come to the decision to change this? 

Closing 

Is there any perspective you as an individual bring to health lectures that is a little 
unique? 
 
Is there anything I have not asked that you would like to share with me? 
 
 
Thank you for your time.  
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