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MAKING HEALTH PUBLIC

Making Health Public examines the relationship between media and medicine, 
considering the fundamental role of news coverage in constructing wider cultural 
understanding s of health and disease. The authors advance the notion of ‘bio-
mediatization’ and demonstrate how health knowledge is co-produced through 
connections between dispersed sites and forms of expertise. The chapters offer 
an innovative combination of media content analysis and ethnographic data on 
the production and circulation of health news, drawing on work with journalist s, 
clinicians, health officials, medical researchers, marketers, and audiences. The 
volum e provides students  and scholars with unique insight into the significance 
and complexity of what health news does and how it is created.

Charles L. Briggs is a professor in the Department of Anthropology at the 
University of California, Berkeley, USA. His work combines linguistic and medi-
cal anthropology with socio-cultural anthropology and folkloristics.

Daniel C. Hallin is a professor in the Department of Communication at the 
University of California, San Diego, USA. His work concerns journalism, political 
communication, and the comparative analysis of media systems.
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Praise for this book:

“This fresh, vivid, and surprising book will change how you think about the 
massive circulation of news about health and disease. Drawing on extensive knowl-
edge and research, Briggs and Hallin show how the tight suturing of biomedicine 
and the media powerfully affects our culture, our politics, and our identities.”

Steven Epstein, Northwestern University, USA

“No work within media theory until now has seriously explored how media and 
health domains might be transforming each other. Briggs and Hallin call for seri-
ous attention to how ‘the media’ is enacted deep in professional domains, and 
their intervention promises to take debates about mediatization to a new, more 
sophisticated level. Their book offers a remarkable combination of quantitative 
and qualitative methodologies applied to an impressive media sample and a wide-
ranging set of interviews. This may well prove to be one of the most significant 
empirical studies of media and society in the past two decades.”

Nick Couldry, London School of Economics and Political Science, UK
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PREFACE

This book focuses on the United States, but the project that produced it began 
in the middle of a nightmare that unfolded in a rainforest in Venezuela. Having 
worked with people classified as “the indigenous Warao ethnic group” in the 
Delta Amacuro rainforest of Venezuela since 1986, Charles stumbled into a major 
epidemic of cholera during a chance visit in November 1992. A preventable and 
treatable bacterial infection, cholera cases predictably were concentrated in areas 
that lacked potable water and sewage facilities and had only minimal access to health 
care. Some five hundred people died there from cholera in less than two years.

The Regional Health Service responded primarily in two ways. First, they 
rushed medical personnel and supplies to the area. Second, they attempted to con-
trol the political fallout sparked by widespread news coverage that emerged as 
thousands of refugees, many quite ill from an unsightly diarrheal disease, who were 
camped on the outskirts of small cities adjacent to the rainforest, became visible to 
the local and national press. Officials and journalists collaborated in crafting a story 
that blamed the epidemic largely on “indigenous culture” rather than on structural 
factors sustained by unsustainable policies, ones that also produced unconscionably 
high rates of child mortality. The experience left him deeply curious about how 
news coverage of health emerges and what its impact on politicians, health officials 
and practitioners, patients, and publics might be. Epidemics that emerged in subse-
quent years, most recently Ebola, only contributed to this interest.

Charles contacted Dan, who had focused on news media for decades and also 
had conducted research in Latin America. At first Dan was lukewarm, given that 
his interest was in political—not medical—news. Dan then attended a session of 
an informal seminar that Charles had organized with graduate and undergradu-
ate students at the Center for Iberian and Latin American Studies (CILAS) at the 
University of California, San Diego. Analyzing a group of health new stories from 
the United States and Venezuela, his eyes opened wide and he remarked—“this 
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xii Preface

is the most political news there is!” That was October of 2003, and we’ve been at 
it ever since.

During a trip to Mexico, Charles discussed the project with a distinguished 
medical anthropologist, Argentine-Mexican scholar Eduardo Menéndez, who had 
published work discussing health and media. Together we launched a pilot project; 
Menéndez collaborated with Renée Di Pardo on the Mexican side and Charles and 
Dan in the United States. Menéndez recruited a leading scholar of critical epidemi-
ology, Hugo Spinelli, who collaborated with Anahi Sy in developing an Argentine 
component at the Instituto de Salud Colectiva of the Universidad Nacional de 
Lanús in Buenos Aires. Clara Mantini-Briggs, a Venezuelan public health official 
who played a key role in cholera control efforts during the epidemic in Delta 
Amacuro, joined Charles in studying Venezuelan health news. Charles also stud-
ied Cuban health news. Although this broader comparative project informs the 
argument we present here, we decided that the issues were too complex to tackle 
such a broad range of cases, so Making Health Public focuses on the United States, 
although we place US coverage in global context in the Conclusion.

The more we looked at the US news media—newspapers, radio, television, 
and the emerging Internet and social media venues—the more health news 
seemed to be everywhere. And when a health crisis emerged, such as an epi-
demic or a large case of food contamination, the stream became a raging flood. 
Journalists covered a very large range of topics, from new scientific discoveries, 
diseases, vaccines, drugs, and devices, testing, prevention, treatment protocols, 
scandals, policy issues, pregnancy and birth, nutrition, and a steady stream of 
articles about health “risks” and ways to improve wellbeing. And health stories 
touched on business, sports, travel, politics, immigration, economics, educa-
tion, and many other areas. They ranged from highly technical pieces explaining 
complex scientific and medical issues to light, upbeat, news-you-can-use pieces 
to advice and question-answer columns. They were crafted by journalists who 
worked on many different beats, some generalists, some consumer, business or 
political reporters, some specialized health journalists, and some occupying the 
unique role of physician-reporters.

We soon found the task nearly overwhelming. The problem was not just the 
quantity and variety of the coverage. The issue was more that we couldn’t get an 
analytic hold on the problem. Our own training and experience as scholars in dif-
ferent fields—anthropology, particularly of language and medicine for Charles and 
media studies and political science for Dan—was helpful. We specialized respec-
tively in ethnography and critical discourse analysis and historical and institutional 
approaches and quantitative content analysis. The problem lay more in how to 
break the magical hold of the scientific and medical content, the way that we—
even after reading, viewing, and listening to thousands of health stories—continue 
to be seduced by the powerful sense of looking over the shoulders of a reporter 
who is looking over the shoulders of leading researchers, clinicians, epidemiol-
ogists, and policymakers, thereby gaining privileged access to people with big, 
specialized vocabularies and special ways of seeing.
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Preface xiii

Slowly, we came to see that each story models knowledge as much as health, 
teaching lessons about what counts as medical facts, who makes them, who can 
interpret them, how they should travel beyond the walls of clinics and hospitals, 
what laypersons need to know and what they should do with this material. One 
reason that questions of the production, circulation, and reception of knowledge 
are so important is that producing knowledge also creates nonknowledge: what 
counts as ignorance or superstition instead of facts; where biomedicine ends and 
alternative forms begin; and the dangers associated with illegitimate actors pre-
tending to produce health knowledge, resulting in resistance, noncompliance, 
self-medication, and misinformation.

Given the importance of these questions, we began to ask ourselves who 
decides them: when researchers, clinicians, corporate officials, federal regulators, 
and patients all seem to speak, all ventriloquized by a journalist, where does one 
voice end and another begin, and how do they come together? Who gets to shape 
the basic story line about a particular phenomenon? We found a lot of PR/media 
professionals, either in health institutions or contracted by them; what were they 
doing there and how were they helping to shape research and clinical practice? 
To be sure, there are a lot of standard journalistic practices that shape how these 
stories are researched and written, but the power of biomedicine reshapes them in 
complex and somewhat unique ways in health news.

It was clear that we would never be able to answer such questions by just reading, 
watching, and listening to stories: we had to be there when they were being made, 
and we had to listen to all of the parties talking about their roles. We accordingly 
interviewed a vast range of health and media professionals, asking them to walk us 
through their daily labor of connecting—and, in part, making—the different social 
worlds that stories bridge. And we soon learned that making health news is part of a 
much larger process, one that occurs in biotechs, pharmaceutical corporations, clin-
ics, hospitals, research labs, social movement and environmental organizations, and 
other sites as much as newsrooms, far beyond the points at which specific stories are 
being researched and written. We came to see that drugs, epidemics, discoveries, 
treatments, and such do not come into being and then subsequently get “repre-
sented” by journalists; rather medical subjects and objects are co-produced by media 
and medical professionals all along the way. Nonprofessionals—including patients 
as well as readers and viewers—are deeply involved as well, so we did interviews, 
focus groups, and ethnography, enabling us to think about lay involvement in 
making and receiving health news.

There were small literatures in a range of fields that focused specifically on news 
coverage of health. At the same time that we learned a great deal from previous 
work in this area, we found that it did not provide us with the analytical trac-
tion that we sought. Much was based on content analysis alone, thereby failing to 
capture features, sites, and actors who seldom if ever make it into the content of 
stories. Much research privileged the power of biomedicine, focusing primarily 
on a particular disease and assessing how well journalists or audiences reproduced 
biomedical knowledge of it. We were more interested in how making health news 
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xiv Preface

makes medicine than in whether journalists correctly “translated” or shamelessly 
“sensationalized” what doctors and researchers said. As a result, we kept disman-
tling assumptions and fashioning new tools until we established a new approach 
and a set of concepts that, we felt, finally were sufficient to do the work of analyz-
ing rather than reproducing the commonsense ways we are taught to receive health 
news, which are even reflected in skeptics’ claims that health reporting is just PR 
for big pharma and massive health maintenance organizations (HMOs).

Reading this book will thus take as much unthinking as thinking, as much let-
ting go of deeply ingrained ideas about relationships between science, medicine, 
and media as learning new techniques for reading or viewing each new story that 
comes along. We wrote this book for all the people who help make health news 
stories, meaning clinicians, public health professionals, epidemiologists, journalists, 
activists, and laypersons, as well as the anthropologists, sociologists, and scholars in 
science, technology, and society (STS), media, and journalism studies. Part I lays 
the foundations, providing the analytic apparatus we developed and introducing 
readers to the medical and media professionals who make the stories and to the 
broad types of stories that have been reported from the 1960s to the present and 
how they are reported. Part II takes a very different course, telling deeper and 
more focused stories in three different areas: the H1N1 or “swine flu” epidemic of 
2009, news coverage of biotech and pharmaceutical corporations, and how racial 
and ethnic difference are projected in health news and ways that they are hidden 
from view.

We do not have a story to pitch; as it were, we come, to paraphrase Shakespeare, 
neither to praise nor to bury health journalists or the people whose work they 
report. Our goal is different. We believe that news coverage of health is much 
more important than most professionals and scholars think—we have come to see 
the ways that it plays a crucial role in how we inhabit our bodies and interact with 
one another in clinics and hospitals, in shaping our most basic features, desires, and 
habits. We do not try to convince readers that health news stories operate as tools 
for enhancing public scientific and medical literacy or Trojan horses that beguile 
people into buying more pills and more expensive procedures. We think it more 
important to help equip health and media professionals, policymakers, scholars, 
and laypersons to be more critical of the ways that we are all recruited to take our 
assigned roles in producing, circulating, and receiving health knowledge. We start 
from the radical assumption that all of us make valuable knowledge about health 
and that no population should be stigmatized as lacking the capacity even to under-
stand medical facts—and receive inferior healthcare as a result. We thus hope that 
by teaching people to read health stories in new and critical ways, Making Health 
Public will help scholars ask new sorts of questions and open up for all of us new, 
collaborative possibilities.
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INTRODUCTION

News coverage of health constitutes one of the most visible features of the 
contemporar y world. The avalanche of recent news stories about Ebola provides just 
a small indicatio n of the proliferation of health coverage. H1N1 (“swine flu”), avian 
f lu, SARS, and other epidemics similarly became the biggest stories of their day. 
Beyond epidemics, the US daily news is filled with reports of new drugs, tests, treat-
ments, or devices, health insurance policies (particularly “Obamacare”), and changes 
in the identification of risk factors or treatment and dietary guidelines (see Figure 0.1). 
Health stories range across many genres, from consumer to business to political report-
ing, and they vary in tone from highly positive stories about miracles of biomedical 
technology to exposés of regulatory failure or physicians whose drug recommendations 
have been swayed by perks and gifts. “Hype,” including marketers’ and journalists’ 
roles in creating it, even figures in news stories themselves. A day seldom goes by 
on which The New York Times fails to publish a health story; three to five stories are 
common, with one often appearing on the front page. Despite declines in the size and 
power of traditional media, health news thrives across platforms.1 The editor of one 
metropolitan newspaper told us that his paper’s management had a list of five topics, 
one of which had to appear on the front page every day; health was on that list. In 
on-line news platforms, meanwhile, health is considered one of the key “verticals” or 
special-interest subject areas around which audiences and advertiser bases can be built.

According to audience surveys, health is a rare category that “is of strong interes t 
to readers and viewers across the hard news/soft news spectrum” (Hamilton 
2004:79). Forty-seven percent of viewers of the MacNeil-Lehrer News Hour and 
similar percentages of Oprah viewers and People magazine readers say they follow 
health news closely. On television, health-related stories compete with econom-
ics and politics for top billing in terms of frequency, placement, and audience 
appeal. The Tyndall Report (n.d. a) listed NBC’s science corresponden t, Robert 
Bazell, trained in immunology, as the second most-used network correspondent 
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FIGURE 0.1  Health news takes up the entire front page of the San Diego Union-Tribune, 
22 Oct. 2013 in, it suggests, “the world’s greatest country and America’s 
finest city.”
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Introduction 3

during the first decade of the twenty-first century. Health news averages about 
1,000 minutes a year on network news, about comparable to economic or war 
coverage, more than crime stories and much more than such areas as the envi-
ronment, race, and immigration (Tyndall Report n.d. b).2 In addition to CNN’s 
Dr. Sanjay Gupta, all the national network television news organizations have 
MDs as medical editors; ABC’s Dr. Richard Besser, pediatrician and epidemiolo-
gist, was the acting director of the Centers for Disease Control and Prevention 
(CDC) when the H1N1 or “swine flu” pandemic began.

Incorporating other types of professionals is a highly unusual practice within 
journalism, suggesting that biomedicine continues to enjoy special cultural author-
ity. Medical drama serials, like Grey’s Anatomy and House, garner large audiences; 
the Dr. Oz Show ranks among the top shows in daytime television, with 2.9 mil-
lion viewers in 2011 (Block 2012). Dr. Oz had 3.46 million Twitter followers 
in 2014 and leads the list of celebrities whose presence on a magazine cover will 
move copies (Haughney 2012). Gupta had 1.83 million Twitter followers. Health 
is prominent in Yahoo and Google News; and health-focused blogs, websites, 
and other venues proliferate (Tan 2007). Health institutions hire ex-journalists to 
shape news coverage of their activities and the issues that concern them. Health 
journalism’s relationship with advertising—so apparent on television, web ver-
sions of newspapers, and the social media—is as visible as it is complex. Although 
types of health media and the size of audiences vary between countries, the per-
vasiveness of health in the media is a global phenomenon.

Despite its cultural prominence, health news has been largely ignored as an 
object of scholarly analysis. Bruno Latour begins his influential We Have Never 
Been Modern, one of the classic works of Science and Technology Studies (STS), 
by referring to his own enactment of “modern man’s form of prayer”: reading 
“my daily newspaper” (1993[1991]:1–2). Referencing news articles on the ozone 
layer, AIDS, computers, frozen embryos, forest fires, whales, contraceptives, and 
high-definition television enables him to launch his argument regarding the puri-
fication process that separates nature from society, science from politics, and the 
hybridization that implicitly connects what he calls nature/culture. Nevertheless, 
Latour never tells readers which newspaper he was reading, let alone analyzes how 
journalists and news audiences might form part of the actor-networks he traces. His 
ethnographic presence in laboratories (Latour and Woolgar 1979) does not lead 
him to see that PR/media professionals may be working there alongside scientists 
in the production of scientific knowledge and culture.

This averted gaze is all the more striking in view of how STS scholars have fruit-
fully suggested that notions of information and mediated modes of representation 
are deeply ingrained in recent transformations of science and medicine. Clarke et al. 
(2003) trace a shift roughly in the mid-1980s from medicalization, the increasing 
extension of medical practices and forms of authority into wider spheres of life (Zola 
1972), to what they term biomedicalization. This term describes the greater inter-
penetration of biomedicine into other social structures, such as industry, the state, 
and the mass media, the increasingly central role of science and technology, the 
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4 Introduction

proliferation and diversification of flows of biomedical knowledge through public 
channels, and this process’ influence on identities and modes of self-construction 
(see also Rose 2007). Their wide-ranging discussion of the “Transformations of 
Information and the Production and Distribution of Knowledges” points to the 
centrality of communicative and related practices and technologies in constituting—
not just representing—biomedicalized objects and subjects.

While attending to how “Information on health and illness is proliferating 
through all kinds of media, especially in newspapers, on the Internet, in maga-
zines, and through direct-to-consumer prescription and over-the-counter drug 
advertising” (2003:177), Clarke et al. do not challenge the foundational conceptual 
separation between technoscience versus information and media. Media theorist 
Jesús Martín Barbero (1987) suggests that adopting “communication” and “media” 
as analytic points of departure obscures how their definitions are shaped by and 
shape entrenched, unexamined meanings hardwired into other commonsense 
terms, like society, the State, and citizenship. He argues that we should bracket 
preconceptions regarding the meaning and scope of “media” and “communica-
tion” and see how they get defined in particular settings for specific motives.

Martín Barbero’s move could not be more important for our project. The con-
cept of “health communication,” for example, generally assumes the separability of 
medicine and public health versus communication and media. Health profession-
als often complain that journalists “sensationalize” or “oversimplify” biomedical 
knowledge, suggesting that these “distortions” are motivated by the desire to boost 
newspapers sales or advertising revenues. They frequently claim that journalists 
should, like themselves, be centrally motivated by the goal of educating “the pub-
lic,” of bringing evidence-based medicine to wider audiences. The journalists that 
we have interviewed sometimes identify with such pedagogical efforts and in turn 
accuse health professionals of being too jargon-filled or uninspiring to be effective 
communicators. Other journalists espouse variations of the professional ideology 
of journalistic objectivity (Schudson 2003), suggesting that their primary duty is 
to decide what’s newsworthy (Gans 1979), play a watchdog function of uncover-
ing malfeasance, look out for “the public’s” interests—or simply entertain and 
enlighten in a non-instrumental way. Note how these views of health journal-
ism revolve around what Thomas Gieryn (1983) termed “boundary-work,” the 
construction of boundaries that separate science from non-science and partition-
ing scientific knowledge into particular disciplinary domains. Communication is 
assumed to start with preexisting medical objects (such as disease categories) and 
subjects (such as clinicians, researchers, and patients) and create words and images 
to portray them. These words and images are deemed immaterial, only representing 
such things as viruses and prevention strategies; their effects are limited to orienting 
people who lack scientific knowledge through training as health professionals or 
scientists. This way of defining health communication ties it slavishly to medicine 
and public health and casts it in a subordinate, marginal role.

This situation bears a remarkable similarity to Derrida’s critique of Saussure’s 
portrayal of speaking and writing. For Saussure, oral communication embodies 
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Introduction 5

presence; writing simply represents signs without partaking in the foundational 
“thought-sound” (1959 :112) association. Speech is thus productive and primary, 
writing derivative and secondary. For writing to serve its function, an ideally iconic 
relationship must be fulfilled—speaking and writing must match one-for-one. 
Similarly, the relationship between biomedicine and journalism most commonly 
projected in both scholarship and public and professional discourse about health 
news masks metaphysical assumptions as simple empirical facts. It is likewise con-
stituted through hierarchically ordered binary oppositions between preexisting 
medical objects and the representation of those objects by journalists. The former, 
created by authoritative actors in privileged, dedicated spaces—labs, epidemi-
ologists’ offices, and the like—is primary, constitutive, and autonomous. News 
emerges only afterwards and in lower-status media production sites.

What would happen if we imagined “the media” as taking up residence in 
clinics, hospitals, pharmaceutical corporations, and public health offices, seeing 
health professionals as embedded in media spheres? This situation would afford 
possibilities for studying what we call biomediatization, the co-production of medi-
cal objects and subjects through complex entanglements between epistemologies, 
technologies, biologies, and political economies. We argue here that this process is not 
a thought-experiment but an important feature of the contemporary world.

Public spotlights and scholarly peripheries

We focus on an object that is pervasive and yet, curiously, has been largely over-
looked as an analytic focus by scholars in medical anthropology, STS, and media 
and journalism studies alike: health news. It is a boundary-object, one held in 
common by actors occupying distinct social spheres but inflected in different 
vocabularies by each (Star and Griesemer 1989). Latour is hardly alone among 
STS scholars in viewing medical and science news as undeserving of serious study. 
Anthropologists and STS scholars have examined new objects, subjects, and forms 
of knowledge, such as medical and scientific technologies, pharmaceuticals, clini-
cal trials, practices of organ transplant, and the migration of logics associated with 
emergency preparedness into public health.3 Media objects, mainly newspaper 
articles, are frequently invoked to attest to the currency and importance of these 
phenomena, but scholars seldom reflect on how their making might form part of 
the production of medical and scientific objects and subjects. STS’s own boundary-
work thus places the analysis of science and health news beyond its borders. For 
example, as we show in Chapter 4, the H1N1 virus emerged as a public object 
through the mobilization of a network of media and health professionals who had 
been exchanging logics and practices through years of collaboration, even while 
journalists and health professionals generally project their work as embodying dis-
tinct—if not opposing—perspectives, interests, and types of professional training.

These same beliefs about the distinctness of health and media are reflected 
in anthropology in the separation between medical anthropologists and media 
anthropologists, which helps prompt inattention to health news in the discipline.4 
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6 Introduction

There is now an emerging focus on the anthropology of the news.5 Health news, 
however, seldom draws the attention of media anthropologists; since health issues 
get medicalized, they seem best left to medical anthropologists. We suggest that 
bringing together perspectives from medical, linguistic, and media anthropology 
holds the potential not only for significantly enriching these research areas but for 
making broader contributions.

Similarly, in media and journalism studies, health news has never been a central 
part of research agendas. The literature includes important work, including by 
Lupton (1997, 2012) and Blakeley (2006), and early works on health journalism 
like Nelkin (1995), Signorielli (1993), and Karpf (1988), together with signifi-
cant work on entertainment media, including Friedman (2004) and Turow (2010). 
Other significant works have been few and far between (e.g., Lawrence 2004). 
For the most part, media studies scholars have left the study of media and health to 
researchers in the subfield of health communication; their work is generally shaped 
by the field of public health and largely isolated from media and journalism studies 
more broadly. Medical sociologist Clive Seale, in one of the few monographs on 
media and health, noted that:

the few attempts to summarize the media health field as a whole have been 
striking in their omission of the broad range of theoretical perspectives and 
analytical approaches developed in the media studies field. There appear to 
have been no sustained attempts to conceptualize media health as a case study 
within larger media processes, or to compare media health coverage with 
that in other areas.

(2002: 25)

Our book addresses this gap head on, also using perspectives from anthropology and 
other fields, at the same time that it explores why this hiatus has emerged and persisted.

There is a scholarly cadre, scattered across many disciplines, that has produced 
interesting work on health news, particularly HIV/AIDS, Ebola, genetics, cancer, 
and influenza. Researchers have identified processes in which coverage of epi-
demics, which often follow a formulaic “outbreak narrative” (Wald 2008), moves 
from an initial sense of alarm to strategies for “containing” threats and distancing 
readers/viewers from them (see Ungar 1998; Joffe and Haarhoff 2002). Scholars 
point to how modes of framing stories often introduce notions of the Other, such 
as by locating Ebola in African bodies and impoverished landscapes. Some work, 
such as Martin Bauer’s (1998), goes on to see how the proliferation of health news 
has medicalized society itself, reshaping conceptions of bodies and social relations 
through understandings of the power of biomedicine.

Nevertheless, many scholarly works in this area, as Seale (2002: 25) observes, 
focus on single diagnostic categories, thereby presupposing the objectifying 
work that such categorization presumes (see Bowker and Star 1999; Conrad 
1992). Articles often begin with a summary of the biomedical “facts,” thereby 
reproducing biomedical and public health agendas. A common concern is with 
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Introduction 7

“inter-reality distortion”—how journalists “distort” clinical, genetic, and epidemi-
ological knowledge. This formulation extends the boundary-work that reproduces 
constructions of “the media” as a bounded realm containing media institutions, 
professionals, and readers/viewers and yet somehow exists apart from “biomedi-
cine,” a totalizing category critically engaged by medical anthropologists. As Seale 
(2002) and Mohan Dutta (2008) suggest, constructing health communication as 
hypodermic injections of knowledge into the minds of ignorant laypersons erases 
its political performativity, meaning its capacity to produce hierarchically ordered 
classes of actors and forms of knowledge rather than simply to represent what is 
already known. Inattention to the performative power of health news also emerges 
from how scholars working in this area generally rely on textual analysis and/or 
surveys in lieu of ethnography, such excellent exceptions as Klinenberg (2002) 
notwithstanding.

Scholars such as Deborah Lupton (1995, 2012) and Paula Treichler (1999) 
have forged critical perspectives that look analytically at how textual and visual 
representations shape understandings of diseases, patients, and populations. Mohan 
Dutta (2008; Dutta and Basu 2011) forged a “culture-centered critical health 
communication” approach that draws on subaltern, postcolonial, and decolonial 
studies in criticizing the Eurocentric bias of dominant approaches and the exclu-
sion of health knowledge produced by populations targeted by top-down health 
communication approaches. Despite interesting examples, health news has not 
formed a principal focus for researchers working in this tradition. In general, the 
dominant literature on health media has largely revolved around content analyses 
shaped by preexisting notions of “health” and “communication.” These under-
pinnings, we suggest, interact to curtail analysis of the production of biomedical 
objects and subjects and how logics and practices are dispersed between institu-
tional and other sites, thereby engendering complex, hybridized phenomena. In 
this book, we combine the analysis of media texts with ethnographic research 
across a wide range of different kinds of actors and sites involved in the produc-
tion of health news—in media, but also clinics, businesses, government agencies 
and more—in critically examining how health stories are produced and how 
they work, including how they separate, in Pierre Bourdieu’s terms (1993), such 
“social fields” as journalism, medicine, and public health and organize the types 
of knowledge they produce hierarchically.

The performative role of biocommunicable models

The production and circulation of biomedical knowledge, in which all of us 
participate, is, as Clarke et al. (2003) and others stress, complex, non-linear, and 
widely dispersed. Nevertheless, it is projected as following a number of cultural 
models for the production, circulation, and reception of health knowledge. They 
are not unconscious or hidden, discernible only by scholars. Indeed, we show that 
health journalism often incorporates these models quite visibly into news report-
ing, providing simultaneously two distinct if interrelated perspectives on health. 
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8 Introduction

Even as a health news story conveys biomedical content, providing “information” 
about a “new” disease, treatment, risk factor, or the like, it also projects how 
knowledge about the phenomenon emerges and circulates and who should attend 
to it and how. We refer to these projections as “biocommunicable models.”

Consider the measles outbreak that began at Disneyland in California in 2015. 
A typical story, on NBC News,6 reported that a spike in measles cases could be

blamed partly on parents who refused to vaccinate their children because 
of what doctors call misguided concerns over the shot’s safety. But medical 
experts say the vaccine, the only way to protect against measles, has virtually 
no side effects, and a CDC campaign aims to drive this point home.

Several weeks later, the CNN website had a story titled “5 myths surrounding 
vaccines—and the reality,”7 accompanied by a “First Person” article by a mother 
who recounts her daughter’s experience with measles and urges other parents to 
comply with pediatricians’ vaccination recommendations.8 A story like this reports 
various forms of “biomedical information,” such as summaries of existing research 
on the safety of vaccines. But the story it tells is as much about communication as 
about biomedical science: it interprets the outbreak of disease as a failure of what 
we call biocommunicability, projecting a strongly normative model of how health 
knowledge ought to circulate, and of the roles that different kinds of actors should 
play in that process.

Reporting of the 2015 measles outbreak represented a particularly strong exam-
ple of what we call the biomedical authority model of biocommunicability: physicians 
and biomedical researchers are presented as authoritative sources of information; 
laypersons are urged to attend to and follow their advice and are warned of the 
consequences of failing to play that role. Journalists, meanwhile, cast themselves 
either as passive listeners or as assistants in the dissemination of information. This 
model is often taken as common sense, and may in part account for the lack of 
scholarly interest in health news as an object of study: if health news is doing 
“nothing more” than passively transmitting information from scientists to lay audi-
ences, then it doesn’t seem a particularly important object of study. Even in a story 
like this, however, where the biomedical authority model seems to apply quite 
strongly, if we foreground the performative role of health journalism, rather than 
understanding it narrowly in terms of the transmission of information, powerful 
and important dimensions of the work of communication comes into focus, work 
that deserves to be examined and perhaps in some ways contested. As we shall see, 
moreover, the medical authority model is by no means the only model of biocom-
municability present in health news. It competes and combines with other models. 
The complexity of ideological projections of biocommunicability in health news is 
closely related to the historical transformations analyzed by Clarke et al. (2003)—
the increasing imbrication of biomedicine with other social fields, and its increased 
internal complexity. A key part of our methodology in this book is to foreground 
this performative role of health communication, and we will do this both in the 
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Introduction 9

analysis of media texts and in our ethnographic research on the understandings and 
practices of the actors involved in the production of health news.

Mediatization and biomedicalization

The conceptual framework of this book centers on two neologisms: biocommu-
nicability and biomediatization. Each of these words is a mouthful, but we hope 
readers will be convinced that they help us to see a familiar but surprisingly complex 
phenomenon in a new way. What we call “biomediatization” involves the simul-
taneous operation of two processes which might, on the surface, appear mutually 
exclusive, and whose relationship has certainly been little explored: mediatization 
and biomedicalization.

Mediatization refers to transformations occurring as media become increas-
ingly central to social life.9 Research on mediatization emerged particularly in the 
field of political communication, though it has expanded rapidly into other areas. 
Political communication scholars have described a transformation in which older 
logics of political action centering on institutions like parties and trade unions 
were displaced and transformed by new, mediatized forms of politics. As political 
candidates were increasingly “marketed” to publics, conceived of as aggrega-
tions of individual consumers, politics became personalized and individualized, 
and professionals trained in media-related skills were increasingly central to the 
practice of politics (Mazzoleni 1995; Mazzoleni and Schulz 1999; Schulz 2004). 
Jesper Strömbäck (2008) argues that mediatization involves four phases, from 
early phases in which political actors increasingly rely on and interact with media 
while remaining culturally and institutionally separate to a final phase he calls 
“pre-mediatization,” in which media logics are incorporated into the culture and 
practice of political actors.

In some accounts, this process is understood as a kind of zero sum transforma-
tion in which media institutions become increasingly autonomous and powerful 
and eventually dominate other institutions. Pierre Bourdieu’s (1996) polemical 
little book On Television makes this kind of argument, and Strömbäck (2008: 240) 
writes that in the fourth phase of mediatization, “the media and their logic can 
be said to colonize politics.” Media institutions have become more autonomous 
and more powerful in important ways, and they do challenge the autonomy and 
authority of other social fields, including medicine. Dominique Marchetti, one of 
the few to look systematically at media/medicine interactions, writes of a trans-
formation in France from a closed world in the 1950s—one in which medical 
specialists controlled the public flow of information about medicine, working with 
a small group of specialist reporters, who for the most part deferred to them—to 
a new reality in the 1980s when health news was increasingly “subjected to the 
ordinary laws of the production of public information” (2010:15; translation ours). 
These “laws” or practices opened the discussion of medical issues to a wider range 
of voices and gave journalists a more active, mediating role. Nevertheless, the 
most recent scholarship on mediatization has increasingly questioned the notion 
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10 Introduction

of a simple shift of power toward “the media” and called for a more sophisticated 
understanding (Deacon and Stanyer 2014; Couldry 2012). Health news provides 
rich territory for advancing more complex understandings of mediatization.

Sociologists and anthropologists of medicine have advanced arguments about 
biomedicalization that are parallel in many ways to media studies work on mediatiza-
tion, centering on an expansion of the social and cultural influence of biomedicine. 
Medical logics have penetrated other spheres; we have come to think of eating, 
leisure, sex, and education in biomedical terms. On the surface, mediatization 
and biomedicalization seem to contradict one another, and an interesting question 
arises about how they intersect: are media colonized by an increasingly powerful 
biomedical field, or is biomedicine penetrated and colonized by the media? We 
will try to show in this book that grasping the nature and power of this process 
requires going beyond such simple binaries to take apart the forms of boundary-
work that continually shore up what seem to be autonomous domains even as 
medical-media hybrids become increasingly embedded in daily life. The better 
question is not which sphere has more power but rather how the complex inter-
penetration of media and medicine has reshaped each domain.

Historically, as Clarke et al. (2003) and others have articulated it, biomedicali-
zation is a complex process, entailing internal changes in biomedical fields as, for 
example, research science and pharmaceutical industries become more powerful 
relative to individual clinicians. It also involves increased interpenetration between 
medicine and other social fields as medicine has become entangled with the mar-
ket and the state, and more central to forms of governance, producing what these 
authors describe as a growing “heterogeneity of production, distribution, and 
access to biomedical knowledges” (Clarke et al. 2003:177). This transformation 
is related both to mediatization—to an increasing entanglement of biomedicine 
with various forms of media—and at the same time with other entanglements—
commercialization, politicization, we could say—which hybridiz e medicine and 
blur its boundaries.

Mediatization is complex in parallel ways. Media institutions and practices 
too have become increasingly multiple and complex, intertwined with other 
social fields and subject to boundary disputes even as—to some extent precisely 
because—of the increased penetration of media into many other social fields. In 
the case of politics, for example, when politicians began using television to reach 
voters directly and hiring advertising and public relations professionals to run their 
campaigns, this process threatened the central mediating role of journalists, who 
responded in a variety of ways to reassert some measure of control over the flow 
of communication, deepening the process of mediatization (Hallin 1992). The 
mediatization of politics, to an important degree, involved an appropriation by 
political actors of media personnel and practices that enhanced, rather than under-
mined their power over public communication, even as it transformed politics and 
made media logics more central.

Similarities between journalism and biomedicine, two complex, interconnected 
social fields, are an important theme of this book. Both are forms of knowledge 
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Introduction 11

production. Both are seen as professions, expected to be governed, as Kenneth 
Arrow (1963:859) put it in a famous article on medicine and the market, by a 
“collectivity orientation,”10 standing above the self-interested behavior expected 
of ordinary economic actors to serve the interests of patients or readers, and society 
as a whole. Both have lost autonomy in important ways, however, particularly 
in relation to the market,11 even as their centrality to social and cultural life has 
increased. Both have seen their professional authority questioned and have been 
embroiled in boundary disputes and ethical debates.

We explore here the complex exchange and partial hybridization of logics 
and professional practices between media and biomedicine that results from the 
simultaneous processes of biomedicalization and mediatization; this is one of the 
key reasons we consider health news to be a fruitful object from the point of 
view of social theory, highly interesting for scholars both of the media and of 
health and medicine. The contemporary biomedical field is unquestionably highly 
mediatized, and it is important to understand what this means in its full complex-
ity. Health information circulates increasingly, and health issues are discussed in 
mediated public forums that involve wide ranges of actors and discursive logics; 
clinicians, research scientists, and public health officials interact intensively with 
public relations professionals, journalists, politicians, “patient advocates,” and lay 
activists (Clarke et al. 2003; Heath, Rapp, and Taussig 2004; Marchetti 2010).

In terms of Strömbäck’s (2008) formulation, biomedicine can be seen as charac-
terized by the deepest form of mediatization, in which media personnel and logics 
are fundamentally integrated into institutions and practices of another social field. 
Clinical and public health institutions—from small community clinics to govern-
mental agencies at all levels and international organizations—all have journalists 
on their staffs. “Media training” teaches health professionals, particularly those 
occupying the most visible posts in their organizations, the practices and logics 
associated with journalism and public relations. Public health officials sometimes 
devote almost half of their time to responding to press inquiries and attempting 
to insert their “messages” into media venues. The shift from a risk conception of 
health to an emphasis on “preparedness,” beginning before 2001 but enhanced 
by the post-9/11 emphasis on bioterrorism and biosecurity, has increased this 
interpenetration. The CDC also funds “scenarios” or “exercises” that simulate 
epidemics, bioterrorist attacks, or other health “emergencies” in which journal-
ists employed by the US Department of Homeland Security and public health 
and security agencies of state and local governments work side-by-side with those 
employed by media organizations in producing simulated press releases, press con-
ferences, and news reports.

In the pharmaceutical and medical device industries, increasingly central to the 
production and circulation of medical knowledge, economic growth is founded 
simultaneously on scientific research, business models, and communication strate-
gies; advertising and public relations professionals participate centrally in efforts to 
“create patient populations” as much as to create drugs (Dumit 2012: 163) and 
“facilitate adoption and awareness among regulators, payers, medical influencers and 
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12 Introduction

patients alike by conditioning the market for acceptance of new concepts” (Dumit 
2012: 64). The penetration of media logics and personnel into the co-production 
of biomedical knowledge is strong enough that Dumit, who advances an important 
argument about the role of pharmaceutical marketing in creating a new model of 
“mass health,” makes the case that “it is marketers, not scientists or clinicians, who 
decide what information, knowledge and facts are worthy as opposed to worthless” 
(2012: 88–89).

The centrality of market considerations does not, however, impose a single, 
unifying logic that displaces or fully assimilates those associated with scientific dis-
covery and humanistic conceptions of medicine. Our ethnographic interviews with 
marketers, journalists, scientists, clinicians, health officials, and patients lead us to 
conclude that marketers and journalists collaborate with these other social actors 
in attempting to produce the sense that distinct and often colliding perspectives 
and interests can be reconciled. Such conflicts and scandals are a regular feature 
of health news, and, as we see in our discussion of pharma and biotech coverage 
(Chapter 5), health news often focuses on apparent violations of the boundaries that 
separate domains and knowledge forms. Benson and Neveu (2005: 6), who apply 
Bourdieuian field theory to the analysis of journalism, observe that journalism is “a 
crucial mediator among all fields.”12 Far from playing the passive role of transmitting 
information from science to the lay public, journalists play active, constitutive roles 
in defining, policing, and bridging the boundaries between these fields.

If biomedicine is deeply mediatized, however, clearly it is also true that media 
are deeply biomedicalized. The widespread incorporation of media personnel 
and logics into biomedicine may blur the boundaries of biomedical professions, 
but they also account to a significant degree for the enormous social and cul-
tural influence of biomedicine. This is manifested across many dimensions, from 
direct to consumer advertising to the involvement of pharmaceutical company 
public relations professionals in “disease awareness” campaigns and patient advo-
cacy organizations and the production of on-line health information. Certainly 
the news media are no exception; the vast quantity of health news documented at 
the beginning of this chapter, and the example of reporting of the 2015 measles 
epidemic, cited earlier in this chapter, both illustrate this. So do the CDC prepar-
edness exercises described above, in which journalists participate alongside public 
health and security officials. Journalists rely heavily on public relations professionals 
employed by research, clinical, and public health institutions. This familiar reliance 
on “information subsidies” (Gandy 1980) goes deeper than in many other areas of 
coverage, with, for example, the Kaiser Family Foundation sponsoring significant 
amounts of health journalism. Both non-profit and commercial health institutions 
produce increasing quantities of sponsored content for media outlets. Network 
television news is heavily dependent on direct-to-consumer advertising and makes 
prominent use of physician-correspondents, whose unusual hybrid professional 
role we explore in detail.

Early research on health and science journalism often used the phrase “two 
cultures” regarding journalism and biomedicine.13 Journalists and scientists were 
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Introduction 13

understood to see the world quite differently, and this was interpreted as a source 
of misunderstandings. This “cultural” difference purportedly explained what was 
perceived to be “distortion” in the proper transmission of scientific information. 
Journalism and biomedicine do have different institutional structures; the two-
cultures framework, in the best of the research that uses it, at least has the virtue of 
taking journalism seriously as a distinct form of cultural production, which much 
writing on journalism from public health perspectives fails to do. But the simulta-
neous and interrelated realities of mediatization and biomedicalization mean that 
such simple dichotomies cannot capture the nature of the interaction between the 
news media and biomedicine. Both are complexes of heterogeneous cultural forms 
that have been deeply influenced by one another and whose basic modes of prac-
tice presuppose one another.

We thus propose dropping the “two cultures” trope; rather we draw on a con-
cept associated with STS and analyze the co-production14 of both health coverage and 
the medical subjects and objects it reports. This phenomenon points to a further 
analytic reason that we think health news forms a particularly important site for 
critical inquiry: the relationship between nature/science/medicine and language/
communication is less a chasm than a border along which new biomedical objects 
and subjects—and the ways we come to know and talk about them—are pro-
duced. This is what we mean when we use the term biomediatization. In putting 
forward this concept we advance a radical claim here: the new epidemics that so 
frequently infect us today—including “swine flu” (H1N1), Ebola, avian influenza 
(H5N1), and “epidemics” of diabetes and obesity—along with the promise of 
new wonder drugs and treatments—are co-produced by health and media professionals. 
Our argument is not “social constructionist,” if this term would suggest that we 
believe that viruses, bacteria, cancers, and their effects are merely imagined. We are 
rather interested in how biologies are connected from the get-go with their media 
manifestations as they are dispersed via articles in biomedical journals, newspapers, 
television broadcasts, websites, tweets, and complex entanglements of professional 
logics and practices. The shock that people so frequently express when this foun-
dational hybridization becomes evident rests on boundary-work, on the continual 
construction of medicine and media as autonomous domains, which requires over-
looking or misrecognizing the processes we document here. Biomediatization is 
not just about the production of articles, broadcasts, websites, and tweets, that is, 
things that are contained with the sphere of “the media”: basic notions of health, 
disease, citizenship, immigration, ethno-racial categories, and of “the state” are also 
getting constructed in the process.

The genesis of an unusual collaboration

Our collaboration is unique, in that it brings together a medical and linguistic 
anthropologist, Briggs, and a media and journalism scholar, Hallin. We knew dif-
ferent bodies of literature, and in this book we put these literatures into dialogue. 
Integrating contrastive research strategies has been just as important as combining 
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14 Introduction

different analytic frameworks. Scholarly readers’ receptivity is shaped both by the 
methodologies they deem appropriate and by the criteria they use in evaluating 
them. Many media scholars, for example, demand rigorous sampling and coding 
techniques. Qualitative sociologists and anthropologists are more likely to engage 
with work based on in-depth interviewing and ethnography. Thus Hallin offered 
forms of framing analysis commonly employed in media studies and political com-
munication, including quantitative content analysis. Briggs used ethnography, 
discourse analysis, and interviewing. Quantitative content analysis can be extremely 
useful for uncovering patterns across large and diverse bodies of media content. It 
is inevitably narrow and thin in its capacity to reveal the structure of meaning in 
news texts, however, and for this other forms of interpretive analysis have greater 
power. Rather than simply juxtapose perspectives, we have worked together for 
over a decade to the extent that Briggs has participated in quantitative analyses 
and Hallin has conducted ethnographic interviews. Our book is thus unusual with 
respect not only to its range of research strategies but also to the degree to which 
we have integrated them.

The research that underlies this book has three main components. First, we com-
piled a vast body of news content, including several systematic samples (described 
in detail in subsequent chapters). The earliest phase of our research focused on a 
metropolitan newspaper, the San Diego Union-Tribune (SDU-T). This was our local 
newspaper when the collaboration began, which facilitated carrying out a multi-
method study, not only analyzing news content but also interviewing reporters 
and their “sources”—other actors involved in the co-production of news—and 
doing some audience reception analysis. We collected the entire corpus of health-
related stories for 2002 and the first half of 2003, then coded stories from the first 
six months of 2002, totaling 1,206, for analysis. Other systematic samples included 
357 network television news stories from April 2009 through June 2012; a sample 
of 400 articles from the NYT and Chicago Tribune (CT) covering the 1960s through 
the 2000s; and a sample of coverage of the 2009 H1N1 epidemic in the NYT, New 
York Post, USA Today, SDU-T, and Atlanta Journal-Constitution. We also collected 
a much larger corpus of news media content that we used for the qualitative dis-
course analysis, including newspapers, various forms of broadcast (network, cable, 
local and daytime television, and National Public Radio (NPR)), Internet-based 
media, ethnic media (especially Univisión, El Latino, a Spanish daily newspaper in 
San Diego, and a radio station, Radio Hispana), as well as monitoring comments 
on major stories in blogs and on-line forums. We generally monitored on a daily 
basis the NYT, SDU-T, San Francisco Chronicle, NPR, and network and local news; 
we also searched news databases and Internet sources for content on particular 
stories or themes.

Our focus is principally, though not exclusively, on what are usually called 
“mainstream media.” The contemporary media system is increasingly fragmented 
and decentered, and media study today is inevitably limited in its ability to capture 
the full complexity of the information and discourses that circulate across its dif-
ferent components. Nevertheless, as Andrew Chadwick (2013: 59) put it in an 
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Introduction 15

influential recent book on the interaction of “old” and “new” media, “television, 
radio and newspapers are still, given the size of their audiences and their centrality to 
public life, rightly referred to as ‘mainstream.’” These media, as Chadwick observes 
in The Hybrid Media System, have important presences of their own on-line, their 
content is widely recirculated by other Internet-based media, and to a very sig-
nificant extent they provide the reference point for the diverse representations that 
circulate in “legacy” and “new” media alike. The content and practices of main-
stream news media are, however, incomprehensible today without reference to the 
wider field of public communication, ranging from direct-to-consumer advertising 
to discussion of news content in on-line health-related forums. We will examine 
many examples of the importance of these interactions.

The media we focus on retain great power to set the terms of public debate. They 
are directed both toward mass publics and policymakers. Many health and public 
relations professionals we interviewed stressed that their interactions with reporters 
were often intended to influence policymakers and funders as much as the mass 
public. They are what might be termed full-spectrum media, in the sense that they 
include a wide range of genres of news, directed to different kinds of audiences and 
connected to different social purposes, including personal health coverage, business 
reporting, political reporting on health policy, and investigative journalism. If we 
were primarily interested in health-related choices at the individual level, we might 
have chosen to focus on other kinds of media. Though newspapers and television 
play important roles in individual health decisions (Kelly et al. 2010), we might 
have focused more on Internet sites like Web MD or on-line forums on which 
people affected by particular diseases or belonging to particular health-related sub-
communities share information. Our principal focus, however, is not the effect of 
media on individual behavior but their role in the constitution and circulation of 
public understandings of health and medicine; and for this purpose newspapers and 
television—including their digital versions, on-line comments sections, and inte-
gration with social media—remain at the center of the analysis.

We conducted a broad ethnographic inquiry between 2003 and the present, the 
second major component of our research. Because of our interest in the relation 
of mediatization and biomedicalization, and our understanding of health news as 
co-produced by actors from different domains, our ethnography covered many 
different kinds of sites and actors. We interviewed reporters, producers, and edi-
tors.15 Our most systematic interviewing of print journalists in the United States 
was at The New York Times and the San Diego Union-Tribune, where we spoke with 
journalists who report health news for various “desks” (science, metropolitan, life-
style, business, national, and international) and their editors. We also spoke with 
radio journalists and television reporters and producers from local news organiza-
tions to national network news and CNN. Most of our interviewees work for 
English-language media, but we interviewed five Spanish-language newspaper, 
radio, and television journalists in Spanish as well.

We also interviewed a host of health professionals. Five were clinicians who 
had never spoken with a journalist or taken media training but had ideas about 
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16 Introduction

the material that their patients bring from the media, Internet, and social media 
to their examining rooms. Twelve were sources, including administrators at non-
governmental organizations (some clinically focused, others not), who had been 
mentioned in specific stories; they detailed for us how they ended up “in the 
media” and what they thought about the process. We also interviewed seven health 
officials, whose jobs involve extensive public communication, including respond-
ing to reporters’ inquiries and attempting to “feed information” to the media. 
We also spoke with scientists, clinical researchers, administrators of clinics, hos-
pitals, and health maintenance organizations (HMOs), and public health officials 
from local, county, and state health offices to high officials in the CDC and other 
organizations, as well as employees of the Pan American Health Organization and 
the World Health Organization.

Without the interviews we conducted, we would never have seen how deep the 
amalgamation of health and media institutions runs, and how much the exchange 
of practices and logics shapes what people do and how they do it. This process also 
helped us document boundary-work, the way health and media professionals pro-
ject the sense that they follow different epistemologies, practices, and interests even 
as the overlaps and correspondences run ever deeper. In interviews, we focused on 
biocommunicable models, on basic conceptions regarding how knowledge about 
health is produced, circulates, and received, as well as on practices, revealing com-
plex entanglements that complicated the cultural models.

When time and permission were both forthcoming, we extended contacts 
emerging from interviews into ethnography, enabling us to appreciate participants 
and practices we might have otherwise overlooked. Spending time in local and state 
public health offices helped us gauge how much time public officials devote to “the 
media” and how this work helps shape agendas. Sessions on health media held at 
meetings of clinical and public health professional associations and annual meetings 
and conferences for journalists also provided rich ethnographic venues. We inter-
viewed six employees of consulting firms who provide media/PR services. Some 
of the most fruitful sites were those associated with media training and emergency 
preparedness “exercises” or “scenarios,” both of which bring media and health pro-
fessionals into extended dialogs that foster crucial overlaps and complementarities in 
their practices. Participating in courses and simulated “events” associated with bioter-
rorist attacks or the emergence of a new virus enabled Briggs to see first-hand how 
principles of “crisis and emergency risk communication” and practices rehearsed in 
biosecurity “exercises” trained media and health professionals to co-produce health 
discourse in very particular sorts of ways. Indeed, our concept of biomediatization 
emerged from the results of ethnographic observation and interviews.

Finally, documenting reception was challenging. The ethnography helped us over-
come the subtle ways that our own assimilation of the linear, hierarchically ordered 
model had blinded us to the extent to which some of the principal receivers of health 
news are located within health organizations. We could see how journalists and admin-
istrators in health organizations keep close track of what appears in print, in broadcasts, 
and on blogs, websites, and social media and how minutely “reception” is linked to 
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Introduction 17

production. In gauging reception, we were greatly aided by the websites designed for 
audience commentary on print, radio, and television news stories, which also provide 
a means of tracking who is e-mailing, tweeting, or otherwise transmitting them. Polls 
and surveys commissioned by public health and other organizations have been use-
ful. We conducted a number of focus groups over the years in which we presented 
print and/or television news stories and asked participants to comment; most were 
organized in the San Diego and San Francisco Bay areas.16 The interviews and focus 
groups with Latinos/as in the former region were particularly useful, as people spoke 
both about how they responded to health news in relation to their own knowledge 
production and about reception practices. Given that this population is often ste-
reotyped as a bastion of failed biocommunicability, their response illuminated how 
people position themselves vis-à-vis the subject positions by which they are interpel-
lated. Nevertheless, we readily acknowledge that documenting reception on all of 
these fronts is challenging, and more can always be done.

Interviews and ethnography in health and media organizations raise complex 
issues of confidentiality, from the privacy of patient records to concern with the 
vulnerability of public officials to political and corporate pressure to issues of immi-
gration status and economic exploitation. We spoke with a remarkable number and 
range of people and visited a great variety of sites. In each, we offered the option 
of anonymity to all participants, which could include the names of their organiza-
tions. Nearly everyone is accordingly given a pseudonym in this book, and some 
institutions, from small non-governmental organizations (NGOs) to major national 
television broadcasting corporations, have also been assigned fictitious names. In a 
few cases, we have listed a corporation or media/public relations firm as being in 
“a California biotech sector” in order to render it more difficult to identify inter-
viewees and organizations. We faced tough issues of how to protect the anonymity 
of journalist interviewees at the same time that we were discussing their stories. 
For this reason, we avoid providing precise references to their articles, broadcasts, 
or websites when such links might deprive them of anonymity.

A look at what’s to come

Chapter 1 develops the concept of biocommunicability, exploring the contrasting 
cultural models of health knowledge and its circulation that are projected in health 
news and other forms of health discourse. We also apply this same methodology to 
an analysis of the scholarly literature on health news, developing an argument that 
unexamined assumptions about biocommunicability have limited the ability of this 
field to develop a sophisticated understanding of health news.

Chapter 2 moves from texts to practices, drawing on interviews and ethnogra-
phy to introduce the people who co-produce health news. Our goal is to replace 
stick figures and stereotypes—the idea that there is a single, fixed understanding of 
health and media relations associated with any of these roles—with the fascinating 
complexities and contradictions that individuals face in the course of their daily 
work of biomediatization.
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18 Introduction

Chapter 3 offers an overview of the major genres and frames in health coverage. 
We explore how journalists negotiate among competing ways of framing health 
issues, looking particularly at the distinction among biomedical, life-style, and social, 
environmental or political economy frames. We also look at how they negotiate 
breaches and challenges to medical authority.

The remaining three chapters are case studies, bringing together ethnography 
and analysis of news texts. Chapters 4 and 5 look at particular sites where impor-
tant forms of biomediatization can be seen, and each highlights the intersection 
of biomedicine with another social field—with government and the practices of 
“security” in Chapter 4, and with capitalism in Chapter 5. Chapter 4 focuses on 
“risk communication” in the 2009 H1N1 pandemic and public health officials’ 
and reporters’ roles in creating emerging diseases as social objects. The H1N1 virus 
emerged in a context of great uncertainty, but a remarkably complex and resil-
ient story was produced in just 24 hours. Public health officials largely succeeded 
in “containing” the discursive contagion that ensued, sidelining politicians and 
potential critics. This collaboration between public health officials and journalists 
reflects the incorporation of media logics into public health and of biomedicine 
into journalism. After exploring the role of bioterrorism “exercises” in shaping 
this co-production process, we close by contrasting H1N1 with the more recent 
Ebola outbreak.

Chapter 5 moves us to where biomedicine merges with the market as we exam-
ine news coverage of research by biotech and pharmaceutical corporations, the 
development of new drugs and devices, and scandals resulting in the withdrawal 
of treatments. Interviews with media consultants for these corporations point to 
the central part they play. Journalists, we argue, play a much more complex role 
in mediating between social fields and forms of knowledge than the literature on 
pharmaceutical marketing has captured, engaging in forms of boundary-work that 
help both to produce pharma as a boundary-object and to police the troubling 
hybridities that often result as science, medicine, and capitalism merge.

Chapter 6 examines the complex ways that race and ethnicity are treated in 
health news. Health news is generally structured around a “post-racial” vision 
that limits attention to race and ethnicity. We show that race and ethnicity are, 
nevertheless, thematized under certain circumstances. Often, racialized subjects 
are presented as deficient in terms of biocommunicability, blocked by “cultural 
barriers” from fulfilling normative models of health citizenship. We also examine 
the central and complex role of African American and Latino/a health and media 
professionals, who are often projected in this coverage as bridging biocommu-
nicable gaps that separate racialized subjects from normative circuits of health 
communication.

At the same time that we offer what we believe to be the most comprehensive 
exploration of health news coverage to date, our book is not about that topic—if 
it is understood as a narrowly bounded domain in which journalists “translate” 
biomedical research, practice, and policy into objects that circulate within “the 
media.” Rather, by joining critical perspectives on medicine and media, we hope 
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Introduction 19

to contribute much more broadly to understanding why both domains are so 
consequential in contemporary society and the rapidly shifting ways that they 
intersect in our daily lives, thereby prompting some of our deepest fears and 
desires. The tremendous power of this juxtaposition emerges precisely from its 
marginal position vis-à-vis the powerful domains of medicine and journalism. By 
demonstrating the nature of biomediatization and its centrality to contemporary 
life, we hope to open up a debate that is of vital importance to scholars, clinicians, 
policymakers, journalists, and “laypersons”—that is, to all of us.

Notes

 1 Print health journalism has been affected by cutbacks in both staffing and the size of the 
“news hole,” the amount of print space or airtime devoted to news content. Nevertheless, 
there is some evidence that this is not as consistent as in other areas (Schwitzer 2009).

 2 One broad study of news across platforms found that in 2007–8, health news made up 
about 3.6 percent of the total “news hole”; the following year the percentage was much 
higher, as healthcare reform and the H1N1 pandemic were among the top news stories 
across most media (Kaiser Family Foundation/Pew Research Center 2009).

 3 For examples see Dumit (2003) and Rapp (1999) on medical technologies; Fullwiley 
(2011), Montoya (2011), Rabinow (1999), and Rapp, Heath, and Taussig (2002) on 
genetics; Biehl (2005), Petryna, Lakoff, and Kleinman (2006), Petryna (2009), Hayden 
(2010), and Dumit (2012) on pharmaceuticals and clinical trials; Cohen (2002[2001]), 
Lock (2002), and Scheper-Hughes (2000) on practices of organ transplant; and Collier, 
Lakoff, and Rabinow (2004), Collier and Lakoff (2015), Lakoff (2008), Lakoff and Collier 
(2008), and Briggs (2011b) on logics of preparedness, to name just a few authors and 
research foci.

 4 Media anthropology is now is graced by edited collections (Askew and Wilk 2002; 
Ginsburg, Abu-Lughod, and Larkin 2002) and a number of ethnographies (such as 
Abu-Lughod 2005; Larkin 2008; Mankekar 1999).

 5 E.g., Hannerz (2004), Pedelty (1995), Bird (2010), and Boyer (2005, 2013).
 6 19 Jan. 2015, http://www.nbcnews.com/health/health-news/measles-outbreak-spreads- 

california-other-states-n289091.
 7 Ben Brumfield and Nadia Kounang, 5 Feb. 2015, http://www.cnn.com/2015/02/04/

us/5-vaccine-myths/index.html.
 8 Shelley Jonson Carey, “Measles Was No Big Deal – Until My Daughter Caught It.” 17 Feb. 

2015. http://www.cnn.com/2015/02/17/living/feat-measles-vaccine-first-person/.
 9 For discussions of mediatization, see Couldry and Hepp (2013), Couldry (2012), Hepp (2012, 

2013), Hjavard (2013), Lundby (2009), Landerer (2013) and Altheide and Snow (1979).
 10 Arrow took this phrase from Talcott Parsons’ (1951:463; also 1964) work on profession-

alization.
 11 On commercialization and deprofessionalization in journalism, see Hallin (2000).
 12 Mediatization and mediation are distinct concepts. Mediatization refers to a historical 

process at the structural level. Mediation refers to kinds of work that are done by particu-
lar actors or institutions. It is sometimes used to refer to the transmission of information, 
but we use it here to refer to the work of adjudicating among and synthesizing compet-
ing perspectives and claims to public attention.

 13 See Nelkin (1995). Seale (2002:52–54) summarizes this perspective.
 14 See Jasanoff (2004) on co-production. Marchetti (2010:10) also uses the term in writing 

about medicine and media.
 15 More specifically, we interviewed seven television journalists, three radio, and ten newspa-

per reporters and three editors. All of these journalists had experience with social media; 
we also interviewed three journalists who worked on entirely digital media. These totals 
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exclude interviews conducted outside the United States, including with international 
journalists and health officials. Note that some journalists had worked in quite a variety of 
news media.

 16 We conducted six focus groups in the San Diego area, three in the San Francisco Bay 
Area, and one in Los Angeles. Of these, four were conducted in Spanish and six in 
English, and all were between one and two hours in duration. Only one was held in a 
clinical setting; otherwise, they were conducted in such contexts as informal gatherings 
after church services, meetings of teacher–parent organizations, and living rooms. They 
ranged from four to forty participants; the average was 11, excluding the facilitators. An 
initial set of questions focused on media consumption in general, practices for seeking 
out health-related information, perceptions of health news, and which sources of health 
knowledge were deemed more reliable. In each case, we then presented a mix of newspa-
per and television health stories and then asked people to comment on them. They were 
drawn from Spanish and English newspapers and from CNN, local news, and national 
network news in English and, for Spanish, a San Diego affiliate of Univisión.
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PART I

Toward a framework for 
studying biomediatization
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1
BIOCOMMUNICABILITY

Cultural models of knowledge about health1

Consider the following syndicated article that ran in the San Diego Union-Tribune 
headed “Actress fights, and beats, RA with new drug therapy”:

Rheumatoid arthritis has afflicted humans for centuries. . . . But until recently, 
“all of the useful treatments have been stolen from other specialties,” says 
Dr. Israeli Jaffe, a rheumatologist at Columbia’s College of Physicians and 
Surgeons. . . .

Ten years ago Kathleen Turner didn’t know what she had when her feet 
and elbow started hurting. . . . Finally diagnosed through a simple blood test 
for rheumatoid factor, she “didn’t know the questions to ask,” Turner says. 
Gathering the facts piecemeal, she says, “I figured if this happened to me, a 
lot of people are suffering.”

To fill the gap today, she is backing RA Access. . . . 2

The story went on to give information about the organization’s “patient-friendly” 
website and phone number, and mentioned that it was sponsored by Immunex and 
Wyeth-Ayerst, as well as giving contact information for the Arthritis Foundation.

Being scientifically and medically literate involves a constant search for new infor-
mation about bodies, diseases, drugs, and technologies, adding them to our store 
of knowledge and responding in appropriate ways—such as going to the doctor, 
avoiding a particular food, doing yoga, or getting exercise. When confronted with 
an article like the one above—or a television broadcast or an Internet or Facebook 
posting—we focus on the biomedical content, in this case, rheumatoid arthritis and 
its diagnosis and treatment. Nevertheless, this article is centrally concerned with 
the production and circulation of knowledge and information. It maps an ideal-
ized “flow” of health knowledge: researchers should produce knowledge as much as 
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24 Toward a framework for studying biomediatization

“useful treatments,” which should be rapidly disseminated among physicians, ena-
bling them to readily diagnose cases like Turner’s. Laypersons similarly should know 
about diseases and symptoms, enabling them to ask questions of their physicians.

Our central argument is that such stories are teaching us in two quite different 
ways simultaneously, but we are conditioned to focus only on one, the biomedical 
dimension. In addition to informing us about a disease, we learn about a powerful 
cultural model that projects who produces scientific and medical knowledge, how it 
circulates, and who should receive it. We also learn who seems to be failing to play 
her or his assigned role. The heroes here are a rheumatologist who produces new 
knowledge and places it in circulation and Turner, a patient who relentlessly sought 
out the appropriate sources of knowledge to obtain a solution to her problem. 
Implicitly, the doctors she visited initially did not fulfill their duty, as physicians, to 
have up-to-date knowledge and use it effectively in their consulting rooms.

Given that there is no medical breakthrough here, what made this story news? 
The drama results from disruptions of the flow of information: rheumatoid arthritis 
specialists were not generating disease-specific treatments; Turner, further “down-
stream,” was misdiagnosed (beginning with a podiatrist who recommended “bigger 
shoes”) and had to “gather the facts piecemeal,” seemingly having to teach her 
doctors. It is, however, a story with a happy ending: just as Turner beat rheumatoid 
arthritis, researchers, physicians, and patients now have the means of overcoming 
the failure of biomedical communication. But if knowledge should properly be 
produced by medical researchers and circulated to physicians who then use it to 
diagnose and treat their patients, why would potential patients need to access this 
knowledge directly? And what role do two corporations and a disease-specific 
advocacy group play?

Since we are taught to focus on the biomedical content, this second educational 
project is largely relegated to the background, enabling it to shape our thinking 
about health without being subject to the same sort of critical reflection. How can 
we bring the second pedagogical project into focus, opening up ways of think-
ing about how it interacts with biomedical content and its impact on audiences? 
Transforming common sense into an object of critical scrutiny is not easy, and 
we have developed some conceptual tools for guidance. One is the notion of a 
biocommunicable cartography, the projection in a particular story of a specific process 
of knowledge production, circulation, and reception. Such cartographies identify 
networks of actors—here researchers, physicians, patients, pharmaceutical corpo-
rations, and an NGO—and project specific expectations for the roles they play in 
producing, circulating, and receiving knowledge. These cartographies are cultural 
models woven into the words and images of stories themselves. Biocommunicable 
cartographies are not evident only in newspapers or even “the media” as a whole 
but also emerge in clinical interactions, health education “campaigns,” and beyond, 
including health communication research.

Each story projects a unique assemblage of sites, actors, objects, modes of circu-
lation, and forms of biocommunicable success and/or failure; nevertheless, if these 
were not intertextual—if they did not implicitly invoke other cartographie s—
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Biocommunicability 25

they would not resonate with us in the same way, nor would they remain in the 
background, enabling us to focus on the biomedical content. After examining 
thousands of news stories appearing in newspapers, on television and radio, and in 
Internet and social media venues we have identified a number of recurrent types, 
which we refer to as biocommunicable models. In this chapter we present the three 
types we have to found to be most recurrent. In using the term “model,” we do 
not pretend to locate pure, ideal, or stable types. Indeed, particular stories— 
such as Turner’s—often combine these models in complex and sometime s 
contradictory ways.

This chapter presents three predominant types of biocommunicable projections: 
the biomedical authority, active patient-consumer, and public sphere models. Each is com-
plex and can be differentiated into sub-types, and they intersect in complex ways 
in particular biocommunicable cartographies.

Doctor knows best: biomedical authority/passive patient 
reception

In June 2010 public health officials in California launched a campaign to promote 
vaccination against whooping cough, extensively covered in health news on and 
off for several months. On 10 June the San Diego Union-Tribune (SDU-T) carried 
a front-page story that began:

A whooping cough epidemic sweeping California has killed five infants this 
year, and health officials are urging the public to make sure all family mem-
bers and caregivers are up-to-date on their vaccinations.

Epidemiologists said a key to breaking what has been a three-to-five-year 
cycle of epidemics for whooping cough may be a booster shot that became 
available in 2005 for middle school children and adults.

“We’re really trying to raise awareness that it’s important for parents, fam-
ily members and caregivers to get a booster shot to provide a cocoon of 
protection around infants,” said Ken August, spokesman for the California 
Department of Health.

People should also not ignore a nagging cold that involves a cough, said  
Dr. John Bradley, director of infectious diseases at Rady Children’s Hospital.3

This is an example of what we call the biomedical authority model of biocommu-
nicability. All the sources cited are biomedical authorities, and the lay audience is 
projected as a passive receiver of the information they disseminate, which is sum-
marized by a box accompanying the story. The assumption that medical science 
produces objective and highly specialized technical knowledge sets the medical 
realm off from many other realms of discourse, where more populist, relativist, or 
democratic communication ideologies prevail. The biomedical authority model 
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26 Toward a framework for studying biomediatization

imagines a hierarchically ordered, natural, necessarily linear trajectory that moves 
through space, time, and states of knowledge and agency, starting from the pro-
duction of knowledge about health by biomedical authorities, its codification into 
texts (reports, scientific articles, pronouncements by public health officials, etc.), 
the translation of scientific texts into popular discourse (through health education, 
statements to reporters by health professionals, and media coverage), its dissemina-
tion through a range of media, and its reception by “the public,” in this case by 
“parents, family members and caregivers.”

Another version of this model appears in health advice columns. Preventing and 
curing Type 2 diabetes, writes Jane Brody in the New York Times (NYT),

requires a kind of intervention that only the potential and actual victims can 
provide: making better food choices, getting more exercise and—most impor-
tant of all—avoiding excess weight or taking it off if it’s already there. . . . 
One-third of the people with this disease do not know they have it.4

The exposition is didactic, and most of the information is presented without attri-
bution, simply as fact—rather unusual in journalism. The voice of biomedical 
authority addresses its audience directly; the journalist’s mediating role remains in 
the background. The article quotes one endocrinologist to establish the authority 
of the information, and it cites a Department of Health and Human Services study. 
Patients seldom speak in these articles, and there is hardly ever a human interest 
angle—a focus, that is, on stories of particular individuals who serve as exemplars, 
although many articles do include a photograph of a patient and/or one of the 
quoted professionals. Laypersons are sometimes interpellated as eavesdroppers, lis-
tening in on conversations that do not yet include us, sometimes instructed in a 
didactic mode, and sometimes, like the photographed patients, pictured as waiting 
to see how local physicians will bring us this new knowledge.

A 22 June 2011 “Healthy Living Report” on the ABC Evening News provides 
a rich example of the biomedical authority model in a story oriented toward health 
education. Its “peg” is the release of what anchor Diane Sawyer calls “a giant new 
survey” of diet and weight gain in which “researchers followed 120,000 people for 
two decades.” Here ABC News Chief Health and Medical Director Dr. Richard 
Besser makes “a house call,” bringing information on diet and weight gain to Edie, 
a slightly overweight middle-class woman (Figure 1.1). The didactic information 
is made entertaining by the “house call” device, in which Edie greets him and 
they surveil her kitchen, locating potato chips in the cupboard and potatoes in the 
refrigerator. To further liven up the dry numbers, a “Wild West” theme is added. 
“It’s the showdown at the OK weight corral,” Besser begins over music from an 
old Western, and he follows up by identifying “public enemies” in Edie’s kitchen 
and reassuring us that “the cavalry [healthy foods] is nearby.” Besser’s words are 
reinforced by a superimposed image of graph lines, pictures of the foods that he 
has just identified, and a statistical projection of how many pounds each food will 
potentially add to or subtract from Edie’s weight over a decade.
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Biocommunicability 27

On television, biocommunicable roles come alive in a new way, as the journalists 
step into the foreground as characters. A pediatrician and public health official as well 
as a journalist, Besser fuses media and medical roles, personalizing the latter. The role 
of passive patient-receiver, meanwhile, only implicit in our newspaper examples, 
comes alive as Edie opens her door to Besser. Her minimal lines (greeting Besser, 
giving her name, admitting that she likes potatoes, expressing sheepish surprise 
“Wow!”—when Besser projects her possible future weight gain), facial expressions, 
and bodily demeanor mark her subject-position. Practitioners of conversation analy-
sis have suggested that utterances are characterized by “recipient design,” meaning 
that such details as vocabulary, grammar, and inflection (or, more technically, pros-
ody) are shaped in such a way as to project the cognitive and linguistic state of the 
receiver.5 Here, Besser has shed his tie and jacket, uses a more colloquial vocabulary 
and Wild West idioms, suggesting an audience that needs entertainment and sim-
plification to spark interest and enable them to understand his recommendations. 
Edie expresses ignorance of dietary recommendations and watches passively as Besser 
calculates the health implications. We all seem to be interpellated into her position 
as Besser frequently moves between conversing with her and voice-overs that direct 
the dietary warnings and recommendations to viewers.

Some stories project biomedical knowledge as flowing downward to fill a void, 
reaching lay audience members who lack knowledge. Others invoke competing 
circuits of information and involve exhortations to replace faux health beliefs with 
authoritative knowledge, often accompanied by admonitions to trust biomedical 

FIGURE 1.1  “Wow!” says Edie, as Richard Besser adds up the calories. ABC News, 
22 June 2011.
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28 Toward a framework for studying biomediatization

authority. “Health hoaxes . . . zip around cyberspace like flies around fresh meat,” 
warns one article splashed across most of the front page of the Currents section 
of the SDU-T (Figure 1.2). The article details “the phony health scares exposed 
on a hoax-debunking Web site of the federal Centers for Disease Control and 
Prevention (CDC)” and advises readers to rely on web-based sources of health 
information properly inserted within established channels of dissemination of bio-
medical knowledge.6 This framing of biomedical authority as displacing not just 
ignorance but superstition and information provided by illegitimate sources some-
times figures prominently in stories that focus on racial difference, as we discuss 
in Chapter 6.

FIGURE 1.2  San Diego Union-Tribune Health section advises readers on proper 
channels for health information. San Diego Union-Tribune, 15 Jan. 2002.
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Biocommunicability 29

Formerly, the biomedical authority model was clearly dominant. Nancy Lee  
shows that mid-twentieth-century health reporting typically admonished 
layperson s to rely exclusively on their family physician for health information. 
Lee (2007:117) quotes a 1930 article in Hygeia, a popular magazine published by 
the American Medical Association, which reflects the “doctor’s orders” version 
of biocommunicability.

The good patient, and he is the one who has by far the best chance of recov-
ery, is he who obeys his medical adviser, seeks from him and not from his 
neighbors or from books in the library whose terms he does not understand 
the answer to his questions. . . . Confidence in one’s physician is almost as 
important as confidence in one’s confessor or in wife or husband.

In its pre-1960s form, this model projected a circuit of communication in which 
medical knowledge is produced by specialists and transmitted to patients by their 
primary-care physicians; it had no place for journalists as non-specialist mediators. 
That the AMA felt it necessary to publish a popular magazine in the 1930s, how-
ever, suggests that this effort to channel the flow of medical information and keep 
it out of the public arena ran counter to powerful social forces.

Historical transformations of US medicine, health education campaigns, the 
multiplication of actors and stakeholders (including media actors) involved in 
the circulation of medical knowledge, and the intensification of political, eco-
nomic, and cultural conflicts over biomedicine have transformed this model of 
biocommunicability and eroded its dominance. Today it appears alongside, and 
sometimes in tension with, other biocommunicable models; at times it is present 
essentially as an absence, as a nostalgic contrast to the realities of biocommuni-
cability in an era of neoliberal restructuring and politicization. It is, however, 
still profoundly important to an understanding of public communication about 
health and medicine. Its continuing importance is illustrated by the centrality of 
biomedical professionals—chiefly, researchers, public health officials, and physi-
cians—as sources; they are the “primary definers”7 whose voices dominate health 
and medical news. The linear, “hypodermic” model still informs health education 
and health promotion (and also much research in health communication), even as 
audiences have come to be seen as active, selective, and heterogeneous “consumers” 
of health information (Lupton 1995). Moreover, the biomedical authority model 
jumps back into prominence, as we see in Chapter 4, when authorities declare an 
epidemic or other health “emergency.”

The biomedical authority model in research on health 
journalism

In the Introduction we observed that the study of health news is curiously iso-
lated from wider trends in scholarship, mostly confined to the sub-field of health 
communication and little developed in other fields focused either on media or 
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30 Toward a framework for studying biomediatization

on medicine. We believe this is a result of an uncritical acceptance of the linear 
model of the flow of health news, which underpins the medical authority model.8 
One typical article, published in the Journal of Health Communication, introduces its 
research problem like this: “The reality of cancer does not always match public or 
individual perception of the disease. . . . One source with the potential to distort 
perception of cancer is news coverage” (Jensen et al. 2010:137). Summarizing the 
literature on cancer coverage, the authors write that “certain cancer sites were 
found to be covered disproportionate to their actual incidence and mortality rates, 
a phenomenon that came to be known as interreality distortion” (139).

Analyzing a research article of this sort in the same way as a news story, look-
ing at the model of biocommunicability it projects, what we see is essentially a 
hierarchical model of linear transmission. Biomedical science is projected as pro-
ducing knowledge that can be understood as a reflection of “reality.” Knowledge 
is projected as flowing downward to a lay mass public; journalism, it would seem, 
is understood as significant as a research subject only because it plays a role in 
this process of transmission. The object of research on health journalism, then, is 
generally seen as assessing how accurately the media transmit biomedical infor-
mation—or how much they “distort” it. This research generally has a negative 
tone toward journalism, presenting health news as an important vehicle of health 
education but generally a flawed one, whose main independent effect on the cir-
culation of health information is understood as “distortion.”

Examples of this focus on distortion in the transmission of scientific informatio n 
are common in a wide range of the literature within and beyond the field of 
Health Communication. In “Distorting Genetic Research About Cancer: From 
Bench Science to Press Release to Published News,” Brechman, Lee, and 
Cappella (2011:496) write, “Much of the research concerning how science is 
presented in the public press compares content between original science publica-
tions and mainstream news media.” Statements culled from news reports and from 
press releases were presented to graduate students in genetics to be rated for their 
accuracy. Walsh-Childers, Edwards, and Grobmeyer (2011) used doctoral stu-
dents in medicine to code magazine articles for their inclusion of and assessments 
of accuracy in stating thirty-three “key facts” about breast cancer. The hierarchi-
cal structuring of epistemologies and cultural fields is evident in the procedure 
of using medical students to judge journalism, rather than journalism students to 
evaluate medical research articles. (If the hierarchy seems self-evident, we should 
remember that public relations agencies are often involved in writing the articles 
to begin with; health journalists we interviewed often told stories about finding 
errors in journal articles sent to them prior to publication.)9

Starting with Lippmann and Merz (1920), media analysts have used comparisons 
between news representations and alternative accounts of reality to foreground the 
constructed nature of news, to establish that news cannot be understood simply 
as a mirror of reality, and thus to open the question of the social processes that 
account for its emphases and silences. The media rely heavily on the authority 
of highly developed bodies of knowledge produced by biomedical institutions to 

D
ow

nl
oa

de
d 

by
 [

N
at

io
na

l L
ib

ra
ry

 o
f 

th
e 

Ph
ili

pp
in

es
] 

at
 2

3:
16

 0
1 

N
ov

em
be

r 
20

17
 



Biocommunicability 31

legitimize their representations and communicative authority, and it is reasonable 
to ask whether they are getting it right. It is clearly useful to document patterns in 
news coverage, like a focus on treatment over prevention found by Jensen et al. 
(2010), in an effort to make those involved in the process by which health news 
is produced aware of the patterns of emphasis and to generate reflection about the 
news decisions that produce them.

Comparisons between news coverage and epidemiological data also lead to 
hypotheses about processes that shape patterns of emphasis, which are potentially 
interesting for understanding the wider social process by which health knowledge 
is produced—but only, as we argue in subsequent chapters, if we move away 
from the model of linear transformation of information from biomedical science, 
through media to “the public,” all imagined as distinct and separate spheres. Slater 
et al. (2008) and Jensen et al. (2010) argue that the differential representation of 
cancer types can be explained by the strength of organized media advocacy; we 
will see this process at work in many different contexts in the following pages. 
Menéndez and di Pardo (2009), coming from Latin American perspectives on 
medical anthropology and critical epidemiology, compare the content of Mexican 
newspapers with epidemiological data and find that, in 2002, HIV/AIDS con-
stituted almost 15 percent of the press coverage in Mexico City, though it 
represented less than 1 percent of deaths in Mexico that year. HIV/AIDS cover-
age also focused heavily on women, though they represented a small number of 
cases. Cirrhosis and related liver diseases ranked fourth as a cause of death but was 
virtually unreported in the media. These findings open the way for discussion of 
a number of factors that may influence health journalism, ranging from organized 
advocacy, as in the case of breast cancer, to policy priorities, to liquor advertising.

If we stop here, however, we end up with a rather thin understanding of health 
news. The field of journalism studies long ago moved beyond the idea that media 
analysis is about exposing “bias” in media representations (Schudson 2003), just as 
the field of communication in general moved beyond understanding communica-
tion exclusively in terms of the transmission of information (Carey 1989). STS and 
the anthropology and sociology of medicine, meanwhile, developed a large body 
of research that demonstrates the inadequacy of what we call a linear-reflectionist 
perspective that envisions health news as transforming biomedical facts into popular 
discourse. STS scholars argue both that scientific knowledge cannot be understood 
as a simple “reflection of reality” unaffected by culture and society and that lay 
understandings of science and health cannot be reduced to misunderstandings or 
partial assimilations of scientific knowledge (Jasanoff et al. 1995). For the most part, 
we set aside in this book questions about whether health news reflects the “reality” 
of disease or whether journalists are “getting the science right” in order to develop 
a new framework for understanding the roles of the news media in the circulation 
of biomedical information and the constitution of cultural understandings of health, 
disease, and biomedicine.

The literatures we have discussed here understand health journalism from 
within public health perspectives, that is, they consider news coverage of health 
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32 Toward a framework for studying biomediatization

and medicine to be important because it affects individual health behavior and thus 
health outcomes. These health communication researchers understand the news 
media as a “health education service” (Brechman, Lee, and Cappella 2011:496) 
or as a “vehicle for dissemination of cancer control messages” (Stryker, Emmons, 
and Viswanath 2007:24). The dominance of a “health education” perspective in 
research on health news could be seen as one manifestation of biomedicalization, 
of the spread of biomedical ways of thinking into other social fields. It is obviously 
related to the fact that the field of health communication gets much of its US 
research funding from agencies like the National Institutes of Health. Certainly 
health education is one role that health journalism plays, of which health journal-
ists are very conscious. However, as we document throughout this book, it is only 
one of many roles played by health journalism.

If we broaden our focus a bit and look at research on health news in another 
field, public understanding of science (POUS), interesting differences emerge 
regarding why it matters that journalism represent science accurately and what 
it would mean to do this. The PUOS literature includes many perspectives on 
this question, from the role of information in individual behaviors related to risk 
(somewhat closer to the health education focus of the health communication lit-
erature) to the judgments citizens make about policy issues related to science and 
technology to support for science as an institution to appreciation of science as  
a knowledge-producing practice. A policy perspective published in the journal 
Public Understanding of Science in 2001 distinguished between public understand-
ing of science, in the sense of understanding the results of established science, and 
public understanding of research, in the sense of understanding research “as it is 
happening, including the set-backs, detours and disagreements, as well as the 
positive aspects of new discoveries and exciting new directions for exploration” 
(Field and Powell 2001:423).

Often the standards for representing science conflict, for example, between 
what we could call an instrumental conception of the news media (their role 
is to shape individual health behavior) and a representational conception (their 
role is to show science “as it really is”). Niederdeppe et al. (2010:246), coming 
from a health communication/public health perspective, criticize local TV news 
coverage of cancer for focusing on “novel or controversial” research rather than 
emphasizing “well-documented causes and known prevention methods”—a clear 
contrast with Field’s and Powell’s stress on promoting public understanding of 
“the positive role of controversy” in science.10 In terms of biocommunicability, 
the former represents something closer to the biomedical authority model—a 
focus on controversy is seen as misleading patients and possibly leading to “non-
compliance,” while the latter represents a version of a public sphere model, 
understanding science as a process of open exchange and debate.

We argue throughout this book that health journalists do not simply transmit 
knowledge but mediate among different registers of knowledge, or competing 
perspectives on truth and value that contend in the field of health and medi-
cine. Cancer, for example, and how it should be addressed as a public health 
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Biocommunicability 33

issue is hardly an uncontested terrain. Sharply different perspectives on research 
priorities and strategies for prevention, screening, and treatment contend. News 
coverage of cancer sometimes focuses on what individuals can do to lower their 
own risk, sometimes on research priorities or disputes about clinical practice, 
sometimes on the implications of new research for the bottom lines of pharma-
ceutical companies, sometimes on regulatory and policy issues. A wide range 
of interests intervene in these debates, and the stakes are not only scientific and 
health-related but also economic, political, and cultural. Journalism does not, 
indeed, confine itself to transmitting “well-documented causes and prevention 
methods,” in the words of Niederdeppe et al. (2010), to a lay audience. Many 
media professionals, as we discuss in Chapter 2, told us this is not the journal-
ist’s job at all but one for doctors and public health officials. And probably this 
is for the best, if we value broad public discussion of public health issues in the 
formulation of heath policy.

The patient-consumer model

The article on Turner and rheumatoid arthritis provides clear evidence of the 
biomedical authority model in the first half, with its quotations from a rheu-
matologist summarizing what biomedical science has learned about the disease. 
It projects an image of scientific progress with technologies that have “revo-
lutionized treatment,” directing readers to websites for access to authoritative 
information. But the linear, hierarchically organized model is complicated as 
the celebrity patient appears—and speaks—as an active seeker of information, 
moving from “gathering the facts piecemeal” to managing her own treatment 
and eventually becoming an advocate for patients. Turner steps into this role 
because the linear transmission of knowledge from science through physician 
to patient had failed. The process of biomedicalization involves a shift away 
from the individual physician as a primary actor and toward research scientists, 
large-scale institutions of the biomedical-industrial complex (particularly phar-
maceutical corporations), and a multiplicity of mediated sites, including websites, 
electronic newsletters, and social media as well as “the traditional media.” This 
change can be seen in the projection of biocommunicability in this story, as the 
physician is portrayed as the weak link. As Dumit (2012:78) argues, depicting 
physicians as ignorant or incompetent and thus requiring corporate-sponsored 
educational efforts enters significantly into pharmaceutical marketing strategies. 
Biocommunicable health is restored by the active patient-consumer, represented 
by Turner, teaming up with biomedical scientists, industry, and patient-advocacy 
groups. There are also key actors in this process not represented in the news story 
itself, including, of course, the journalist who wrote it, and also public relations 
consultants, one of whom we meet in Chapter 2.

Patient-consumer communicability significantly shifts relationships between 
health professionals and publics. Rather than posit passive receivers of authoritative 
information, the patient-consumer model imagines laypersons as individuals who 
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34 Toward a framework for studying biomediatization

make choices apart from the direct supervision of their physicians. Articles often 
pedagogically map the rational information acquisition/decision-making process 
that patient-consumers undertake. Besser’s house call contrasts with a story by his 
CBS counterpart, Dr. Jon LaPook. On 29 July 2010, LaPook reported findings that 
calcium supplements recommended to prevent osteoporosis increased the risk of 
heart attack. Like Besser, LaPook personalized the story, reporting from a physician’s 
office. Patient Lisa Kwok notes, “I think why this study concerns me is because of 
all the different factors I represent. And at some point we’re going to have to make a 
decision as I get older.” A soundbite from cardiologist Suzanne Steinbaum follows: 
“I think it’s important for us to look at this study and re-think our practice. We 
shouldn’t just recommend supplementation for all of our patients.” LaPook then 
converses in studio with anchor Katie Couric. “So is this a real conundrum, John, 
for doctors?” Couric asks. “I mean what are they going to tell their patients about 
this?” “It is a conundrum, and this may represent a real sea change,” LaPook replies. 
“I know, I have tons of patients, especially women after the age of 50, who are tak-
ing calcium supplements. And now I’m going to say, let’s see if we can get it from 
food—not just dairy, but other things. . . . “Couric chimes in, “Like sardines ?”  
“Like sardines,” LaPook continues, “figs, almonds, broccoli, soy beans. We’re 
going to have a more complete list up on our web site. But the bottom line here, 
is, one size doesn’t fit all, and doctors have to rethink what they just automatically 
were doing.” “Alright,” Couric concludes, “my doctor told me to get it from food 
just this morning.” “And your doctor was right,” LaPook replies.

In Besser’s story, Edie is a passive receiver of information; Kwok appears as an 
active patient-consumer, displaying knowledge of her risk factors and speaking of 
the medical decisions that “we”—she and her doctor together—will make. She 
speaks for twelve seconds. Steinbaum speaks five; visually, they appear to be speak-
ing as equals, presenting a similar relation to the new information. This projection 
of biocommunicability is reinforced by Couric, who as anchor typically stands in 
for the lay audience; she joins LaPook in generating the list of calcium-rich foods. 
This story, like the Turner story, is pegged to a disruption of biocommunicability, 
as changing science undercuts the advice physicians were giving to patients; in both 
stories, the journalists restore the circuit of information as Couric models the active 
patient-consumer and LaPook the ideal physician. As evident in Couric’s role in 
providing content and reporting that she learned about the issue that morning from 
her doctor, biomedical authority and patient-consumer models intersect intimately.

The model of the active patient-consumer appears in a particularly strong form 
in much health reporting that is conceived as “service journalism,” closely tied to 
consumer reporting. A 2005 front page of the SDU-T weekly Health section is titled 
“BETTER BIRTHS: Expectant mothers are doing their research to find the best 
hospitals and physicians” (Figure 1.3). “[M]any expectant mothers,” the article reads, 
“are abandoning the idea that you deliver at whatever hospital your doctor works. 
They are going on-line, talking to friends and doing research to figure out which 
facility suits them best and then finding a doctor who works there.”11 No physicians 
are quoted; the voice of biomedical institutions is embodied not in medical experts 
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Biocommunicability 35

but hospital administrators and public-relations officers. Patients “realize they have 
a choice and the right to get the care they expect,” says one administrator. Sidebars 
list information resources, including websites, books, and magazines. Here the bio-
medical voice and the invisible presence of the reporter merge in biocommunicable 
projections of neoliberal health policies—medical care is oriented towards consum-
ers making rational choices among available options. Patient-consumers frame what 
constitutes relevant and adequate knowledge, and journalists help consumers exploit 
the range of options apparently open to them. The goal is not simply avoiding illness 
but maximizing freedom, well-being, quality of life, and the future of one’s children, 
becoming “the expert patient” (Dumit 2012:35).

Patient-consumer biocommunicability is prominent on the Dr. Oz Show. 
Dr. Mehmet Oz is a cardiothoracic surgeon who first appeared on Oprah, later 

FIGURE 1.3  Consumerism in the weekly Health section. San Diego Union-Tribune, 
3 May 2005.
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36 Toward a framework for studying biomediatization

creating one of the most successful shows on daytime television, with about 
2,900,000 viewers daily in 2011 (Block 2012), 3,400,000 million unique 
viewers to his website in 2014 (second among daytime television shows), and 
3,460,000 twitter followers (ahead of CNN’s Dr. Sanjay Gupta with 1,830,000).  
Dr. Oz describes his show’s purpose as empowering people to take control of 
their own health (Specter 2013):

I want no more barriers between patient and medicine. I would take us all 
back a thousand years, when our ancestors lived in small villages and there 
was always a healer in that village—and his job wasn’t to give you heart 
surgery or medication but to have a safe place for conversation. . . . Western 
medicine has a firm belief that studying human beings is like studying bac-
teria in petri dishes. Doctors do not want questions from their patients; it’s 
easier to tell them what to do than listen to what they say. But people are on 
a serpentine path through life, and that’s the way it’s supposed to be. All I am 
trying to do is put a couple of road signs out there.

One important element of the Dr. Oz Show, that is found to some degree in highly 
commercialized consumer-oriented forms of health reporting, is a kind of leveling 
of knowledge hierarchies manifested in an emphasis on do-it-your-self health solu-
tions and complementary and alternative medicine. Criticized for deviating from 
deference to scientific authority,12 his show nevertheless incorporates elements of 
the biomedical authority model as Dr. Oz quizzes audience members on their 
health knowledge and chides them for their ignorance.

In the consumer and human interest genres, the patient-consumer model of bio-
communicability appears in a highly positive form as a happy world where biomedical 
science—sometimes alongside complementary and alternative medicine—produces 
a cornucopia of choices that enables consumers to realize healthy life styles. Health 
news is one of the few categories in the US press where “good news” is at least as 
common as bad. This is in part why it is so popular with news organizations that 
have shifted toward market-driven models of practice, away from more hierarchical 
conceptions of news judgments in which journalists, as professionals, make judg-
ments about what citizens need to know. Much health news fits into “life-style 
journalism” or “news you can use,” attractive to news organizations because it is 
cheap to produce—much of it is syndicated material—and because it addresses read-
ers as consumers, integrating advertising and editorial content (Underwood 1993). 
Patient-consumer reporting often naturalizes neoliberal models of biosociality and 
projections of the market as enhancing individual and public health.

A particularly explicit connection between patient-consumer biocommuni-
cability and neoliberalism appeared in a syndicated column by George Will on 
obesity. Will writes,

often the most effective dollars government spends pay for the dissemina-
tion of public health information. In an affluent society, which has banished 
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Biocommunicability 37

scarcity and presents a rich range of choice[s], many public health problems 
are optional—the consequences of choices known to be foolish.13

Will praises the Surgeon-General’s Office as “sometimes . . . the government’s 
most cost-effective institution” and presents the news-reading public as a compos-
ite of active governmental subjects, “middle class, broadly educated,” each engaged 
in a search for news that s/he can use in making rational choices. Will models 
patient-consumer rationality by asking his readers to use a formula to calculate their 
Body Mass Index (BMI), in contrast to Besser’s Edie, who watches while he cal-
culates her projected weight gain. Patient-consumer biocommunicability defines 
citizenship for Will, which strongly implies individual responsibility for health 
problems. The government plays a limited role, consistent with neoliberal visions 
of efficiency—providing patient-consumers with “public health information [that] 
encourages moderation.” Those who are not middle class, are outside of an infor-
mation flow obviously not addressed to them, or do not experience neoliberal 
society as a “rich range of choice” are invisible—as they are also in the SDU-T’s 
report on “Better Births,” and indeed almost always in its Tuesday Health section, 
as we will see in Chapter 6.

Patient-consumer biocommunicability positions journalists as advisors to 
patient-consumers, helping them manage the increased obligation to seek out 
health-related information associated with neoliberalism. But health news does 
not always present market relationships as free of contradiction. The rise of the 
biomedical-industrial complex and the deepening of medical/market entangle-
ments juxtapose contrastive logics and value systems, sparking conflicts that appear 
in health news.14 Neoliberal sensibilities coexist with nostalgia for the “residual 
value,” in Williams’ (1980) terms, associated with the doctor’s orders model of all-
knowing, “collectivity-oriented” biomedical professionals who once enjoyed our 
“generalized trust” (Arrow 1963:859). Health-related consumerism has complicated 
origins, springing in part from neoliberal restructuring of healthcare institutions, 
but in part also from new social movements in the 1970s, when languages of 
consumerism were invoked by lay activists challenging biomedical authority. Our 
Bodies, Ourselves, produced by the Boston Women’s Health Collective (1971), 
was simultaneously a consumerist manifesto and a feminist challenge to physi-
cians’ control of women’s health (Davis 2007). Journalists similarly fuse languages 
of consumerism and of political activism, as in an SDU-T editorial criticizing the 
California Medical Board’s opposition to legislation requiring it to disclose convic-
tions and completed investigations of physicians. “California patients ought to be 
entitled to the information they need to make informed decisions.”15 Here health 
professionals are demoted from privileged purveyors of scientific information to 
service providers to be evaluated like any other class of vendors.

In a column titled “What to Do If Treatment Isn’t Clear,” Jane Brody passes on 
a physician’s advice to “ask pointed questions” and to be assertive, even if “some 
doctors may resent such an inquiry.”16 Here Brody implies a common projection 
of patient/physician relations as reflecting antagonism more than trust. Medical 
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38 Toward a framework for studying biomediatization

authorities may give conflicting advice or may be incompetent or inaccessible; 
they may resist their diminished biocommunicable power in the shift from verti-
cally organized, linear to patient-consumer models. Researchers are also frequently 
blamed for conflicts in and disruptions of patient-consumer biocommunicability. 
An NYT article by Gina Kolata17 adopts a familiar format of dividing health infor-
mation into “myths” versus “facts,” but here researchers themselves are portrayed 
as often succumbing to or promoting myths about diet and obesity. Kolata’s story 
is pegged to a New England Journal of Medicine article that decries a lack of rigor in 
much nutritional research. (Kolata characterizes some of Besser’s recommendations 
in the “Best & Worst Foods” story as either “myths” or “Ideas not yet proven 
TRUE OR FALSE.”) References to conflicting studies are a staple of health cover-
age. “Here’s some medical news you can trust,” said a 2005 Associated Press story:18 
“A new study confirms that what doctors once said was good for you often turns 
out to be bad—or at least not as great as initially thought.” Another front-page 
story asserted, “Patients often have the burden of deciding on treatment.”19 Such 
reporting reflects not only the decline of biomedical-authority biocommunicability 
but also the ambivalence of the neoliberal model, where the burden of choice and 
the absence of certainty can easily seem as terrifying as liberating. As Annemarie 
Mol (2008) suggests, the logic of choice and the language of rights can undermine 
the exchanges between patients and caregivers that emerge through a logic of care.

Many stories portray the information flowing to patient-consumers as unre-
liable due to conflicts of interest that arise from the mixture of market and 
medical logics. When physicians are characterized as consumers of information, the 
patient-consume r model fails to forestall the sense that fundamental principles of 
biomedicine and biocommunicability have been violated. The neoliberal model of 
active patient-consumers only appears as unproblematic when it embodies residual 
trust in science and professionalism, when consumer choices can be imagined as 
based on knowledge from objective, disinterested sources. Journalists waver among 
several stances, sometimes assuming the trustworthiness of biomedical knowledge, 
sometimes filling gaps resulting from its unreliability, scarcity, or excess—as in the 
case of stories on Internet health “rumors” or conflicting studies—and sometimes 
acknowledging frustration with the persistence of those gaps.

Such attention to gaps and obstacles also emerges in reporting that ridicules 
the celebration of consumer choice and self-realization, a stance that is often—
as in critical commentary on Dr. Oz—portrayed as spilling beyond the proper 
bounds of medical science. One NYT article suggests that searching for weight-
loss options might be less a process of expanding knowledge bases and choosing 
rationally among treatment options than, in the words of a physician interviewed, 
a search for “‘one more fad for people who have spent their whole lives gaining 
weight effortlessly and now want to lose that weight effortlessly and quickly.’”20 
In “Destination: Wellness,” reporter Jesse McKinley recounts his exploration of 
wellness tourism.21 The impression that such services are largely frivolous gimmicks 
culminates in a statement by a workshop leader at “a venerable wellness resort,” 
who responds to McKinley’s disbelief: “We’re just making this up.’” Rather than 
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Biocommunicability 39

naturalizing or presupposing patient-consumer biocommunicability, McKinley 
exposes and ridicules it and yet, in the end, situates it culturally and economically 
as “a very lucrative” business (see Lau 2000).

Speaking as citizens: public sphere models of 
biocommunicability

Kerri was 4 when she started having trouble walking. Justin was 5 when he got 
a nosebleed that would not stop. Danielle was 7 when her legs began to ache.

During the 1980s, the children all lived, played and swam in the shadow of 
the Pelham Bay landfill. . . .

The NYT reported on 12 August 2013 that New York City settled a lawsuit brought 
by parents alleging that their children’s leukemia was caused by the landfill in the 
Bronx, which the Times described as a “crime scene” where city workers took bribes 
and allowed illegal dumping.22 The plaintiffs and the city both hired epidemiolo-
gists prepared to present opposite conclusions at the trial about whether there was a 
causal link between the pollution and the children’s illnesses. It closes by quoting one 
mother, pictured in front of a chain-link fence surrounding the landfill as she relates 
asking health department officials how many of their children had leukemia:

“And they said, ‘None.’ And I said, ‘There are multiple children in the 
Catholic school and the public school that have leukemia, and you don’t 
think there is anything wrong with that?’” she said of the area near the landfill.

“And they didn’t say anything.”

This story follows journalistic practices common in certain types of political report-
ing, completely different from those discussed so far. No biomedical authorities are 
used as sources; the only ones referred to are the two epidemiologists on oppos-
ing sides in a legal battle. The norm of balance is nominally followed. But because 
the story clearly involves a scandal, and because of the human interest appeal of a 
mother who has lost a young child, she becomes the privileged speaker—and an 
unusual lay voice is heard in the news making a claim about biomedical knowledge.

In this example of what we call “public sphere” models of biocommunicabil-
ity, readers are addressed not as patients or consumers, but as citizen-spectators 
(Muhlmann 2010) making judgments about collective decisions and social values.23 
The actors speak not as part of a linear transmission of information from science 
to the lay public, but in a battle between interested parties (the two epidemiolo-
gists) or as aggrieved citizens (the mother). The value of their words is judged 
not by scientific expertise but—in this particular example—by such criteria as 
sincerity, proximity to the experience of the audience, and “common sense.”  
The increased interpenetration of the field of health with other social fields, and 
particularly with the market and state, is particularly evident in public sphere 
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40 Toward a framework for studying biomediatization

models because they often come into play when conflicts and scandals arise 
over these interactions. The other two principal models of biocommunicability 
involve multiple sub-genres, but public sphere models—arising at points of inter-
section and conflict between biomedicine and other social fields and between 
health reporting and other journalistic genres—are particularly diverse.

Standard political models

At one extreme, the norms of political communicability may completely push 
aside those associated with biomedicine. The report on the Bronx landfill provides 
an example. It is written by a New York City metro reporter who often reports on 
political scandal and who shared a Pulitzer Prize in 2009 for reports linking New 
York Governor Eliot Spitzer to a prostitution ring. Specialist healthcare reporters 
would likely object to the privileging of the mother’s “anecdotal” epidemiological 
reasoning. Coverage of the Affordable Care Act debate in 2009–10 represented 
another, very different version, dominated by the voices of politicians. In a sample 
of NYT and Chicago Tribune health coverage from the 1960s to 2000s, we found 
that between 40 and 50 percent of stories addressed readers primarily in the role of 
citizen/policymaker (Hallin, Brandt, and Briggs 2013). Many of these were essen-
tially routine public policy stories focusing on such subjects as Medicare funding 
or food safety regulation.

In other cases, the biomedical authority model refracts the norms of political 
reporting, producing hybrid forms. Pegged to the California governor’s proposal to 
cut physician fees and other Medi-Cal payments, a front page SDU-T story titled 
“Medi-Cal ‘death spiral’ feared; Proposed fee cuts could further strain troubled 
program” (2 July 2003) addresses readers as citizens, not patients. The informa-
tion circulated there is understood as important not because it affects choices by 
individual patients, but because it points to the danger of “intolerable strains on 
the health care system.” It is a political story. It departs from common conventions 
of political reporting, however, beginning with a feature lead that focuses on one 
local physician, who appears in a photo, bending over a reclining patient; the doc-
tor is portrayed in a positive and personalized way not normal for participants in 
political debate. It goes on to quote the president-elect of the California Medical 
Association (CMA), a physician who directs a chain of clinics, a local neurologist, 
and the San Diego Consumer Center for Health Education and Advocacy’s direc-
tor. The “diagnoses” given by these sources, all biomedical professionals, on the 
state of Medi-Cal are treated as authoritative statements, much as a conventional 
health story presents medical research. A measure of “balance” is introduced in 
the form of a quote from a Republican Assemblyman: “I don’t disagree with what 
healthcare providers are saying. I’m a physician myself. But in this budget situa-
tion . . . a fiscally responsible budget requires spending reductions throughout.” 
He argues that such decisions should be located in the sphere of public policy, not 
of medicine, inserting it into a flow of information governed by partisan balance 
rather than professional standing.
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Biocommunicability 41

Elite public sphere models

As Nancy Fraser (1990) argues, public spheres are not unitary but layered, com-
posed of separate communities that exchange views among themselves as well as 
interacting with one another through dominant institutions of the centralized public 
sphere. Biomedical professionals constitute an elite version of such a segmented 
public sphere. To its members, access depends on scientific, medical, or public 
health training and peer review. Health reporting, even when it focuses on public 
controversy, often accepts the legitimacy of this construction. It does not project an 
egalitarian public sphere, one in which any citizen can give an opinion on any issue, 
but represents debate taking place among credentialed experts, similar to other spe-
cialized, hierarchical areas of political reporting, such as national security reporting 
(Hallin, Manoff, and Weddle 1994). Thus the NYT, in a front page story, reports:

With the government’s blessing, a drug giant is about to expand the market 
for its block-buster cholesterol drug Crestor to a new category of customers: 
as a preventive measure for millions of people who do not have cholesterol 
problems. Some medical experts question whether this is a healthy move.24

The story quotes the deputy director of the Food and Drug Administration’s (FDA) 
Center for Drug Evaluation and Research, a pharmaceutical company executive, 
three researchers, and a practicing cardiologist—representing different positions 
in the debate—and refers to a Lancet study. The journalist, following a standard 
convention, identifies financial ties that some of the researchers have to the manu-
facturer. This kind of reporting maps a flow of information confined to biomedical 
institutions, but assumes that debate within this specialized realm will be conten-
tious, and possibly subject to “corruption” by political and economic interests. It 
also grants the public a right, if not of voice, at least to observe and judge.

As with other insiders to these debates, journalists may be active in inserting 
public sphere issues, as in a long front-page investigative NYT story, “Psychiatrists, 
Troubled Children and Drug Industry’s Role.”25 It begins with a child who 
developed debilitating side effects from Risperdal; such leads are standard in 
investigative reporting, featuring a “worthy victim” to establish the newsworthi-
ness of an ethical violation (Ettema and Glasser 1998). Her mother is paraphrased 
but not quoted; other sources are biomedical insiders: physicians, researchers, and 
pharmaceutical company representatives. The story revolves, however, around 
the NYT’s own analysis of Minnesota public records, showing relationships 
between the money psychiatrists received from drug makers and their prescrip-
tion rates. Insider sources, like an American Psychiatric Association past president, 
who told the NYT that “psychiatrists have become too cozy with drug makers,” 
help establish the exposé’s legitimacy. Many sources, including doctors with high 
prescription rates and pharma spokespersons, probably would have preferred not 
to be dragged into the public sphere. Their statements appear not as authoritative 
expressions of scientific knowledge but as denials of economic motivation.
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42 Toward a framework for studying biomediatization

Many public sphere stories result primarily from actions of government agencies 
that generate biomedical controversy. They often modify this elite public sphere 
model, mixing conventions of political and science reporting and including lim-
ited voices from outside the sphere of biomedical specialists. When the Preventive 
Services Task Force recommended in 2011 that men should no longer receive 
prostate-specific antigen (PSA) blood tests for prostate cancer, the NYT ’s Gardiner 
Harris, whose story ran as the right-hand lead (7 Oct. 2011),26 noted that “advo-
cates for those with prostate cancer promised to fight the recommendation,” listing 
baseball player Joe Torre, financier Michael Milken, and former New York Mayor 
Rudolf Giuliani as “among tens of thousands of men who believe a PSA test saved 
their lives.” His story went on to note that some pharmaceutical companies and 
doctors were likely to resist, due to the “lucrative” nature of the business of treating 
men with high PSA levels, and that some in Congress had called the plan “ration-
ing,” “although the task force does not consider costs in its recommendations.”

This debate parallels a previous controversy over a 2009 Task Force recommen-
dation to decrease breast cancer screenings. Journalists covered opposition from 
Republicans, who deemed the decision to be “rationing” healthcare, Tea Party 
activists, advocacy groups, and lay cancer survivors, as well as support from bio-
medical specialists. The issue was sufficiently politicized that it led White House 
officials to intervene in several subsequent FDA decisions deemed likely to pro-
mote political backlashes, leading to FDA/White House conflicts detailed as part 
of an NYT series on “the intersection of politics and science.”27 Like the breast 
cancer screening case, the PSA recommendation faced a high degree of public 
mobilization; journalists treated it as a public controversy. Nevertheless, specialist 
voices dominated the reporting. Harris’ follow-up story reported that opponents 
“hoped to copy the success of women’s groups that successfully persuaded much of 
the country two years ago” that the breast cancer recommendation was mistaken. 
Except one patient, all sources are physicians and researchers.

Social movement models

Another factor that draws health coverage into public spheres is the role of social 
movements. Theoretical writing about public spheres emphasizes the importance 
of social movements and civil society (Habermas 1996; Fraser 1990); research on 
the politics of health similarly emphasizes the role of social movements—the wom-
en’s movement in the 1970s, for example, or the gay rights movement. Social 
movements have played important roles in shaping biocommunicability; mobi-
lization around HIV/AIDS in the 1980s is particularly significant. Gay activists 
intervened into knowledge production about HIV/AIDS in the early days of the 
epidemic, challenging biomedical research and treatment, government policy, and 
media representations (Epstein 1996). This activist voice, with its privileging of 
forms of personal witnessing and distrust of biomedical authorities, came to be 
exported globally through the women’s movement (Davis 2007) and HIV/AIDS-
focused humanitarian interventions (Nguyen 2010). Social movement stories are 
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Biocommunicability 43

only present to a limited extent in health news. Representatives from civil society 
and community groups constituted 4–7 percent of sources in various samples of 
content (Chapter 3). These stories are interesting, however, for ways they affect 
biocommunicable models and the tensions and ambivalences they embody.

Typical of this genre is an NYT article reprinted in the SDU-T,28 which reports 
how the Alzheimer’s Association and the American Bar Association (ABA) lob-
bied the federal government to change Medicare coverage to include Alzheimer’s 
treatments. Given the public sphere orientation, denial of coverage emerges as not 
simply a biomedical but a political problem—“a form of discrimination against 
millions of people.” The article recounts how an ABA lawyer used the Freedom 
of Information Act to obtain rules used by companies that review and reim-
burse Medicare claims to reject nearly all reimbursement requests for Alzheimer’s 
patients and to reveal the existence of a “memorandum sent late last year from the 
government to the companies that review and pay Medicare claims.” “The gov-
ernment,” the article states, “gave no public notice of the new policy.” A Medicare 
official, pressed to explain this communicable failure, responds: ‘“we saw it mainly 
as a technical matter.’” Governmental and biomedical institutions are criticized for 
creating a secret cartography of biomedical communication, designed to remain 
entirely within official and professional realms.

In public sphere stories that problematize biocommunicable failures, report-
ers collaborate (implicitly) with activists and researchers in providing alternative 
circuits for disseminating health information (Heath, Rapp, and Taussig 2004; 
Rapp and Ginsburg 2001). Since government officials have failed, journalists 
must intervene to re-situate issues in public spheres. Reporters thus implicitly 
construct themselves as bearing three crucial roles—deciding which knowledge 
should be public, finding information that has been withheld or improperly 
channeled and making it public, and constructing the boundaries of public dis-
course about health.

When public sphere coverage centers on social movements, the sources of 
health knowledge are frequently located outside of biomedical institutions. Efforts 
by “patients’ advocates” to put a problem on public agendas and shape how knowl-
edge is created about it are a common subject of health reporting, varying in the 
extent to which they are oppositional in their relation to governmental and profes-
sional authorities. The more oppositional version of this type of “patient advocate” 
intervention is evident in a series reporting the Autism Society of America’s annual 
meeting, taking place in San Diego, “Mental Blocked: Patients and Researchers 
at Odds over Treatment.”29 It reported debates between researchers and activists 
critical of mainstream research; one charges, “You cannot simply believe what the 
medical establishment tells you.” Here, activists stand outside of and in opposi-
tion to biomedical sectors, disrupting the biomedical authority model by shaping 
themselves as producers, co-producers, and/or collective, critical, knowledgeable 
receivers of health information (see Taussig, Rapp, and Heath 2003).

Social-movement-oriented stories sometimes involve portrayals of layper-
sons as producers of biomedical knowledge. In 2002, for example, the SDU-T 
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44 Toward a framework for studying biomediatization

reported efforts by Valley Center residents in North San Diego County to get 
the California Cancer Registry to investigate a suspected cancer cluster. Kerry 
Carr, “the mother of a teen-age son with leukemia,” conducted an “informal 
survey” of local cancer cases.30 Finding 17 children with cancer, Carr sparked 
meetings of community residents and “contacted health officials,” leading to an 
investigation.31 Public sphere biocommunicability often appears in reporting on 
environmental health threats. Biomedical authority and patient-consumer models 
generally characterize health problems as products of biology or individual behav-
ior, following what Menéndez and Di Pardo (1996) refer to as the “hegemonic 
medical model.” Environmental reporting, however, clearly involves social cau-
sality, thereby straining those models’ boundaries. Much organizing has focused 
on environmental racism and justice—the differential location of sources of 
health-threatening pollution in communities of color (Bullard 1990; Szasz and 
Meuser 1997; Brown et al. 2011).

The Health and Environment Action Network (HEAN)32 in San Diego, for 
example, is “very proactive in getting information to the media,” one of its staff 
members, an employee with a background in political communication who pre-
viously worked for public relations and marketing firms, told us. HEAN is about 
25 years old, focuses on social justice and environmental racism, and has some 
5,000 members, including many residents of racialized and lower-income areas. 
A SDU-T article titled “County will take action against pollution suspect”33 
reported the decision of health officials to take legal action against a metal-plating 
shop, a target of HEAN’s Toxic Free Neighborhoods campaign. Like other arti-
cles resulting from Network initiatives, it is visually interesting, including a large 
photo of a resident of the mainly Latino/a Barrio Logan, posing by an air quality 
monitoring device, the metal-plating shop behind (Figure 1.4). The photogra-
pher shoots the resident from a low angle, looking out at the camera—a pose of 
agency rarely found in images of non-professionals in health coverage.

Another story, “Kids Face Silent Danger: Health Experts Say Lead Pollution 
is Number 1 Environmental Threat,”34 quoted “health officials and activists” and 
the mother of a boy diagnosed with lead poisoning. It pictured a HEAN activist 
testing for lead—a layperson producing biomedical information. HEAN’s direc-
tor clarified the organization’s communicable positionality in an interview: “We 
don’t pretend to be putting out hard scientific information. We’re saying, ‘let’s 
take the information we’ve got, use a little common sense.’ . . . It’s that combina-
tion of science and demand for change. Or demand for action.” As both stories 
suggest, organizations like HEAN establish their communicable positionality, in 
part, by working closely with biomedical professionals, including experts they 
recruit and public officials with whom they build alliances.

Public sphere reporting is often marked by ambivalence or qualification, par-
ticularly when involving laypersons stepping outside of the roles assigned them 
by biomedical authority and patient-consumer models and asserting rights to pro-
duce or to shape health knowledge. The SDU-T ’s story on autism activists and 
researchers ended:
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Biocommunicability 45

Eric Courchesne . . . a leading autism researcher, rises. . . . A few parents 
shake Courchesne’s hand. Many corner him later to ask more questions. 
Courchesne answers, but it’s not an entirely satisfying experience for anyone.

The science of autism is still mostly preoccupied by questions, blank 
spaces in search of answers. Until they are filled, there will be a sort of emp-
tiness, one filled all too often by doubt and frustration.

Eventually, scientists—not activists—will fill these “blank spaces.” An accompa-
nying story, “With Rates Rising, Researchers Race to Find the Cause of Autism 
and Better Treatment,” is mapped entirely through biomedical authority biocom-
municability.35

In the cancer cluster stories, lay activists were granted authority partly because 
they did systematic research, and partly because a group of residents had been 
elected to a community advisory committee. At times they gained communicable 
standing by incorporating themselves into state- and expert-centered routines of 
knowledge production. They sometimes were presented according to conventions 
of political reporting, as protesting not against biomedical authority but bureau-
cracy. The production of knowledge by residents is framed in some cases as a 
response to “how long the government takes to do anything” and investigators’ 
failure “to keep their promises.”36 Activists also gained standing from their personal, 

FIGURE 1.4  The lay activist as producer of health knowledge. San Diego Union-Tribune, 
8 Mar. 2002.
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46 Toward a framework for studying biomediatization

emotional stakes: another activist describes her involvement as “a natural outcome 
of watching my daughter get sick and die.”37 Some stories emphasized divisions 
among residents, however. Focusing on rifts within protest movements is a com-
mon trope in protest coverage (Gitlin 1980). Here divisions seemed to reflect some 
residents’ ambivalences about what model of communicability to endorse, whether 
to defer to the governmental institutions and expert knowledge. Journalists also 
often contrasted lay perspectives with the views of experts who warned that the 
emergence of a cancer cluster is “a difficult and complex process to prove.”38 Lay 
involvement is presented as naïve, emotional, and “natural” in character, while real 
knowledge requires specialized procedures. Active participation in an economy 
of affect plays a key role in inducing reporters to transform lay intervention into 
the flow of health knowledge into news stories, but biocommunicable roles con-
structed in affective terms generally are context-specific, subordinate, and transient 
statuses. Biomedical professionals are expected to demonstrate empathy for these 
economies without entering into them.

Such articles open up alternative biocommunicable spaces in which layper-
sons can produce biomedical information and send it to researchers, clinicians, and 
governmental agencies; the latter are sometimes deemed to be defective receivers. 
Nevertheless, this space mainly emerges when biomedical authority and patient-
consumer biocommunicabilities fail, thereby reinscribing the notion that they 
otherwise serve as the normal, desirable models. The ultimate truth-telling author-
ity of experts is assumed—though not without some doubt. The “Inquiry Finds No 
Cluster of Cancers” article closes with the acknowledgment—by one of the few 
public health officials willing to be interviewed—“Health experts have conducted 
extensive environmental studies for clusters and usually no cause is determined.” 
The egalitarian assumptions of the public sphere coexist in fundamental tension 
with the hierarchical assumptions of science and state authority, rendering this kind 
of health reporting deeply ambivalent.

Conclusion: the performative role of biocommunicable 
models

Biomediatization can be analytically separated into two fundamental features. It 
involves, on the one hand, practices that are heterogeneous and complex, spread 
across dispersed sites and processes of knowledge production, circulation, and 
reception. Some of these practices are seldom visible, others are largely discern-
ible by insiders, and others become cultural icons. Here we have focused on 
cultural models that both shape and are shaped by these practices without ever 
fully merging with them; we have referred to these as biocommunicable models. The 
term biocommunicability contributes to efforts—evident in many humanities and 
social science disciplines—to grasp not only recent changes within the life sciences 
and medicine but how they have increasingly shaped identities, social relations, 
institutions, and fundamental ways of thinking and acting. It thus builds on the 
literatures on “biopolitics” (Foucault 1997), “biosociality” (Rabinow 1992), and 
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Biocommunicability 47

“biomedicalization” (Clarke et al. 2003). As is the case with these other terms, 
the bio prefix in biocommunicality and biomediatization does not presuppose an 
autonomous, bounded, and ontologically distinct sphere of health or biomedicine. 
Indeed, we are precisely interested in seeing both how notions of health, disease, 
medicine, and the like are co-produced and in the boundary-work (Gieryn 1983) 
that seems to make them distinct.

Anthropologist Clifford Geertz (1972) provided a classic statement regarding 
ways that models interact with the phenomena they claim as their objects, which 
he described as their model of and model for qualities. Like all models, biocom-
municable models are selective and simplifying. In their “models of ” capacity, they 
pick out specific actors, objects, and processes and project them in particular roles 
as forming part of knowledge production, circulation, and reception. Laypersons 
may, for example, either be entirely absent from news stories, have a fleeting role, 
or be central—cast as passive receivers or active seekers and processors of infor-
mation. Similarly, a classic type of biomedical authority story places the spotlight 
on articles in medical journals and Principal Investigators. Geert Jacobs (1999) 
argues that press releases are crucial to what gets covered in these stories and how 
it gets framed; their structure aims less at presenting “facts” than in “preformulat-
ing” news stories themselves. Health news is no exception here; biocommunicable 
authority models in particular help render the role of PR/media specialists in shap-
ing health biomediatization invisible and powerful. The “model for” dimension 
projects how actors should be playing their proper roles in producing, circulating, 
and receiving knowledge. For example, rheumatoid arthritis researchers should be 
producing specialized knowledge that leads to the development of new treatments 
and then making these “facts” available to doctors; the latter should be sufficiently 
versed on new diagnostic tests and treatments that they can help patients effec-
tively. Patients should not suffer ignorant physicians or have to educate them but 
should have ready access to “patient-friendly” materials to use in managing their 
emotions and making sure they receive proper treatment.

As “models of ” and “models for,” biocommunicable models are performative, 
in J. L. Austin’s terms (1962), meaning that their use does not simply reproduce 
existing phenomena but helps to shape them. By providing biocommunicable car-
tographies, health news stories potentially structure how we think about diseases, 
drugs, or treatments by telling stories about how they came to be known, by 
whom, for whom the information is important and why, and what they should 
do with it. The “model for” capacity enables biocommunicable models to fash-
ion futures, to project how a new discovery should reach doctors and patients or 
even how discoveries should be made and turned into cures. Biocommunicable 
cartographies are powerful, in part, because they interpellate us in particular ways, 
inviting some readers or viewers to enter the picture as doctors, researchers, or 
investors; most of us enter as laypersons who should pay attention and act and 
think in accordance with the knowledge they provide. People pictured as actors 
in stories may be placed on the outside by biocommunicable cartographies. The 
“Medi-Cal ‘death spiral’ feared” story, for example, interpellates readers as citizens 
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48 Toward a framework for studying biomediatization

who have the right to weigh in on decisions taken by their elected representatives; 
the low-income population directly affected by the proposed cuts is positioned 
as a they and not a you, talked about but not included as part of the implied audi-
ence, as excluded from the public sphere in which this debate is taking place. As 
Martín Barbero (1987) and many other media scholars have suggested, such media 
projections can simultaneous be hegemonic and yet not deterministic, modeling 
identities and social and political relations in ways that are constantly shaped by 
active processes of reception.

The performative power of biocommunicable models (and specific cartogra-
phies) rests on the way they generally constitute the background to biomedical 
figures. In biomedical authority stories, we are asked to become familiar with a 
new body of biomedical knowledge. If there are competing positions, we will 
expect the journalist to provide a “balanced” discussion that lays out how and why 
biomedical “experts” are divided. But we are not asked to decide whether doc-
tors know best or whether physicians should study new recommendations. The 
biocommunicable background can, however, suddenly become the foreground. 
Stories that focus on “media hype” are particularly telling for two reasons. First, 
they suggest that biocommunicable trajectories are not just a vehicle for trans-
porting medical knowledge but are themselves always part of the health news 
itself; what changes is how explicit or implicit they remain and how important 
they are in relation to the medical content. Second, “hype” is a negative term. 
Biocommunicability particularly comes into focus when something is wrong, 
when proper communication is blocked. If health news should not be hype, then 
it should be generated at biomedical sites by health professionals and be circulated 
and received faithfully and rationally. The label “hype” thus reveals the performa-
tivity of biocommunicability, but only at the cost of misrecognizing it.

The performative power of biocommunicable models is, to a great extent, what 
makes biomediatization work, what enables a diversity of actors—including jour-
nalists, patients, and PR/media consultants—to co-produce health knowledge. If 
biomediatization practices entangle us in complex ways in this process, it is the 
work of biocommunicable models to sort out the mess—to try to put each of us 
in our proper place. It is biocommunicability that seems to require media/medical 
boundary-work, separating knowledge-makers from circulators/translators from 
receivers or active, self-interested seekers. At the same time, however, we have 
explored in this chapter how the models seem to make messes of their own, gen-
erating fascinating multiplicities and contradictions. We are often interpellated by 
the same story as passive patients and as active patient-consumers, placed on the 
outside looking in, only then to be thrust into the center as consumers, producers 
of medical panic, or individuals who endanger their own or others’ health through 
ignorance or willful resistance.

Biocommunicability is what makes health news so important, projecting it, in 
anthropologist Greg Urban’s (2001) terms, as the metacultural force that keeps 
health knowledge flowing, including by revealing obstacles and drawing attention 
to efforts to get things moving properly again. Nevertheless, if our story ended 
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Biocommunicability 49

with biocommunicability, we would simply reify the foundational separation of 
medicine and media it projects, if in multiple and complicated ways. Chapter 2 
breaks new ground by going beyond the stories and behind the scenes to meet the 
people who engage actively in this co-production.
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2
THE DAILY WORK OF 
BIOMEDIATIZATION

In this chapter we turn from looking at the ideological “texts” of health news to 
the actors and their practices, foregrounding our ethnographic research to intro-
duce people involved in the process of biomediatization. We sit with these actors 
as they try to make sense of the practices that position them in biomediatization 
processes and express their understandings of how it does and should work. Just as 
our research strategy shifts here from analysis of news texts to ethnography, so, too, 
does our writing style shift. This chapter has two voices, the first half written by 
Charles, the second by Dan, and the style is less analytic in an attempt to convey a 
more immediate sense of how biomediatization’s actors spend their days and what 
keeps them up at night. Beyond providing a sense of some of the people who fill 
our newspapers, televisions, radios, computers, and phones with health news, we 
explore ethnographically the complexities of their work that do not fit smoothly 
into biocommunicable models. We begin with one of Charles’s interviews.

It was one of those ethnographic moments that makes you feel absolutely stu-
pid and yet turns out to be transformational. Media-cum-public relations firms are 
particularly well shielded, but I (Charles) had secured an interview with a pub-
lic relations executive at Stratton-Domenici, a global media relations firm.1 This 
offered a splendid opportunity to learn about the medical/media nexus from an 
individual whose full-time occupation consisted in pushing its boundaries in ways 
that continually reshape them.

Driving to a glitzy part of the biotech corridor, I passed an impeccable lawn and 
entered an underground garage beneath two tall, impressive buildings with glass 
facades that seemed to conflate nature and culture by turning architecture into 
reflections of the blue sky and surrounding scenery. When the elevator opened, 
I met a tanned man in his mid-30s with an athletic build who introduced himself 
as Jeff Harrison. Harrison, I later learned, completed his training in biology with a 
view to a career in medicine, but changed course: “it wasn’t for me—I can’t even 
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52 Toward a framework for studying biomediatization

watch my own blood be drawn!” Communications and public relations work for 
biotechs enabled him to continue learning “fantastic, phenomenal ideas. When I 
studied biology, the books I studied had been rewritten by a lot of these companies 
I’m working for.” At the same time, his science background provided him with 
a competitive edge: “I brought the biology, the ability to understand what these 
scientists were talking about, to help translate it.”

Once we were seated in two beautiful black leather chairs, I asked Harrison 
how he works with biotech corporations to initiate contact with journalists in 
transforming research results, corporate mergers, and FDA approval into news 
stories. His response quickly called my presuppositions regarding medical/media 
entanglements into question. The “general goals and objectives” that he helps his 
clients produce are often created years before a press release is written, he noted, 
almost dismissively. Harrison suggested that such planning unfolded differently in 
the case of a well-known disease, like prostate cancer, than a disease like myelodys-
plastic syndromes (MDS), where the number of patients is small and “most people 
don’t know what MDS is.”

MDS inhibits the growth of stem cells in bone marrow into fully devel-
oped red and white blood cells and platelets, leading to infection and anemia. 
It is called an “orphan disease,” affecting a relatively small number of patients. 
Nevertheless, finding treatments that insurance companies and government agen-
cies will reimburse, at extraordinary costs, lies at the forefront of pharmaceutical 
development. Here Harrison’s work involves a “disease awareness campaign” that 
is “unbranded,” that is, not tied to a company’s name or a specific product. In 
such cases, corporate officials, physicians, patients, and sometimes a “celebrity 
spokesperson” collaboratively build visibility for the disease. (Actress Kathleen 
Turner’s promotion of rheumatoid arthritis awareness, which we discussed in 
Chapter 1, provides an example.) Stratton-Domenici arranged speaking tours 
for the biotech’s physicians and scientists and presentations at meetings of medi-
cal associations; meetings with journalists built knowledge of and trust in the 
client corporation and its “management team” long before any press coverage 
was desired. Investors formed a crucial audience, addressed through newspaper 
business pages and industry-oriented publications, websites, and other venues. 
Stratton-Domenici recruits medical writers and approaches the editors of leading 
medical journals.

What about that ephemeral but ubiquitous phenomenon often referred to as 
“the public,” the ostensive target of most television, print, radio, and Internet 
media? “You don’t really need that consumer audience until you’re in Phase 3 
trials, or you’re seeking product approval.” Then Harrison turns “disease aware-
ness” into “a product launch announcement, some real hard news,” pressing for 
the widespread coverage that he sidesteps until that point. Here biocommunica-
ble models and discursive practices are woven together in a complex and shifting 
manner—for both interviewer and interviewee. Initially, it was the researcher—
Charles—who invoked a linear, hierarchically ordered model. Harrison quickly 
dismissed this framework, outlining how Stratton-Domenici co-produces diseases, 
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The daily work of biomediatization 53

drugs, and devices with its clients. The “interview” turned into a basic course in 
biomediatization.

Does this mean that biocommunicable models are simply scholarly abstractions? 
To the contrary, Harrison’s complex discussion over two hours revolved around 
biocommunicable models. The terms “educate” and “translate” emerged repeat-
edly, reiterating the linear model that would place the production of specialized 
biomedical knowledge in the hands of client scientists and require media specialists 
to circulate it. Stratton-Domenici’s role is simply helping this natural process along:

What we always say is, ‘what are the facts, put them out there, let them have 
them’, you know, because the last thing you want is rumors or some sort of 
assumptions or misperceptions running around. So it’s good to be out there, 
[to] be as open and transparent as possible.

Even as he projects this linear flow, Harrison’s strategy for prompting journal-
ists to move from background education to producing stories—when the time is 
right—is to create the perception that this circuit has somehow gotten blocked,

encouraging major news publications to cover a certain space that we don’t 
think they’re covering. You know, and that’s the purpose of education, 
saying you know this is where the disconnect is, this is what people—your 
audience, USA Today or whatever publication it might be—they’re not 
getting this. This is why we think you need education on it.

Biocommunicable failure becomes the “peg” that, he suggests, induces journalists 
to cover the story; indeed, the analysis discussed in Chapter 1 points to how often 
this peg becomes the rhetorical driving force of health news stories.

A visit to the doctor and dentist

In October 2009, Charles visited his doctor, Dave Richards, an affable fellow 
in his early sixties who had studied complementary and alternative medicine as 
well as training as a general practitioner. A good diagnostician and a listener, he 
also took patients on a pro bono basis. After reviewing lab results and addressing 
standard questions, Richards asked whether or not I wanted periodic PSA tests 
for prostate cancer, given the problems with false positives and unnecessary pro-
cedures. Attempting to construct myself as an expert patient (Dumit 2012), I shot 
back: “I know the literature. I know the pros and cons. But if it were your body, 
what would you do?” “Oh, no,” Richards, responded, “I never give my patients 
advice: I simply help them sort through all the information that comes their way.” 
Shifting from patient to researcher I asked: “Could I come back on a different day 
and interview you?”

We met in his office, where I produced a small digital tape-recorder and ran 
through the same sort of consent protocol that he would negotiate if he recruited 
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54 Toward a framework for studying biomediatization

patients for clinic trials (he refuses). His response to my standard question about 
“daily routine” was depressing—he sees 35–40 patients, reviews 100–200 charts, 
and receives/makes an equivalent number of telephone calls and faxes. “I don’t 
even have time to pee, let alone to eat lunch,” he announced. I had expected resist-
ance to my questions about “information” that patients brought from “the media” 
to the examining room, but Richards is the quintessential neoliberal physician—in 
biocommunicable terms. “I encourage my patients to bring in all the information 
they can. It enhances our conversation.” Though he embraced the active patient-
consumer model, I nevertheless detected a trace of biomedical authority: “I like to 
see my patients come in with ideas and not demands.” “Ah,” I followed up, “then 
what about when they enter the examining room asking for a medication they just 
saw advertised on television?” Slipping out of my trap: “That’s fine with me, it 
just makes for a more informed patient.” The idea that patients might appear with 
a printout from the Internet in order to query him about a new diagnosis, test, or 
treatment elicited a fascinating comparison of patient populations.

I wish I got more of that! Some do come in and want my advice on some-
thing they have seen. But lots of my patients are poor or elderly—they are 
the last people who will get information over the Internet. I don’t have 
many people who come in asking for something available online.

Not all clinicians have moved away from the biomedical authority model, 
thereby forfeiting some of the power it affords them as health professionals, as I 
learned when I interviewed my dentist, Rodney Powell. In his mid-sixties, Powell 
is a third-generation health professional and one of the leading African American 
dentists in the area. Richards and Powell clearly occupied opposite ends of the 
biocommunicable spectrum. Powell interrupted me as I formulated a question 
regarding his patients’ reception of mediatized health material:

Yes, that’s a problem, that’s a real problem! Much of what my patients get 
from the news, advertisements, and the Internet frightens them—and they 
get 50 percent of it wrong! I have to educate them, and it takes more time 
because of what they think they have learned from the media.

In nearly a decade as his patient, I never once saw Powell depart from biomedi-
cal authority biocommunicability. His focus on whether I understood and would 
comply with his treatment recommendations left no room for questions that 
exceeded this narrow range, let alone for suggestions.

The mediatization of health entered into the daily life and practice of all of the 
clinicians we interviewed. They all subscribed to medical journals and most to ser-
vices that filter articles and offer summaries. All reported reading newspapers and 
watching television news; some listened to the radio driving to work. All spent 
time discussing with their patients the materials extracted from media sources. But 
from there, it was heterogeneity all the way down. Some reported being intrigued 
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The daily work of biomediatization 55

with how medical issues were presented in health news, while others viewed such 
discussions with disdain. Although some, like Richards and Powell, clung either 
to biomedical authority or patient-consumer models, others—like the physician 
assistant who worked in Richards’ office—moved between them. Some clinicians 
shifted between one model and another depending on how “well-informed” the 
patient in question appeared to be, pointing to the relevance of race and class here. 
One plastic surgeon provided an excellent example of how different models inter-
sect. He noted that the popularity of plastic surgery had prompted extensive media 
coverage but had instilled high expectations in his patients and too little aware-
ness of risks. “The role of the doctor,” he suggested, “is to educate and inform 
patients of the reality behind procedures.” Nevertheless, he saw press coverage as 
free advertising, boosting incomes by bringing more patients to plastic surgeons. 
Clinicians, in short, were all over the map in terms of biocommunicable models 
and the ways that biomediatization entered into their practice.

Public health officials

At the same time that public health officials and spokespersons in local, state, 
national, and international public health agencies hold a wide range of views of 
health media and engage in a variety of biomediatization practices, it would be 
hard to find individuals who are more focused on health news. Institutional hier-
archies differentially allocate rights to interact with journalists; generally, only the 
senior administrative officer, official spokesperson, or an individual that he or she 
designates can respond to or initiate contacts with other institutions or “the pub-
lic,” including journalists. Many regard biomediatization with ambivalence, seen 
as a necessary part of the job and an opportunity “to get our messages out there,” 
and perhaps the most acute arena of discomfort and vulnerability.

Here we focus on San Diego County, which had a population of almost  
3.1 million in 2010 located on the Mexico–United States border and boasting a 
sizeable Latino/a population. Entering a “Mission style” county building, a tall, 
slender woman wearing a professional-looking dark jacket and blouse greeted us 
with a smile and introduced herself as Dr. Susan Norris.2 Norris has both a medi-
cal degree and a Master’s of Public Health from a prestigious California public 
university. Confident and poised, she gained substantial experience with the press 
in her nearly three years as the county’s Public Health Officer. Within the county 
government, the Department of Health and Human Services Agency (HHSA) 
splits the state-mandated obligation to disseminate public health information with 
the Department of Environmental Health (DEH); the former handles clinical 
issues and the latter vector control and food safety. We had previously inter-
viewed DEH Director Dr. George Murdoch, along with the directors of DEH’s 
food safety and vector-borne disease programs, Judy Evans and Art Smith.3

Interacting with journalists was a big part of Norris’s job, but the amount of 
time she spent varied. “When there was something happening,” Norris noted, 
“I spend all my time, really, at least the majority . . . dealing with the press.” 
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56 Toward a framework for studying biomediatization

Norris distinguished two modes of interaction with journalists: responding to 
inquiries from reporters versus attempts by county health agencies “to get our 
message out”; Murdoch referred to these as “pull” versus “push.” Most “push” 
efforts involved producing press releases, holding press conferences, and staging 
events aimed at engaging journalists’ attention. “Campaigns” are organized by 
staff members with journalism and/or public relations experience or contracted 
to specialized commercial agencies.

County biomediatization practices gained further clarity through an interview 
with Traci McCollum, Media Specialist in the Office of Media and Public Affairs 
(OMPA), who coordinates press relations for HHSA.4 McCollum previously 
worked for 14 years as a reporter. She noted that press inquiries were sorted accord-
ing to a four-fold classification. Agency staff members were instructed to refer all 
“cold calls” from reporters to McCollum, who screened them “to figure out who 
it’s going to.” Questions should never be answered on the spot, “cold,” but only 
after they had been sorted and replies designed. McCollum worked down the hall 
from Norris, having been assigned full-time to work with her agency. McCollum 
herself often responded to requests that were classified as routine, non-controversial, 
and relatively non-technical. Otherwise, she took a message and consulted with 
Norris and her staff in sorting them into one of three additional categories.

One type consisted of questions deemed non-controversial that had been previ-
ously addressed but were too “technical” for McCollum. In order to reduce time 
spent with reporters, Norris often assigned these to the deputy public health officer, 
a physician with public health experience. A second category consisted of issues 
not previously addressed and potentially controversial. Then, Norris suggested, “I 
need to be the one to respond.” She tried to find “somebody who’s the expert . . . 
who really understands the issues, is really on the ball” to interact with reporters. 
Expertise alone was not sufficient here; Norris looked for articulate people trained 
“to deal with the media.” The “expert,” Norris, and McCallum then discussed 
whether to return the reporter’s call, issue a press release, hold a press conference, 
or stage some other sort of event, and thus constructed “a message” to guide what 
designated persons would say to journalists; they sometimes assembled visual or 
other materials in advance. Our review of television footage and newspaper pho-
tographs suggests that in initial presentations at least, Norris usually introduced 
“experts” and then stood by their side during interactions with journalists.

Finally, the most potentially explosive issues were discussed, before responding 
to reporters, with the “county-level public affairs office.” Norris:

I will go down there, tell them what the problem is and talk it through with 
them about what is the most appropriate vehicle. . . . Talk through what’s 
the purpose? Teasing out the content. Who will be the contact person? The 
timing for the media? What are their deadlines?

When the issue might result in negative coverage for PHS or the county as a 
whole, the HHSA director and other high officials sometimes participated.
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The daily work of biomediatization 57

These officials saw reporters as both crucial and problematic. Norris also noted 
that she reads the SDU-T before leaving home and listens to radio: “I’m a radio 
addict!” She uses an electronic service that searchers stories about HSSA and the 
San Diego area. Thus, public health officials are some of the most avid receivers 
of health news, just as they are key sources. News coverage, in their view, also 
provided crucial opportunities. Murdoch suggested that “this county’s culture,” 
meaning the county government, centered on a media partnership: “We need to 
work with the media to the maximum extent possible to get our message out, no 
matter what program it is.” He added that compared to health education “cam-
paigns,” the news media is “much more effective” in reaching “the population.” 
When asked whom they wished to reach, Murdoch responded “my neighbors” and 
Evans added “family, friends, public.” Note that these officials were white, middle-
class, US-born professionals. Norris suggested that her audience also consisted of 
“providers,” that is health professionals and health-oriented organizations; in other 
words, they sometimes try to use journalists to contact other health professionals, 
evoking the elite public sphere biocommunicability we explored in Chapter 1.

Nevertheless, these health professionals described media interactions as one 
of their deepest professional anxieties, frequently invoking the “two cultures” 
take on media/medical relations. They contrasted their own orientation with 
reporters’ goals, characterized as selling newspapers or television advertising; in 
Norris’s words, “their main thing is to get customers to read their stuff, to do the 
sensational stuff.” She acknowledged that journalists often see such statements as 
cynical or jaded. Murdoch defined his job as “trying to educate the uninformed 
reporter. So I’m going to go a little bit further to educate them, to get my mes-
sage across.” Given that reporters are, Smith told us, “more effective when they 
really know what they’re talking about,” health reporters rank above journalists 
who only occasionally report health. Similarly, they deemed print reporters more 
likely to “spend some time on an article”; television journalists are “superficial,” 
focused on soundbites.

The biomedical authority model invoked by such statements and its projec-
tion of the opposition between public health and media organizations does not, 
however, capture the complex biomediatization practices in which public health 
officials engage on a daily basis, the majority of which, according to Norris, are ini-
tiated by journalists. Projecting a linear relationship between opposing professional 
logics is complicated by the presence of McCollum, a former reporter embed-
ded in the county government, who probably interacted with Norris more than 
anyone else, and PHS’s employment of “marketing-type firms,” like Harrison’s, 
for “push” campaigns. We wonder if Norris and her colleagues ever worked with 
ABC’s multi-credentialed Richard Besser while he was employed as a television 
health reporter in San Diego in the 1990s. Similarly, do Murdoch and Norris 
still fit neatly into a biomedical slot, given their media training and the degree to 
which biomediatization was finely woven into their everyday work? Their daily 
practices were closely shaped by the temporal and technological requirements of 
health journalists.
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58 Toward a framework for studying biomediatization

Norris also invoked the biomedical authority model in reference to “evidence-
based” medicine. Vincanne Adams (2013a) has traced the migration of the logics 
and practices of “evidence-based medicine” into global health, transforming the 
sort of experimental metrics produced by clinical trials into the measure of truth, 
authority, and cost-effectiveness. Norris suggested that her media involvement 
was similarly “data driven.” In keeping with the weighting of research over the 
experience of clinicians and public health practitioners (Dumit 2012; Petryna 
2009), Norris positioned “experts,” specialists on a given topic, as ideally deter-
mining the content of “push” campaigns and of responses to reporters’ inquiries. 
As she talked in detail about the county’s health campaigns, however, it was clear 
that more was going on than a simple translation of scientific knowledge into 
public communication. Norris acknowledged that “push” efforts are often “fund-
ing driven.” The funds provided by the tobacco settlement had enabled PHS 
to buy substantial amounts of air time and newspaper space; although they had 
pretty well evaporated by 2005, funds earmarked for HIV/AIDS and particularly 
for “bioterrorism” were still available—examples of issues that were “driven by 
the funding.” Norris noted specifically that biomediatization practices changed 
“because of all the risk communication training we’ve gotten in the last few 
years, because of bioterrorism preparedness money,” a topic to which we return 
in Chapter 4. Norris stressed one aspect of how the 9/11-induced “risk commu-
nication training” had shaped biomediatization strategies in her office—“we’re 
learning to put out more . . . being first on the spot with bad news.”

One major media focus of Norris’s office at the time was West Nile Virus, 
generally transmitted by Culex mosquitoes. First documented in California 
in July 2003 (Reisen et al. 2004), by the end of 2004, the virus was reported 
in all California counties (at least in mosquitoes or animals), 830 people had 
been infected, and 28 people died (CDHS 2004). That campaign was driven 
by a mandate from the California Department of Health Services. Norris com-
plained that journalists were reluctant to cover a story that, much of the time, 
involved nothing but the “dead bird thing” and no human cases, though our 
monitoring of media content suggested that the county was fairly successful at 
getting reporters to pass along advice about vector control. Despite heavy pub-
lic attention, few cases materialized: 73 human cases and no deaths (between 
2004 and 2014).5 If biomediatization efforts were guided primarily by epide-
miological evidence, San Diego County health officials might have focused 
more on the leading causes of deaths in the county that year (coronary diseases, 
cancer, etc.).6

Norris also noted that elected officials sometimes affected biomediatization. I 
presented Norris with a clipping from a “push” in which she made a case to journal-
ists that low-income patients were over-utilizing emergency rooms. A confident 
professional, she suddenly seemed embarrassed. “It’s a very touchy issue. And 
there was a politician who wanted us to do something about it. . . . There were a 
lot of issues around it. It was very, very debatable.” This exchange provided one 
of those fascinating moments when a poised and cautious interviewee opens up, 
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The daily work of biomediatization 59

exposing a personal and professional dilemma and the difficulties in neatly fitting 
complex biomediatization practices within biocommunicable models.

Reporting along the border with El Hispano

Interviewing Graciela López, one of only two reporters employed by El Hispano, 
involved finding a few rented rooms in a small, nondescript office building in south 
San Diego County, a contrast to large, sleek buildings of “mainstream” media.7 
A very fit 25-year-old with long brown hair and expressive almond-shaped eyes, 
López was born in Mexico City and moved to Tijuana as a child. Initially drawn 
to medicine, she studied communication in Mexico, tried creative writing, worked 
as a freelancer, reported for a weekly, then landed the El Hispano job, doubling her 
income but imposing the demands of working at a daily paper.8

López was assigned the full range of news stories, except for areas covered by 
her colleague: entertainment and sports. She had to write three to four articles and 
translate three more daily, totaling around 5,000 words. Health was one of her 
two preferred focuses. Her mother was trained as a dentist, and López believes that 
growing up in a household where medical terminology and perspectives emerged 
at the dinner table and her early work in biology enabled her to go beyond the 
“really basic” way that other journalists handle health topics and their lack of atten-
tion to prevention. El Hispano was directed to “Spanish-speaking immigrants,” 
whom she projected as having “approximately eight years of formal education.” 
Accordingly, with respect to her health reporting, “the information must be very 
clear and very simple” and devoid of technical terms.9 Nevertheless, López did not 
have a concrete set of individuals in mind: “I don’t know if I am writing for the 
old woman who came here and didn’t learn English and her only contact with the 
outside world is a newspaper” or the Latino/a university student who wants to read 
the news in Spanish as part of an ethno-political commitment.

López wrestled with the problem of sorting through mountains of press releases 
and inquiries to avoid merely doing “publicity-reporting” (publireportajes) and gauge 
whether a “new discovery” by a San Diego biotech firm is really years away from 
FDA approval—and therefore not yet “news.” Finding “local angles” involved, for 
López, focusing more on ethnicity than geography. Beyond the material she trans-
lated into Spanish, she spent a great deal of time finding stories in other papers, the 
Internet or news services “that I can expand and I can give a Latino angle.” Laws, 
programs, or other things “that are going to affect low-income people immediately 
become Latino themes” due to the number of Latinos/as, especially immigrants, 
in this socio-economic category. She preferred to find material in English and 
translate it herself. Translations of studies, reports, and policy statements are often 
much less sophisticated and only a fifth as long as the English text. Moreover, 
Spanish-speaking spokespersons tend not to be the higher-ranking officials or the 
“experts.” Indeed, none of the county officials we interviewed spoke Spanish. 
County Health Officer Norris admitted that “I don’t really have somebody at my 
level that’s Spanish speaking, so that’s a deficit.”
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60 Toward a framework for studying biomediatization

López rejected the biomedical authority model’s relegation of journalists to a 
passive role in the process of health communication. She projected health authori-
ties as trying to interpellate journalists vis-à-vis the linear model in an uncritical 
role as circulators, asking them to act “like sheep,” suggesting: “we often become 
disseminators (multipicadores) of the official sources.” She argued that her work is 
not reproducing medical facts “like an encyclopedia” but helping immigrants exer-
cise their health rights. There is a strong element of service journalism here, with 
an activist twist. The issue is not just providing information about free prenatal care 
or mammograms but identifying facilities where low-income Latino/a patients will 
be treated with respect. Imagining a biocommunicable circuit that extends beyond 
the article, López suggested that “my editor always asks me to include a telephone 
and address at the end of each story.”

López also distanced herself from patient-consumer models. She did draw atten-
tion to contradictory recommendations that health professionals give to reporters, 
thus “driving people in multiple directions simultaneously (como manejar a alguien 
a chorros de agua en direcciones opuestas) and the reduction of physicians’ author-
ity through the rise of HMOs. But López does not project herself as providing 
resources to enable readers to make rational decisions about which health services 
to consume. How López characterized her work would seem to line up most 
closely with the “public sphere” model of biocommunicability. She stressed that 
many of her readers’ lives were shaped by inequities of access to services and health 
outcomes, the struggle to survive economically, restrictions on the use of Spanish 
as a language of healthcare and public communication, stereotypes of the Latino 
community, and ways that issues of migration and citizenship structure access to 
public debate. Nevertheless, López did not project her readers as active partici-
pants in producing health knowledge or debating policies: “We’re talking about 
a population that is not accustomed to going to the doctor, . . . that often lives 
on remedies, not medications.” She described a woman who received her first 
pap smear at age 46 as “dressed very humbly, she had indigenous features, I don’t 
know if she spoke English, she had worked her entire life as a maid.” This woman, 
López suggested, had no idea about available health services, had been too fearful 
of doctors, dying, and “bad news” to ever realize before that “‘wow, we do have 
rights, we do have access.’” Accordingly López herself claimed the role of actively 
scrutinizing and contesting health and rights issues.

Shortly after our interview, López left El Hispano, graduated with honors from a 
prestigious US school of journalism, and won several awards. She returned to work 
as a freelancer in Tijuana, by then a precarious site for journalists. By 2013, her atten-
tion centered more on immigration, the environment, smuggling, and drug dealing.

A health reporter for the New York Times

In approaching López, Charles simply rang El Hispano, spoke briefly with her, and 
appeared at the appointed time. Getting past the row of guards on the ground floor 
of the New York Times skyscraper in midtown Manhattan, on the other hand, was 
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The daily work of biomediatization 61

like assaulting a castle. Charles eventually succeeded in interviewing four NYT 
reporters and one editor, but arranging each interview involved e-mails, telephone 
calls, and, in one case, crafting detailed replies to critical takes on our published 
work. Looking up at the NYT building’s imposing 52 floors before entering to 
interview veteran health reporter Linda Kelley, Laura Nader’s (1972) metaphor of 
“studying up” came to mind. She used it in urging anthropologists to challenge 
power relations by studying elites as well as subalterns. Whatever one’s view of the 
NYT, it is an imposing presence on the US media landscape. Kelley appeared in 
the vast, brightly colored lobby area to take me upstairs.10

A confessed exercise addict, Kelley’s fitness, white teeth, and easy smile seemed 
to belie her 60 years of age. After majoring in microbiology, she spent a year in 
graduate school but found lab work less appealing, received a Master’s degree in a  
related field, then decided that her real interest was writing. After working at a leadin g 
scientific magazine, she applied to the NYT, where she saw great “demand for health 
news,” but thought much of it was “just not such great reporting.” By 2008, she had 
been an NYT health and science writer for over two decades. Her health column 
appears every two weeks and she sometimes writes “dailies,” but her preference is for 
in-depth feature articles.

Kelley reads e-mails that announce articles in leading medical journals and has 
a large pool of sources that she organizes in terms of biomedical specialties. This 
might lead to the conclusion that she embraces the linear, hierarchically organized 
model of biocommunicability, but it would be hard to imagine a clearer rejection 
of the linear transmission model. When I asked, “What, overall, is the role of the 
reporter in informing the public about health,” she shook her head:

Well this is not my job. I’m not an educator. I’m an entertainer. It sounds 
flippant, maybe, but if people can’t read past the first paragraph or two then 
I haven’t done my job. I want people to start a story and finish it. That’s my 
job. And that doesn’t mean I want to make things up; it doesn’t mean I want 
to exaggerate or hype something, but it’s not my job to educate—that’s not 
my role. So if people are not educated, that’s their problem. If they read the 
stories, maybe they would be, but that’s not why I wrote them. I wrote them 
because they’re good stories. And they make you think about things in our 
society and they make you think about how evidence is developed, I don’t 
know. There’s something about them that made me interested and made me 
think that this would make a good dinner-table conversation. . . . I don’t 
care if [people] improve their health. That’s their problem, not my problem. 
It’s their doctor’s problem.

Kelley similarly denied that “the public” is her audience: “I write for myself. I 
really don’t care who my audience is.” Kelley invoked the analogy of painters and 
poets, arguing that her reporting similarly involved “a lot of creativity,” intuition, 
the capacity to rapidly sense what is important, and the ability to find a story. At 
the same time she was quick to distance herself from the patient-consumer model:
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62 Toward a framework for studying biomediatization

People are obsessed with their health, and they think that they can make a 
huge difference by doing things. . . . They think there’s too much power in 
things like what they eat, which I think has very little power if you are going 
to get cancer, but they all think that it makes a huge difference. The ideas 
that have long been discredited just sort of hang around forever.

As with other interviewees, I asked her to explain how she researched and wrote 
one of her favorite stories. In developing a feature that attempted to debunk 
common beliefs about heart disease, her research was so extensive that the series 
required her full-time attention for an entire year.

But then we had to have a narrative that would just sort of carry you through, 
so I thought, well, I would hang out at a cardiac intensive care unit and see 
what happens. And I really lucked out because at the very end of the first day 
the perfect patient came in, and I mean he was perfect for the story; and he 
was very articulate and he was pleased to be in this story. . . . I want people 
to remember it. I want to write a story where it really stays with you, where 
you say, ‘wow!’

This story was part of a series on “six leading killers,” written for both the print 
version and the NYT website.

In her work on this series, Kelley, like many journalists we interviewed, belies 
the “two cultures” dichotomy. She works hard to find a personal story that will 
help turn facts into a compelling narrative.11 At the same time, she is deeply 
immersed in the culture of science. She rejects what she refers to as “the tyranny 
of the anecdote,” providing a single powerful narrative that convinces readers to 
overlook statistical evidence. Particularly given her belief that laypersons cling to 
unproven, outdated, or even ridiculous claims about health, her process of dis-
covery starts with “the science.” For this series, Kelley “went to the databases of 
the National Center of Health Statistics” to choose diseases on which to focus. 
The epidemiology then took her to the medical evidence and only then to the 
search for an individual case on which to hang the story. Despite her rejection 
of an instrumental conception of her role, moreover, Kelley expressed pride that 
these stories had impact. “I’ve had medical groups say, ‘. . . we’ve been trying for 
twenty-five years to get people to call 911 and finally people are reading your story 
and doing it,’” she said. “So it’s really gratifying to hear that people feel their lives 
are changed, but also that everybody remembered it.” In Kelley’s view, it is pre-
cisely because she doesn’t subordinate journalism to “health education,” because 
she is a writer first and foremost, that she can have this impact.

Scholars have explored issues of what becomes news (Gans 1979) and how sto-
ries are framed (Gitlin 1980). The linear, hierarchically organized biocommunicable 
model would seem to address both of these topics in advance: reporters should turn 
the problems identified by leading clinicians and epidemiologists into news and trans-
late biomedical frames into terms accessible to lay audiences. For Kelley, this, like the 
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The daily work of biomediatization 63

patient-consumer model, is a recipe for ho-hum, run-of-the-mill health journalism. 
Nor did she seem to see equipping citizens to be active participants in debating health 
policies as her job. She combined biocommunicable models in complex and selective 
ways, but her approach could perhaps best be described as a distinctively journalistic 
version of the public sphere model. Finding a story and developing an interesting 
angle on it involved identifying “a real important issue that’s not being paid attention 
to”; a perceived break in biocommunicable circuits thus provides a key criterion for 
turning facts into memorable stories. Good journalism, for her, springs from a model 
of artistic creativity, albeit one that respects scientific evidence. Its goal is to produce 
stories and ideas that circulate for their own sake, because they are interesting, and 
any instrumental purposes they may serve are secondary.

Kelley suggested that for reporters on local papers, it’s “a lot easier because you 
don’t have to worry. You don’t have to do much. It’s like you go there and you 
write it down and then you interview one person maybe and that’s it. It’s just 
the news.” Here she positioned the NYT in journalistic hierarchies as setting “an 
amazing standard” to which other journalists can aspire but cannot easily attain. 
She articulated a conception of health journalism that revolves around a more cen-
tral, active role for reporters than passive transmission of biomedical knowledge. 
One dimension of this role relates to perceived errors in reporting, which prompt 
immediate reactions from “readers all over the world.” More significant, however, 
is the way that readers require the NYT “to find the important stories. So if we 
write about something, they think it must be important. So if we write something 
that is really stupid, you know, we are going to hear from them—and the whole 
world.” The NYT, in short, plays a central role in determining what will count as 
“important” in the field of health and medicine, not just reflecting the agendas of 
health professionals. “It’s a very creative thing at the Times, what I do. But, like I 
said, I don’t think many people have this kind of a job.”

Managing clinics, managing “the media”

Just the second person we interviewed for this project, in September 2004, Jim 
Montoya remains, for Charles, one of the most impressive and one of the people 
who taught him the most. In his fifties with slightly graying black hair, glasses, and 
wearing a dark blue suit with a blue dress shirt and red tie, Montoya clearly filled 
the CEO role. Having received his BA in public administration, his MPH was 
from a distinguished Ivy League university. Montoya led a series of community-
based clinics along the border, nearly 90 percent of whose patients self-identified 
as Latino/a. Federal funding and the voluntary participation of health professionals 
enabled the organization to provide healthcare, much of it free of charge, primar-
ily to uninsured and underserved patients. Created nearly four decades earlier 
through a community, university, and medical association partnership, Montoya 
summarized it as “about as indigenous, grass-roots a program as you can find.” He 
is remarkably visible in health news, regionally and nationally, regularly appearing 
as a source in stories on Latino/a health, healthcare reform, pediatric oral health, 
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64 Toward a framework for studying biomediatization

and access to care. He reads the professional and popular literature on these issues 
and regularly writes op-ed pieces and articles for newsletters and magazines. This 
media engagement is unusual for community-based clinics, he suggests, which 
generally “can’t afford it. They live on scraps, almost. They go from grant to 
grant . . . and [they] don’t have the time to do it—they’re just treading water.” 
Beyond his large network, Montoya benefits from a long-standing relationship 
with a media consulting firm that creates press releases and helps organize press 
conferences. He also draws on professional associations, such as the Council of 
Community Clinics, which works actively with reporters and legislators. His goal 
is not just to publicize his clinic’s activities but to shape health policy.

Montoya’s view of journalists is not a great deal more positive than Norris’s; like 
Norris, he invoked something like the “two cultures” view of media and medi-
cine. He views reporters as contacting him generally “because some editor told 
them to write a story about something.” Journalists’ basic interest, he says, is “to 
sell whatever they’re selling in their newspapers or advertising things. You have to 
give them what the buyers are wanting.” He contrasted “the sensationalist part of 
it, the headlines” with “the facts and the true stories, the real solid public health 
message.” The basic problem, he suggested, lay not with reporters but with people 
who “like to read that stuff.” Nevertheless, Montoya felt that he could operate 
successfully within such constraints. Calls from print reporters were easier, because 
“they usually have more time to sit down with you and ask questions” than televi-
sion reporters. Exchanges with journalists during initial contacts enabled him to 
assess their agendas and figure out how to respond. Television revolved around a 
politics of urgency: “‘we need to do an interview, it’s gotta be tomorrow or this 
afternoon.’” Often he mobilized a staff physician skilled in media contact, who in 
turn provided a couple of patients for interviews. Health fairs provided another 
common venue, enabling Montoya to send out press releases and put together “a 
package” on issues of interest to his organization. Overall, Montoya thought that 
“the media in San Diego does a good job.”

Given his emphasis on increasing awareness of health issues and his active 
media engagement, Montoya might be expected to endorse the view that media 
provide a means of health education directed as lay audiences. In fact, at no point 
did he even hint that he saw “the media” as a means of communicating with “the 
public.” He noted that “the patient population, our patient population, they’re 
not reading—I don’t think—the editorial page of the Union-Tribune.” Although 
he did project a cultural gap between the clinic’s patients and white, middle-class 
San Diegans, his rejection of the notion that the biomediatization of health was 
about influencing individual behavior was more fundamental. Not only were 
audiences in general too oriented toward “this sensational thing,” but “even peo-
ple who are educated, they don’t take good care of themselves.” Health content 
provided through news media did not produce the sort of behavioral change 
needed to improve health. In the end, “the ideal situation—there’s no better, I 
think, person to do it than the provider,” that is, health education should take 
place within the walls of the clinic and events undertaken by health professional s 
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The daily work of biomediatization 65

elsewhere in “the community.” His vision of a “new paradigm for healthcare 
in the twenty-first century” looked a lot like conceptions of the linear, hier-
archically organized model of health communication that predominated before 
health news entered into the process more centrally in the 1960s, in which health 
professional s—not journalists—educate patients (see Chapter 1).

Nevertheless, Montoya’s op-ed articles and press releases issued by his organiza-
tion seemed to project a process of using recently published academic studies to 
inform laypersons. He suggested that invoking this model lay at the core of his 
strategy for reaching “policymakers,” not “the public.” When a small group of poli-
cymakers, such as the county Board of Supervisors, is about to make a decision on 
an issue that interests him, Montoya works to create media coverage that will sug-
gest that “the public” is concerned about the issue and feels that a particular course 
of action—the one he favors—is required. Another key audience is “funding agen-
cies”; when his organization is competing for funds or he wants to draw funding 
towards an issue he thinks important, press coverage “builds, I think, credibility,” 
suggesting to funders that “‘hey, this is interesting, you know, it does apply to us.’ 
And you get your name out there, and then when you apply for a grant, I think it 
helps, that they know that you gave some thought to the project.” Another com-
mon audience for Montoya consists of physicians, dentists, and other professionals, 
among whom he wants to build consensus on “policy-type things.” In short, in our 
interview, Montoya most clearly invoked the elite public sphere model.

How Montoya organizes the complex relationship between biocommunicable 
models and biomediatization practices is surprisingly similar to that of media/publi c 
relations consultant Harrison. Both locate their attempts to catalyze and shape health 
news as part of larger strategies. Montoya refers to biomediatization strategies as 
“packaging,” and suggests that “packaging is really important, whether we do it 
for the Union-Tribune, or for my own medical staff, or packaging a message to our 
patients.” Both, too, conceive of biomediatization as extending far beyond news 
coverage, as playing a role in influencing elite actors, be they investors, policy-
makers, or funders. Their practices remind us that health news and the processes 
of biomediatization that produce it are complex and multidimensional. We visit 
Montoya again in Chapter 6.

The physician-correspondent on network TV

Network news divisions are familiar places to me (Dan). I have interviewed jour-
nalists there starting in the late 1970s, when I was a graduate student. It was easier 
then. It took a while to convince network correspondents to talk to us. We were 
perplexed about this until we found attacks, particularly on websites and social 
media, leveled against some of these same health journalists for their reporting on 
such controversial issues as vaccination. As with others in this chapter, we refer 
to them with pseudonyms, except for Dr. Richard Besser, a former public health 
official who was willing to be quoted by name. In this case, to maintain anonymity, 
we randomized the genders of the pseudonyms.
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66 Toward a framework for studying biomediatization

When I arrived at the news division to interview one of the physician/journalist s 
who served as medical editor, I was met at the lobby security desk by an assistant 
who escorted me through a wonderful labyrinth of little rooms to the newsroom 
area. I am a bit of an old-school TV news “techie”; though the technology is dif-
ferent now, I was glad to see that there are still plenty of little editing rooms where 
words and images are polished for broadcast. Led to a small lounge to wait, it was 
explained that “Dr. Ellen Cumberland” was running late. She apologized upon 
arriving and explained that she had been doing a medical procedure across town 
and it had taken longer than expected.12 Needing a cup of coffee after rushing 
from the clinic to the newsroom, she led me to the network cafeteria where she 
greeted the checker in Creole. She explained that she had been going to Haiti since 
a few months after the 2010 earthquake, both to report and to treat patients, and 
had learned Creole to be able to relate to Haitians more directly. After we left the 
cafeteria, she checked in with her producers. The medical unit at her network has 
three producers, as well as four researchers—medical reporting, she told me, “is 
highly valued here.” They were talking about finding a patient in New York for 
a story, a standard part of their working routine. Cumberland suggested a doctor 
they could try, and then we went to her small office to talk.

We argue in a number of contexts in this book that the “two cultures” inter-
pretation of science and medicine as separate and in many ways antagonistic is 
inadequate. The centrality of the physician-correspondent in television news is 
a strong illustration of the limitations of this view. All of the major television 
networks at the time of our research had medical correspondents who, like 
Cumberland, were also practicing physicians. At ABC it was Dr. Richard Besser, 
and the network added Dr. Jennifer Ashton, an obstetrician/gynecologist, as 
“Senior Medical Contributor” in October 2012. CBS featured NYU gastroenter-
ologist Dr. Jon LaPook. At NBC it was Dr. Nancy Snyderman, a head and neck 
surgeon and faculty member at the University of Pennsylvania School of Medicine 
with a broadcasting career that began in 1984 in local television news and a stint 
as vice president of consumer education for Johnson & Johnson. NBC also had a 
chief science correspondent, Robert Bazell, who left a doctoral program in immu-
nology at UC Berkeley to take up journalism, working for Science magazine and 
the New York Post before entering television journalism. CNN had neurosurgeon 
Dr. Sanjay Gupta, whom President Obama was reported to have considered for 
the job of Surgeon General; Fox had a “Medical A-Team” of physician con-
tributors; and, early in 2013, Univisión added Dr. Juan José Rivera, director of 
cardiovascular prevention for Mount Sinai Hospital in Miami Beach.

This kind of career path, combining journalism with another profession, is 
highly unusual. Journalism’s status as a profession is shakier than that of medicine, 
as journalism does not require specialized training and access to the profession is 
not legally controlled. But it does have a professional culture that places strong 
value on its own integrity. Hiring a practicing member of another profession to 
cover that profession potentially undermines that integrity, raising questions of 
whether a journalist will lack both critical distance from the actors being covered 
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The daily work of biomediatization 67

and commitment to the norms of journalism itself. Some news organizations have 
had military or legal correspondents with backgrounds in these fields. But the 
prominence of the hybrid role of physician and correspondent in television news 
is essentially unique. It is a striking reflection of the convergence of biomedicaliza-
tion and mediatization as well as one of the factors that is shaping it.

Television production is a collective and not an individual enterprise, and the 
medical correspondents, or medical editors (their titles vary) work in teams that are 
also hybrids in terms of the backgrounds of their members. Those teams include 
producers, who are more firmly rooted in television journalism, though the pro-
ducers in the medical units often stay on that beat for long periods of time and 
some have specialized training. Ami Schmitz, for example, the producer for NBC’s 
Snyderman, graduated from a degree program in Health Communication run 
jointly by Tufts Medical School and Emerson College, intended mainly to train 
public health personnel in communication skills. They also include researchers, 
who may have scientific or journalistic training or both. At ABC, at the time I vis-
ited there, the medical unit included four medical residents, MDs whose residency 
focused on researching stories and writing for ABC.com; at other times ABC’s staff 
has included a medical researcher with a Ph.D.

Although their titles vary, all the network medical correspondents report 
across many platforms: evening news, morning news, prime time magazine pro-
grams, the “dot.com” (that is, the website of their news organization), their 
own blogs and twitter feeds, and sometimes radio. They also work with 
local affiliates and owned and operated stations, talking live, for example, 
with local anchors. Kathy Knight, a producer for one of the correspondents, 
explained that her job included

guiding my colleagues across platforms: so we got [together] our dot.com 
writer, medical writer, . . . our news channel, affiliate medical producers [at 
local TV stations], and we all got on the same page and guided the ship of 
[network] news so we had consistent messaging from top to bottom.13

Cumberland is also a guest blogger for a “net native” news organization.
The fact that they have these two statuses, as doctor and journalist simultane-

ously, makes the network medical correspondents different in important ways from 
traditional journalists. One interesting manifestation of their dual role is the fact 
that correspondents in the field covering a story are sometimes needed to help treat 
patients. This happened, for example, with in the aftermath of the Haiti earth-
quake in 2010. This is a doubling of roles that most correspondents worry about. 
Cumberland told us:

What I said to my producers was, if I click into doctor mode, you turn your 
cameras off. . . . I didn’t want anything to creep into my head that there’s 
any other motive for me taking care of this patient, other than I should take 
care of this patient because I’m a doctor.
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68 Toward a framework for studying biomediatization

Here Cumberland, both in her negotiations with media colleagues and her own 
self-representation, projected boundary-work as required by clinical practice as 
primordial, even as she skillfully crossed these boundaries in her reporting.

Physician-correspondents address their audiences differently than other journal-
ists. While journalists in general—as NYT journalist Kelley articulated in a strong 
way—usually see their role as entertaining and informing, not educating or shap-
ing people’s behavior, ABC’s Besser, not only a doctor but a former public health 
official, was particularly explicit in stating that his goal was different:

Every week I find ways to practice public health in front of the camera. . . . 
Many of the health problems we face in this country and around the world 
require behavior change. And if you’re looking at changing behavior, you have 
to be looking at communication. . . . [T]hat’s what I’m trying to do at ABC.14

Besser went on to observe that this made him different from other journalists in 
an important way:

I serve two roles—I cover a story and I also give my opinion on the story. 
And there’s some friction with traditional journalism, and I’ve been criti-
cized on this. . . . They want my opinion here—I am not just reporting. I 
am ABC’s doctor, and the doctor for our audience, and so if I’m doing a 
story on the next diet drug, they want to know not just what did the FDA 
do today, but what’s my take on that.

Lacking Besser’s prior visibility as a public health official, the other medical 
correspondents constructed their roles differently. They also, however, expressed 
both continuity between their roles—the fact that they spoke to the audience just 
like they spoke to patients—and the potential tensions this involved. The author-
ity of journalism, the right of the journalist to mediate public communication, is 
based traditionally on the journalist’s claim to keep their personal opinions out of 
the news. There have always been exceptions to this, based partly on the expertise 
beat reporters acquire or their status as eyewitnesses. And of course the rise of new 
forms of journalism is creating journalistic subject-positions that do not require the 
separation of news and opinion. The network evening news still represents that 
traditional model, however, and the freedom that physician-correspondents have 
to give their opinions is clearly derived from the cultural authority of medicine and 
is different in kind from that of journalism.

It is “a unique position for Robert [Barnes] to have,” said Knight, a producer 
working with him:

As a doctor-journalist, . . . a lot of times we’re approached by senior staff 
here for [the correspondent] to offer an opinion, so it’s not just, you know, 
‘here’s the story,’ which we present, but also, you know, Robert, so, what 
should people do?’
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The daily work of biomediatization 69

As Besser suggests, however, this hybrid character of the medical journalist’s role, 
much as it may be desired by the network, is potentially problematic. Medicine is 
not a relativistic culture, and these medical correspondents have strong and clear 
views on certain subjects. They often described tensions they felt between the 
desire to speak strongly from the position they believed medical science showed, 
reflecting the power of evidence-based medicine, and the concern that this position 
would violate the norms of journalism, and stressed the importance of separating 
the two parts of their role.

Cumberland, for example, described the strong outrage she felt about persistent 
shortages of cancer drugs, which all the networks reported on in 2011–13. “I cannot 
be a political activist,” Cumberland reflected.

I’m balancing. . . . I’m a doctor, I’m a journalist, I’m a human being. . . . 
I’m very conscious about that line that I’m walking. . . . Now, but I’m a 
journalist, you know, so how do I—am I crossing the line by saying I’m 
personally [outraged]? And . . . the advice I got was just, ‘communicate who 
you are talking as.’

Recalling conversations with his producer, Barnes noted:

Over the years we realized that my being an active physician in the trenches 
gave me more credibility in the field. And while I learned to be a journal-
ist, it gave me skills speaking to the patients. . . . [W]hether I’m sitting at a 
patient’s bedside talking one-to-one, or whether I’m speaking to 11 million 
people at night, . . . the skill set is the same. I take complicated information 
and I distill it—not in a condescending way but in a way that I’m a conduit 
and sometimes an advocate. . . . There are some things we’ve done where I 
say to the public, ‘I want you to know I’m a pro-vaccine doctor. I believe 
in the power and the benefit of vaccines.’ But, it’s an opinion; it’s not my 
general role of just reporting “just the facts, ma’am.” And when I do that, 
I separate it for the audience, because I think it’s dangerous when people 
throw opinion and fact and observation into the same report.15

In general, as we will see when we look at the content of network health reporting 
in Chapter 3, this mixing of roles is handled through a two-part structure which 
characterizes most health stories on network TV, with the correspondent playing the 
more traditional role of “objective journalism” in the film report and then speaking 
as a physician—and giving his or her opinion—in conversation with the anchor.

The professional norms of “objectivity” not only enjoin journalists to keep 
news and opinion separate, but also mandate “balance” between opposing views. 
This has always been a complex issue for journalists, who often face difficult ques-
tions about “balance” and “accuracy” and about the range of views that should 
be included in the scope of what Hallin (1986:117) calls the sphere of legitimate 
controversy. If journalists are firmly convinced that Sarah Palin’s claims about 
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70 Toward a framework for studying biomediatization

“death panels” in the Affordable Care Act are false, do they have an obligation 
to report them (Lawrence and Schafer 2012)? As American politics has become 
more polarized in recent years, there have been particularly sharp controversies 
over this sort of issue in science coverage, including charges that journalists fail in 
their responsibility to inform the public by practicing false balance and allowing 
the politicization of issues that are widely considered in the scientific community 
as settled matters of scientific fact (most significantly in the case of climate change).

Medical correspondents are constrained to follow the norms of balance to a 
significant extent. But they do have more authority than the typical journalist to 
set the boundaries between the spheres of consensus and legitimate controversy. 
Barnes, for example, who made clear his view that vaccines do not cause autism, 
insisted that the network accept that boundary even beyond the bounds of the 
Evening News:

So we have said, adamantly, you cannot let these famous people come on 
and say, ‘well, I know,’ or ‘my child.’ No! It’s not true. They can come on 
and talk about their books or their movies, but they cannot come out and 
say there’s a controversy. Because there is no controversy, as the [Morning 
Show] now agrees.

Other exclusions are a bit more subtle. Another network correspondent, James 
Levine, for example, talking about a story about freezing human eggs, charac-
terized it as one that didn’t involve any controversy, then added, “I mean you 
can make some controversy, I guess about religious stuff, but we don’t touch 
any of that.”16 In our analysis of network coverage, we often found stories that 
involved sharp partisan controversies, which the network correspondents almost 
totally ignored.

Many of the comments quoted so far imply that network medical correspondents 
adhere to something close to the biomedical authority model of biocommunica-
bility. And indeed many of their comments suggested exactly this. Talking about 
hormone replacement therapy (HRT), Barnes told us, “I believe I’m a scientist. 
So I tell the science.” He felt that the evidence against HRT indicated “a price to 
be paid down the line” that audiences didn’t want to hear about. “So, especially in 
parts of the country . . . where people are more affluent and believe their own sci-
ence, there is sometimes room for self-treatment. But I would have said it doesn’t 
necessarily mean it’s healthy and smart.”

Both in their coverage and in our interviews with them, however, physician-
correspondents reflected complex ideas about biocommunicability. When I asked 
how she saw her role in relation to the audience, Cumberland said:

I have gone to medical school and I have been a doctor for 32 years, so 
that’s what I have to bring to the table. But I’m not God yet. . . . I always 
say to people [in my medical practice], . . . we’re communicating with one 
another, you’re going to give me information and I’m going to try to digest 
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The daily work of biomediatization 71

it and put it into perspective. . . . I do think of my audience as a patient. Or 
at least somebody who might be a patient. And, how can I take this infor-
mation and not just report it, because people generally get their information 
from the Internet now, and by the time they come to the [evening news] 
they may know a lot. But how can I take it and put it in perspective, so that 
they understand the arc of how we got to this point?

She went on then to describe how she reported on a story about human papilloma-
virus (HPV), where she had noticed a pattern in the existing research, not noticed 
by the wider professional community, that indicated it affected men as well as 
women. Here, then, Cumberland moved in the course of our discussion from the 
starting point of the medical authority model into something more like the patient-
consumer model and finally to something closer to the public sphere model, where 
her role is less to transmit information to individual patients than to contribute to 
the shaping of the public agenda. It was also Cumberland who described her efforts 
to put the issue of cancer drug shortages on the political agenda in Washington. 
And when I asked Barnes and Knight to talk about the stories they had done that 
they were most proud of, they pointed to investigative reports they had done, 
mostly for a prime time magazine show—stories that are more clearly compatible 
with a public sphere model of biocommunicability.

Issues related to biocommunicability also came up consistently when we turned 
to the H1N1 pandemic. The correspondents were proud that they had informed 
the audience honestly about the difficulty of knowing how great the threat really 
was. “My basic premise,” Cumberland said, “is people are smarter than we give 
them credit for. . . . I’m not looking to filter anything I say to my patients. . . . My 
idea is they can take it, they are grown-ups.” Knight also told me, in connection 
with H1N1 coverage, “we just don’t believe in dumbing things down for our 
viewers.” Journalists, in general, have a bias toward an open flow of information, 
including disagreements and uncertainty; as we shall see, this orientation often 
puts them at odds with actors who have a more strictly linear, hierarchical con-
ception of health communication and would prefer not to “confuse” laypersons 
with complex, conflicting information. In this respect, the network physician-
correspondents are not radically different from their lay counterparts who cover 
health at newspapers and other media.

In addition to the journalistic commitment to neutrality and the medical com-
mitment to scientific truth or to public health goals, another potential tension in 
the hybrid role of the physician-journalist is between the commercial imperative 
of television and the scientific point of view. This, of course, is a central focus 
in the literature on the “two cultures” of science and journalism, and it is often 
assumed in that literature that commercial pressures lead to substantial “distortion” 
in medical reporting. We heard versions of it from both Norris and Montoya. The 
television correspondents we interviewed did not, however, describe that tension 
as being particularly sharp, and they did not formulate it as an issue for them as 
strongly as they did the tension over neutrality. Cumberland told me:
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72 Toward a framework for studying biomediatization

At no time, not one microsecond . . . have I had any pressure whatsoever 
about ratings, hyping something, about doing something more frequently to 
get ratings, . . . never. . . . They don’t tell us what our ratings are, what they 
are moment-to-moment, minute-to-minute; ‘this is how you did last week.’ 
I never hear any of that. My positive reinforcement here is ‘did you get the 
story right? Did you report it correctly? Did you do it without bias?’

The perceived absence of strong concern about ratings is probably due both to 
the fact that medical news is in general considered good for ratings and is cheap to 
produce, and therefore high on the priority list, as well as to the fact that their out-
side professional authority gives health journalists unusual autonomy to make their 
own decisions about what stories are worth doing. However, a number of stories 
came up in our interviews that suggested medical correspondents did have to resist 
pressures in some ways and that ratings-related factors affected the news agenda.

“I’m the only reporter I know who goes to the two-thirty meeting and explains 
why I shouldn’t be on the air that night,” Barnes told us. Knight then added, “It’s 
almost more important what we don’t do than what we do do.” The two of them 
mentioned an incident earlier that day, when the morning show producer asked “if 
there’s any truth to the fact that gel nails are damaging nails, and if the UV lights 
used to dry them are causing cancer.” “So just because the [Morning] Show wants 
me to do a story,” Barnes went on, “I don’t necessarily do it. I would say to them, 
‘Well here’s a dermatologist, please feel free to call somebody.’”

On the other hand, some stories that the correspondents consider important 
may be a hard sell to the executive producer. We asked Cumberland about find-
ings in health communication research that news coverage often didn’t match the 
epidemiology. He replied:

Absolutely. . . . Nothing would save more lives in the world then clean water 
for everyone. . . . It’s not a story by and large. . . . They want to put health 
news on these shows . . . because they want people to watch and be interested. 
So it’s far easier to get a story about arthritis than it is to get a story about some 
rare disease, unless it’s a very compelling story about an individual.

I asked Barnes why stories on social and economic factors affecting health and med-
icine were relatively rare, referring to findings we report in Chapter 3. Signaling 
agreement, he said that “they’re harder stories to tell.” He went on to make refer-
ence specifically to coverage of the Affordable Care Act, asking, “How do you 
tell it with pictures?”—a point familiar to scholars of the sociology of news across 
many areas of content. Another, somewhat different constraint had to do with the 
breadth of the evening news audience. Cumberland explained to us that some sto-
ries, particularly having to do with sex, were “tough to do on the evening news.” 
These stories would be done on the Internet, instead, “away from little kids.”

A journalist that Charles interviewed, Donald Schultz, worked for almost two 
decades for a leading cable news network. He acknowledged important influences 
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The daily work of biomediatization 73

of commercial pressures, while at the same time repeating the claim of ultimate 
independence.17 He noted that the network had negotiated with one of its most 
important advertisers, a pharmaceutical company, to provide a minimum of two 
health news stories each day. The special funding that came with this arrangement 
turned the health division into “a profit center” and resulted, according to his 
assessment, in a much greater presence for health there than at any of the national 
television networks at that time. The advertisements generally appeared immedi-
ately before or after the health segments; when the news was negative, however, 
stories and ads were separated, and they did not count toward the daily minimum. 
Accordingly, there was an incentive to report positive stories. Producers some-
times dropped a “controversial” story, “even though the news value was higher,” 
despite the fact that it did not count toward the health news quota. Nevertheless, 
worried that Charles would think that he was confessing to having surrendered 
journalistic principles to business interests, Schultz was quick to add, speaking 
of the separation between advertising and news divisions, that “they set it up as 
being editorially independent. . . . We were never told ‘cover this story because 
the advertiser wants it.’”

Closely related to issues of commercial pressures is that of personalization. This 
is also central to the “two cultures” perspective, the idea that science deals with 
the universal and the abstract, journalism with the personal and particular. Critics 
of health journalism often see personalization as a key source of “distortion” in 
the transmission of scientific information through the news. Personalization is cer-
tainly central to television news production, for medical reporters just as for other 
journalists. When I asked what were the characteristics that got a health story 
on the evening news, Knight made an interesting segue, starting out by saying, 
“Sometimes, you know, the choice is made for us by what’s in the medical jour-
nal, right?” All the correspondents emphasized the importance of medical journals, 
which they typically received a week in advance of the “embargo break” when the 
information was authorized for public release. They also emphasized their thor-
oughness in judging the quality and significance of the research before deciding 
to do a story; both Cumberland and Knight told of finding errors in the tables of 
major medical journals.

After Knight told me about the importance of medical journals in setting the 
news agenda, she continued: “So, but in general, if there’s a formula, it is character-
driven. So someone that our viewers can sit home and connect with, and feel their 
pain, feel their anger, be invested in the right and wrong.” Could these two criteria 
of newsworthiness—significance as medical research and personalization—come 
into conflict? Of course they could; the kinds of stories cited above by correspond-
ents as “tough” to get on television are challenging to a large extent because they 
are difficult to produce as character-driven stories. Unspoken in Cumberland’s 
observations about the difficulty of covering clean water issues (despite her engage-
ment with Haiti) is certainly the issue of who it is that lacks access to clean water, 
and whether the network’s target audience could “sit home and connect with, and 
feel” the pain of people quite differently situated.
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74 Toward a framework for studying biomediatization

When Barnes and Knight told me that stories came from major medical journals 
and that a good story had to be character-driven, I asked whether this was a contra-
diction, since “the characters are not there in the New England Journal of Medicine.” 
Knight responded:

Well sometimes they are. I mean sure . . . because somebody has to have 
subjects in their medical study, and we reach out to them. We always reach 
out to the researchers first to see if they can talk, right? And if they’re articu-
late enough to put on television, then we say, ‘Well, do you have people 
involved in the study?’ ‘Yes,’ and then . . . our partners, our unofficial part-
ners are the PR at these medical centers around the country. They know 
what we’re going to need.

Knight thus points to a key element of biomediatization: the role of public rela-
tions firms in biomedical research and their “partnership,” as she puts it, with 
journalists like herself.

Conclusion

Scholars have introduced us to war correspondents, international reporters, on-line 
journalists, and others who cover a variety of “beats.” Here we wanted to present 
a new set of actors, who are shaping not only contemporary news coverage but 
our fundamental understandings of the contemporary world. Placing them in their 
particular social and professional worlds has, however, largely left them in isolation 
from one another; now we need to explore the connections.

Health journalists, leading medical researchers, and public health off icials 
constitute a clear elite public sphere. They are constantly listening to and often 
speaking with one another, even if only some of their conversations appear in the 
news. They share a largely medicalized view of health, privileging “evidence-
based” knowledge—particularly as embodied in articles published in professional 
journals—as the benchmark for what constitutes knowledge of health, even as 
some leave complementary spaces for alternative medicines. As Kelley’s rejection 
of “the tyranny of the anecdote”—her declaration of “evidence-based” medicine 
as biocommunicable ground zero—or Barnes’ arguments with the producers of 
the morning news suggest, they agree that audience ratings or profits should never 
trump science. For all of them, biomediatization is an important part of their 
jobs, even if some spend more of their days focused explicitly on it. Such actions 
as responding to reporters’ queries and receiving press releases and invitations to 
press conferences connect them on a daily basis. Their jobs partially depend on 
access to one another and how they evaluate one another’s reputations; health 
journalists could not keep their jobs if well-placed health professionals refused to 
speak with them, just as public health officials are likely to get fired if they are 
repeatedly portrayed by journalists as incompetent, uninformed, or unresponsive 
to “the public.”
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The daily work of biomediatization 75

Constantly interacting links them in deeper ways. Media professionals like 
Harrison and Kelley have science backgrounds and clearly love how their jobs 
require them to be constantly learning about contemporary research through 
exchanges with highly regarded scientists and health professionals; they are clearly 
proud of their fluency in technical vocabularies. Although they may regard their 
virtuosity more as a necessity than a source of pride, public health officials and 
preeminent researchers become deeply familiar with media logics and practices. 
Rather than simply coming together from autonomous positionalities when a story 
is emerging, these media and health professionals are deeply enmeshed: their jobs 
are profoundly shaped by how they constantly accommodate each other’s daily 
practices of biomediatization.

They were, nevertheless, all over the map in terms of the biocommunicable 
models they invoked. As we suggested, Charles’ physician and dentist respectively 
embraced patient-consumer and biomedical authority models. Demographics can-
not easily explain this difference: both were in their sixties and well established in 
their practices, and they served roughly the same racially diverse urban popula-
tion. Neither López nor Kelley accepted either of those models, but this hardly 
placed them on the same page. Kelley characterized the content of her reporting as 
deeply evidence-based and its form as quintessentially journalistic, in keeping with 
a model of journalism as entertainment-oriented creative labor. Like Montoya, 
López sought to shape the politics of immigration and race in bi-national public 
spheres, a focus that became even more explicit in her work subsequently. Besser 
framed his job as enabling him to “practice public health in front of the camera,” 
even as Cumberland suggested: “I do think of my audience as a patient.” Here the 
role of knowledge producer and circulator seem to collapse in a strong form of the 
biomedical authority model, not expressed by any US non-physician journalists we 
interviewed. These professionals depicted laypersons in quite different terms, from 
patients to readers to, in Montoya’s view, relevant mainly as an imaginary presence 
constructed in order to persuade policymakers or funders.

These people’s jobs revolved around making both connections and discon-
nections. For his clients, Harrison links researchers, investors, science writers, 
journal editors, patients, and reporters, helping to provide the “angles” and views 
of each other that will shape their interactions, but he does so in a highly selec-
tive, interested fashion. Ironically, making connections quintessentially involves 
boundary-work. Journalists recruit researchers, public health officials, patients, 
FDA regulators, politicians, clinicians, and others as sources, but they place them 
in distinct biocommunicable slots through the way they introduce them. On net-
work television news, for example, professionals are generally identified by name 
and title in texts that appear below their images. The NYT identifies physicians as 
Dr., but not people with other types of doctoral degrees. Clinicians, researchers, 
and public health officials frequently distance themselves from journalists as “sen-
sationalist” and “biased,” even as media professionals, like McCollum, populate 
every shape and size of health institution. Boundaries are drawn between print and 
television journalists, “local” and elite national newspapers.
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76 Toward a framework for studying biomediatization

This intimate dance between connection and disconnection, accommodation 
and boundary-work has much to tell us about mediatization and biomedicalization. 
These case studies seem to provide striking evidence of mediatization, in the sense 
of media practices and logics colonizing other domains. But the seeming invasion 
of network television news bureaus by physicians and the assimilation of biomedi-
cal logics and agendas by journalists—many of whom previously worked other 
“beats”—suggest that the situation is more complex. Nor is it the case that medical 
and media logics and practices have merged: producing their seeming separation 
and autonomy is crucial, not only to biomediatization but to how the roles of 
clinician, patient, public health official, politician, and journalist are defined. This 
same caveat applies to biomedicalization: it is not simply the case that biomedicine 
has merged with all other domains. The market is certainly everywhere here, and 
neoliberal logics are quintessentially embodied in the rise of patient-consumer bio-
communicability. Nevertheless, the heterogeneity and the many contradictions we 
have encountered cannot be reduced to a single market logic.

Spending time with these and scores of other professionals was crucial to our 
overall analysis. Much of this heterogeneity and complexity would have slipped 
away if we had confined ourselves to content analysis alone.

Notes

 1 All names in this chapter are pseudonyms, except for Richard Besser, as is Stratton-
Domenici.

 2 Interviewed by Charles and Clara Mantini-Briggs, 4 Dec. 2004. Italics in words transcribed 
from interviews and news broadcasts indicates particular emphasis on the italicized word 
or words, as indicated by increased volume and, sometimes, a change in pitch.

 3 Interviewed by Charles and Clara Mantini-Briggs, San Diego, 29 Sep. 2004.
 4 Interviewed by Charles Briggs, San Diego, 24 May 2005.
 5 Figures are based on annual reports available at http://www.sdcounty.ca.gov/deh/pests/

wnv/wnv_activity_update/chd_wnv_casesbyzip.html.
 6 See County of San Diego Board of Supervisors (2004). For more detail on the county’s 

West Nile Virus mediatization efforts, see Briggs (2010).
 7 Given the size of the news staff, we have changed the name of the newspaper in order to 

help preserve the reporter’s anonymity.
 8 Interviewed by Charles Briggs and Rob Donnelly, San Diego, 3 Sep. 2004.
 9 Stryker, Emmons, and Viswanath (2007) find that ethnic newspapers use quite simple 

language in addressing readers in health coverage.
 10 Interviewed by Charles Briggs, New York, 3 Feb. 2008.
 11 On the use of personal exemplars in health coverage see Hinnant, Len-Ríos, and Young 

(2012).
 12 Interviewed by Dan Hallin, New York, 23 Feb. 2012.
 13 Interviewed by Dan Hallin, New York, 5 Mar. 2013.
 14 Interviewed by Dan Hallin, New York, 20 Apr. 2012.
 15 Interviewed by Dan Hallin, New York, 5 Mar. 2013.
 16 Interviewed by Charles Briggs, New York, 19 Oct. 2012.
 17 Interviewed by Charles Briggs, 24 Jan. 2007 in a Pacific Northwest city.
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3
WHAT DOES THIS MEAN “FOR  
THE REST OF US?”

Frames, voices, and the journalistic  
mediation of health and medicine

As Seale (2002: 25) points out, most research on health news focuses on the rep-
resentation of particular diseases, and surprisingly little attention has been devoted 
to understanding health news as a whole, its basic genres and conventions, and its 
relationships with other forms of news. In this chapter, we provide that overview 
of health news in general.

The analysis here focuses on the daily newspaper and network television news, 
which stand at the center of news production, originating much of the reporting 
that then circulates through a wide range of media channels. It relies on three sys-
tematic bodies of news content, a compilation of the entire coverage of health in the 
San Diego Union-Tribune from January through July 2002 (1,206 stories); samples of 
New York Times and Chicago Tribune coverage from five decades, 1960s–2000s;1 and 
a random sample of network television coverage over a period of just over three 
years, from April 2009 through June 2012, including 357 stories.2 These samples 
are supplemented by a large but less systematic body of material we collected since 
2002, mostly from our reading of the New York Times, San Diego Union-Tribune, 
and San Francisco Chronicle, though also including a wide and varied range of other 
material we encountered in various ways.

The dominant view in much research and public discussion on health news, 
as we have seen, is based on an “information delivery” model (Seale 2002: 3–5) 
rooted in what we called the biomedical authority model of biocommunicability. 
Health knowledge is imagined as being produced by biomedical science, and 
the role of health journalism is conceived as essentially passive, to transmit sci-
ence downward to lay audiences who lack adequate health knowledge. We have 
argued that this conceptualization simplifies what is going on in health report-
ing. Building on the concept of biomediatization, we have proposed that health 
journalism should be seen as highly active, mediating among a wide range of 
actors involved in producing and circulating information about health as well as 
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78 Toward a framework for studying biomediatization

competing forms of knowledge and culture rooted in the diverse social worlds 
that intersect with health and medicine—science, business, politics, government, 
the family, and more. True, much health reporting fits the biomedical author-
ity model up to a point, for example seemingly passive forms of reporting like 
the little boxes in the Health section that summarize how to “find out your 
diabetes risk score with the American Diabetes Association’s diabetes risk test.”3 
Many stories involve essentially rewriting press releases from businesses, health-
care institutions, or universities about new developments in medical technology 
and practice. But even in the most apparently passive forms of reporting, which 
project a linear flow of information from biomedical science to publics, the role 
of journalists in creating this projection needs to be analyzed seriously.

Much health reporting, however, involves highly active forms of journalism. 
Take, for example, an investigative series published in the San Francisco Chronicle 
based on reporters’ analysis of hospital billing data released to the state govern-
ment and “more than 50 million” Medicare billing records obtained through the 
Freedom of Information Act.4 Analysis showed suspiciously high rates of treatment 
at certain hospitals for rare medical conditions that result in high reimbursements. 
In this case, reporters are producing, not merely transmitting health information, 
and they are also clearly operating in a terrain where medical science is one among 
a number of forms of knowledge relevant to the story. While health news has 
indeed become increasingly oriented around academic research in biomedicine 
and biomedical sources and perspectives dominate, much health reporting never-
theless deals simultaneously with issues that involve a long list of different kinds of 
questions and of knowledge—economics, politics, public policy, human behavior, 
social values, labor relations, etc. In such stories as “Kids’ Medical Service Faces 
Big Cuts,”5 or “Eager for Grandchildren, and Wanting Daughters’ Eggs in the 
Freezer,”6 the central issues are outside the realm of biomedical science. As they 
bring in social, political, or moral issues, journalists combine and reconcile the dif-
ferent social perspectives and epistemologies, and we explore in this chapter how 
they negotiate among them.

Genres, sources, and storylines in health news

In 2005, the San Diego Union-Tribune began to feature health stories on Tuesdays 
in their Currents section (called the Living section in some papers). Like the rest 
of the newspaper, that section is thinner today than it was years ago, mostly writ-
ten by freelancers rather than staff reporters, and with more sponsored content. As 
in the past, however, the Health section is a form of service journalism, provid-
ing practical advice to consumers—similar in many ways to sections on personal 
finance, personal technology, food, travel, etc. As the editor who established the 
Currents health page told us:

We wanted to make it very accessible and consumer oriented and very useful 
and practical: ‘look, this is what you need to know, and this is information 
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What does this mean “for the rest of us?”  79

that you can use in your life to make a decision.’ We wanted to give real 
practical information that they could take away.7

The section gives advice on diet, exercise, and medical care. It is generally upbeat, free 
of controversy (though not always), and focused on the individual. This represents 
only one small corner of health news in the SDU-T, which, as in other metropolitan 
papers, spans across every section. In our 2002 sample, 42.5 percent of health stories 
appeared in the A section (including 4.6 percent on p. A1), 21.0 percent in Local 
News, 19.6 percent in Currents, 5.9 percent in Business, 5 percent in Editorial and 
Op-Ed, 2.1 percent in Sports, and 3.2 percent other. It involves forms of journalism 
that vary from the service journalism of the Health section through human interest 
features, business reporting, specialist science reporting, and hard news reporting 
of several kinds. The same broad mix can be found in any major news outlet. The 
Health rubric on Yahoo News, for example, on 10 March 2015, had stories ranging 
from “Everything You Should Know about Picking the Right Over-the-Counter 
Pain Killer” to “Federal Health Insurance Aid in Doubt for Nearly 8 Million,” a 
story on an impending Supreme Court case on the Affordable Care Act.

The range of health news is illustrated in Table 3.1, which shows the subjects of 
health stories in the SDU-T and network television. The reporting is spread widely 

TABLE 3.1  Subjects in San Diego Union-Tribune and network television coverage of health 
and medicine

SDU-T Network TV

2002 2009–12

 (N  1,187)  (N  357)

Medical technology and therapeutics 11.3 23.8
Other stories on clinical practice 3.2 7.8
Healthcare policy, insurance 13.6 17.6
Hospitals and healthcare infrastructure 8.6 2.5
Outbreaks of infectious disease 3.6 6.2
Epidemiological patterns, general 
background on particular diseases

12.7 4.4

Prevention, support, and awareness programs 8.6 3.7
Human interest 10.1 8.1
Consumer health, product safety 2.7 5.0
Diet, exercise 4.6 3.9
Drug addiction, substance abuse 1.2 2.0
Abortion and stem cell research 3.6 2.0
Alternative medicine 2.1 1.1
Environmental health hazards 3.2 0.6
Bioterrorism 3.2 0.3
Occupational health 1.2 0.3
Other 5.7 10.7
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80 Toward a framework for studying biomediatization

across 18 subject categories and includes many more stories in the “Other” cate-
gory, ranging from disaster relief to medical marijuana issues and bullying in schools. 
Despite this range, a great deal of the coverage is concentrated in certain catego-
ries. Stories on medical technology and therapeutics account for 11.3 percent of 
newspape r coverage and 23.8 percent of network television coverage; together with 
other stories on clinical practice, they come up to 14.5 percent and 31.6 percent 
of coverage. The next pair of categories, having to do with health policy, funding 
and insurance issues, and with the healthcare system make up another big block, 
summing to 22.2 percent in the newspaper and 20.1 percent on TV. Stories on 
outbreaks of infectious disease, epidemiological patterns, and general background 
on particular diseases make up a third major block of coverage, 16.3 percent in the 
newspaper and 10.6 percent on network TV. Other kinds of subjects get limited 
attention compared with these three major clusters.

In the case of network television, some of the results undoubtedly reflect par-
ticular characteristics of the time period involved. Television has limited time and 
is sharply affected by events that steal the media spotlight; we extended our sample 
period over a period of several years in order to minimize the effects of particular 
events. But 2009, the first year we randomly sampled national network news, was 
characterized by heavy coverage of two ongoing stories, the H1N1 pandemic and 
the debate over the Affordable Care Act, which clearly inflated the number of sto-
ries coded under Health Policy and Outbreaks or Incidents of Infectious Disease 
for network TV. This means that on a routine basis, the percent of coverage that 
falls into our three Medical Technologies categories would be even higher than 
in Table 3.1.

Another important aspect of news content has to do with who is projected 
as speaking about health and medicine—who are “authorized knowers” or 
“primar y definers” in this domain of discourse (Hall et al. 1978; Schudson 2003; 
Hallin, Manoff, and Weddle 1994). Table 3.2 shows who appeared as newspape r 
sources and television “soundbites.” In the case of the television sample, we have 
removed 51 stories focused on the debate over the Affordable Care Act. This 
coverage focused almost exclusively on political strategies and tactics; almost  
70 percent of soundbites showed politicians. It is thus not representative of health 
coverage in general.

Anthropologists and sociologists of medicine have argued that important 
changes have taken place historically, as researchers in academia and industry 
have increasingly displaced clinicians as the voices of medical authority. They 
have also argued, in the words of Clarke et al. (2003:177), that there is a “hetero-
geneity of production, distribution, and access to biomedical knowledges.” Our 
data illustrate these changes, particularly if we put them in historical context. 
In the 1960s, according to our historical study of New York Times and Chicago 
Tribune reporting, individual physicians and the American Medical Association 
represented the most prevalent voices in health news. Stories like “A.M.A. 
Attacks U.S. Report on Youth Fitness”8 or “A.M.A. Bids Doctors Prescribe by 
Brand”9 are typical of the era. The Tribune even reported on the wife of a new 
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What does this mean “for the rest of us?”  81

A.M.A. President, “A.M.A. Gets New ‘First Lady.’”10 By the 2000s, individual 
healthcare professionals had declined from 14 percent to 5 percent of sources, and 
the A.M.A. had virtually disappeared from the news.11 Biomedical researchers—
always important—had increased and substantially led other groups, particularly in 
the elite NYT. Business sources had also increased their role, as had NGOs and 
civil society organizations, to a more limited extent.

Laypersons had doubled their presence, from 4.5 percent to 9.2 percent of 
sources. Lay sources—patients, family members, and others—are even more 
prominent in more popular media, particularly television, where ordinary peo-
ple are the largest category. Laypersons, however, often appear in different roles 
than biomedical professionals, describing personal experiences and feelings, rather 
than transmitting authoritative knowledge. This difference is reflected in the fact 
that soundbites for ordinary people are shorter than those for elites—6.5 seconds 
on average, compared with 8.1 for researchers, so their presence is smaller when 
measured in terms of time rather than numbers. Still, the popular character of tel-
evision news is evident in the orientation toward the experience and perspectives 
of ordinary people, although it is simultaneously centered on the expert voice of 
medical science. We need to understand how journalists combine these voices and 
perspectives and represent the relations between them.

Observers of journalism have often noted that all news is actually “olds,” in 
the sense that journalists fit events into standard, recurring storylines. We identi-
fied a number of such storylines and coded stories in our network sample which 
fit these patterns. The results appear in Table 3.3. The most common were new 
health risks, which mostly took two forms: breaking events (the H1N1 outbreak, 
the Gulf of Mexico oil spill) and research (a new study on radiation exposures from 
CT scans, a report on health risk from excess salt in restaurant meals). Nearly as 

TABLE 3.2 Sources and soundbites in health coverage 

SDU-T (%) Network TV a (%)

Biomedical researchers 559 16.5 207 17.7
Ordinary people, patients 517 16.2 413 35.4
Individual healthcare professionals 336 10.5 169 14.5
Public health officials 159 8.3 51 4.4
Other public officials 262 8.1 44 3.8
Business spokespersons, analysts 167 5.2 26 2.2
Civil society, community groups 215 7.2 51 4.4
Health-related NGOsb 130 4.1 38 3.3
Representatives of health providers 114 3.6 18 1.5
Industry, professional associations 86 2.7 22 1.9
Alternative practitioners 13 1.3 3 0.0
Other 403 13.5 119 10.2

Notes
a Healthcare reform stories excluded.
b E.g. American Cancer Society, American Lung Association.
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82 Toward a framework for studying biomediatization

common were stories about lay heroism, which again fell into two main categories: 
patients who heroically faced medical problems and laypersons who took action to 
address public health problems. Also common were stories of triumphs of medical 
science—a man’s sight restored with a prosthetic eye, a breakthrough in the fight 
against cancer. About two-thirds of all stories fell into one of these three categories.

The common frames we identified were divided about evenly between “good 
news” and “bad news.” Commentators on the news media—including health pro-
fessionals and health communication researchers—tend to assume that journalists 
have a preference for negative news, for controversy and conflict. That is partly 
true. Threat and conflict are among the basic criteria of newsworthiness, and much 
health news is selected because of and structured around these themes. A study 
revealing that a commonly used medication has previously unknown risks or a 
sharp division in the recommendation of an FDA panel are stories that health jour-
nalists would consider particularly newsworthy. Journalists also place strong value 
on certain kinds of positive news, however. Good news is considered attractive 
both to audiences and to advertisers, and to some extent news selection is moti-
vated by a desire to put together a balance of positive and negative news. Health 
news is appealing, in part, because it helps fill the quota of positive news. Just over 
7 percent of the stories in our network sample, for example, were features with 
such titles as “Making a Difference” or “Person of the Week,” upbeat personal 
narratives that served to end the broadcast on a positive note.

Framing health: biomedical, lifestyle, and social frames

“Who bears responsibility for an impoverished child with a mouthful of rotting 
teeth?” the NYT asks, opening a story on a debate in Portland, Oregon, about 
fluoridation of the city’s water supply. “Parents? Soda companies? The ingrained 
inequities of capitalism?” The article goes on:

Dental decay rates, numerous state and federal studies say, are linked to 
income, education and access to health insurance, but also to lifestyle, diet 

TABLE 3.3 Common storylines in network coverage of health and medicine

N Percent of stories

New finding of real or potential health risk 56 30.8
Heroism of patients, laypersons 36 19.8
Triumph of medical science 36 19.8
Problems with public reception 
(misunderstanding, ignorance)

23 12.6

Conflict over safety or effectiveness of 
medical technology

16  8.8

Heroism of medical professionals 15  8.2
Conflict of interest 13  8.2
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What does this mean “for the rest of us?”  83

and parental choices in insisting on a toothbrush. Such conclusions give fuel 
to both sides, with supporters of fluoride seeing a social problem to be solved 
by government, while opponents focus on unhealthy habits and diet that 
they say will not be affected by chemicals.12

Health problems involve complex chains of causality, and competing perspectives 
are possible on how to interpret and address them. The Introduction outlined how 
public understandings of health and disease became “medicalized” over the course 
of the twentieth century as the medical profession came to exercise predominant 
authority over the understanding of health and disease. These constructions were 
then “biomedicalized” as a more complex structure emerged around biomedical 
science and the “medical-industrial complex.” The “medical model” for under-
standing health and disease is complex, but at its core is a perspective that centers 
on individual biology and, to a lesser extent, behavior, and on technological inter-
ventions into biological processes. Jaime Breilh, a proponent of a perspective of 
“critical epidemiology” that has been developed particularly strongly in Latin 
America, puts it this way: the dominant biomedical perspective “tends to favor 
more proximate (and therefore biologic and individual/level) determinants over 
more distal and society-level ones” (2008:746).

A number of researchers have found that health news is dominated by biomedi-
cal models (e.g. Hodgetts et al. 2008). Summarizing research mostly done in the 
1980s both on news and on fictionalized shows, Signorielli (1993:26) wrote:

[T]he overall picture of health on television minimizes or ignores the social, 
political or economic factors of disease, while it focuses on and reinforces the 
individual nature of disease. . . . Television characters typically do not get 
sick because they do not have enough food, or live in substandard housing.

Clarke and Everest (2006:2598), looking at cancer coverage in Canadian magazines, 
conclude:

Prevention possibilities are . . . framed as if they are entirely within the capa-
bility of individual actions . . . and system accountability is, relatively speaking, 
ignored. Pharmaceutical and other medical solutions are described as inter-
ventions directed towards individuals, one at a time. These popular frames 
individualize the responsibility both for diseases and for their treatment.

Clarke and Everest’s conclusions were based on a coding of magazine stories for 
their use of three broad frames, which they called Medical, Political-Economy, 
and Lifestyle frames. We carried out a similar analysis of our network television 
sample, coding each story for its use of Biomedical, Lifestyle, or Social Frames. 
Consistent with the literature on the analysis of news frames (Gitlin 1980; Entman 
1993), we coded for the representation both of causes of health or disease and solu-
tions to health problems. The Biomedical frame was coded when the story placed 
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84 Toward a framework for studying biomediatization

emphasis on biological causality or (most commonly) on biomedical technology or 
intervention as a solution; Lifestyle frames were coded when the emphasis was on 
individual choices as cause or solution; and the Social frame was coded when the 
emphasis was on causes or solutions, that, as Clarke and Everest put it, “lay outside 
the individual,” in the social structure or (more commonly, as we shall see) in the 
actions or omissions of various political and economic actors.

News texts are complex, and, as the NYT article quoted at the beginning of this 
section suggests, they are not necessarily structured around a single frame but some-
times incorporate multiple frames and even thematize the existence of competing 
frames. Negotiating competing frames is an important part of journalists’ work of 
mediation, and stories in which multiple frames coexist are particularly interesting. 
Therefore, unlike Clarke and Everest, we did not treat these frames as mutually 
exclusive but allowed for the possibility that they would coexist. We coded the 
stories in our network television sample for each of the three frames, whether it was 
dominant in the story, present but not dominant, or absent. Table 3.4 presents the 
results, again excluding reporting on the Affordable Care Act, which was domi-
nated by a political game frame.

Like Clarke and Everest, we found that Biomedical frames were by a consider-
able margin the most common. This should come as no surprise, given both the 
results of prior research and our data showing that stories on medical technology 
made up the largest share of network coverage. The most typical health stories 
in television news feature new developments in medical science that promise to 
solve some health problem, or, somewhat less commonly, raise questions about 
some commonly used drug, test, or procedure. “Groundbreaking news in the fight 
against cancer tonight,” says anchor Diane Sawyer, introducing one such story.13 
Stories like this recur regularly in health news in all media, producing a power-
ful representation of the biomedical laboratory as the primary place where health 
problems are solved.

Clarke and Everest found few Lifestyle frames in the cancer coverage they 
examined; they also found almost no presence of Political Economy frames. For 
the specific case of cancer coverage—by far the most frequent focus of network 
television coverage, if we break it down by disease14—our data partially con-
firm theirs: 65 percent of cancer stories were dominated by Biomedical frames. 
Lifestyle and Social frames were clearly secondary, dominant in 6.3 percent and 
14.6 percent of cancer stories respectively, but they were hardly absent. Given that 

TABLE 3.4  Biomedical, lifestyle, and social frames in network television coverage of health 
and medicine (percent of stories; Affordable Care Act stories excluded)

Biomedical Lifestyle Social

Frame dominant 39.5 15.5 15.5
Frame present, not dominant 20.4 20.7 16.8
Frame absent 40.1 63.8 67.8
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What does this mean “for the rest of us?”  85

environmental causes of cancer and regulatory responses or individual strategies for 
avoiding them are a common feature of news coverage, a bit more than a fifth of 
the cancer stories in our network sample had some reference to Lifestyle frames 
and more than a third to Social frames. Beyond cancer coverage, Lifestyle and 
Social frames were each at least present in about one of every three stories. This 
is consistent with the literature on biomedicalization (Clarke et al. 2003), which 
argues that the scope of biomedical institutions and discourse has been expanded in 
recent years beyond the transformation of external nature into the transformation 
of human life and culture.

One key form this broadening of biomedical influence takes is the elabora-
tion of “daily life techniques of self-surveillance,” which are manifested in the 
Lifestyle frames that occur commonly in our stories. Nancy Krieger (2011:148) 
similarly argues that biomedical and lifestyle perspectives “have synergistically 
dominated epidemiologic theories of disease distribution in the mid-to-late twen-
tieth century.” As these points suggest, it should not be assumed that the stories 
with Lifestyle and Social frames remain outside the scope of biomedicalization. 
Most of them remain very much within it, and they demonstrate precisely the 
complexity and scope of biomedicalization, relying on knowledge produced by 
biomedical science and on authorities located within state public health agencies, 
institutions of biomedical research, and other elements of the “medical-industrial 
complex.” Typical of many of the stories in which the Lifestyle frame is domi-
nant is an NBC story from 3 November 2011. Correspondent Anne Thompson 
begins, “Our car-centered culture, desk-bound workplace, and couch-potato 
habits make Americans an increasingly sedentary people. But today, from a 
review of 200 cancer studies, comes a powerful reason to get up and move.” 
The story summarizes research showing that physical activity reduced the risk of 
many breast cancers, and, Thompson continues, “Putting pep in your step can 
help lower key risk indicators.” Obesity and tobacco stories, which were com-
mon in our sample, tended to be dominated by the Lifestyle frame. H1N1 stories 
regularly included the advice that personal hygiene measures, like hand-washing 
and covering coughs and sneezes, were the most important means of limiting the 
spread of the pandemic.

While Lifestyle frames can be comforting and up-beat, as they often are in con-
sumer-oriented newspaper Health sections, they can also be threatening to the extent 
that they imply that people might need to make major lifestyle changes. In our 
network sample, journalists sometimes reassured viewers that radical changes were 
not necessary. These stories are interesting as illustrations of the work journalists do 
as they negotiate the framing of health news. On 12 July 2009, for example, ABC 
reported on a widely circulated study that found that monkeys on extremely low-
calorie diets lived longer lives. Correspondent Stephanie Sy summarizes the study, 
interviews one of the scientists, then shifts to Meredith Averill and Paul McGlothlin, 
authors of Extreme Dieting, for whom, she says, the new study “reinforces their life 
style.” Here the broadcast departs from the usual projection of biocommunicabil-
ity in health reporting, with figures outside the biomedical establishment appearing 
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86 Toward a framework for studying biomediatization

as authoritative producers of health knowledge. Sy listens deferentially as Averill 
instructs her, “The hunger hormones have been shown to be very good medicine for 
both the heart and the brain.” She then, however, repositions the story back within 
the mainstream of both medicine and American culture. “Since the last time they 
were interviewed by ABC more than four years ago, Paul and Meredith seem barely 
to have aged. But experts doubt whether humans, unlike caged monkeys, could 
maintain such a diet.” The researcher underscores this point in a soundbite, and Sy 
goes on—with the visuals shifting to images of medical technology: “Drug compa-
nies are very interested in understanding the mechanism behind calorie restriction 
in hope of building a magic pill that will mimic the benefits.” The anchor—who 
in television stories commonly plays the role of representing the viewers’ purported 
perspective—concludes by saying, “The pill sounds easier.”

Social, political economy, or ecological frames in health news

That Social frames occurred in our sample almost exactly as often as Lifestyle 
frames potentially represents a more significant challenge to the hypothesis of 
biomedical dominance of health news. We will look in some detail, therefore, at 
how Social frames got into the news and what forms they took. They appeared 
in many different kinds of stories. The sample included a long investigative report 
about the use of antibiotics in agriculture and its role in the evolution of resist-
ant strains of bacteria,15 a story on school bullying and suicide,16 and reports on 
a shortage of primary care physicians in Massachusetts,17 lax control over the 
dispensing of prescription pain killers,18 and the lack of sick days for some work-
ers as a factor in the spread of H1N1.19 Two stories focused on the effects of the 
recession on health, and a few others mentioned that theme briefly.

Our sample also included a number of stories on environment disasters, includ-
ing the Japanese nuclear reactor meltdown in 2011 and the BP oil spill in the Gulf 
of Mexico in 2010. Reporting on health consequences of these disasters was coded 
as falling into the Social frame, as were stories on a cholera epidemic in Haiti that 
attributed the outbreak to failure to rebuild a water and sanitation system after the 
2010 earthquake.

What we found with the greatest regularity in network television coverage, 
however, were stories that focused on consumer protection and product safety. 
As Cohen (2008) argues, consumerism has played a particularly important role 
in contemporary American political culture as a rationale for collective action 
and state intervention. Some of these stories involved initiatives to use the state 
to accomplish health goals through the regulation of consumer markets. Mayor 
Bloomberg’s proposal to ban the sale of large soft drinks in New York City is an 
example. Our network television sample included a number of such stories. These 
often combined Lifestyle and Social frames—as in an NBC story20 on whether 
food manufacturers were misleading consumers with a voluntary program that 
purported to help them make healthy choices—and sometimes posed debates 
between them, as in the NYT article on fluoridation in Portland.
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What does this mean “for the rest of us?”  87

Stories on food-borne illness also occurred regularly and tended to focus on 
policy responses to protect consumers: five of six such stories in our television 
sample were coded as having a Social frame. On 19 June 2009, for example, ABC 
reported on a recall of cookie dough contaminated with E. coli. Those who had 
been sickened were thought to have eaten the dough raw, and the story started out 
as though it would be organized around a Lifestyle frame. In the first soundbite, an 
FDA official said that the manufacturer and the FDA both recommend the product 
be cooked and advised that “consumers would be wise to do so.” Correspondent 
Bob Kerley, however, immediately shifted the frame: “Tonight it’s cookie dough. 
Weeks ago it was pistachios. Before that, peanuts. The number and frequency of 
food recalls, and 5,000 food-borne deaths last year, has Congress on the brink of 
taking action.” This shifted the story from what Iyengar (1994) calls an “episodic” 
to a “thematic” frame, which implies social rather than individual responsibility for 
the problem. Another story by the same reporter two years later (21 Aug. 2011) 
on an outbreak of salmonella traced to eggs, asked “Why did it take the FDA so 
long to respond?” It quoted FDA officials as saying, “We need stronger author-
ity to hold companies accountable.” The story also included a soundbite from a 
representative of the Center for Science in the Public Interest and undercover 
video of workers at one of the farms kicking a chicken, which had surfaced in an 
animal cruelty complaint against the company. In these cases, as in many stories on 
consumer product safety, institutional and civil society policy advocacy contrib-
uted to the policy-oriented framing. Our findings on food-borne illness reporting 
are consistent with research by Nucci, Cuite, and Hallman (2009) on coverage of 
a spinach recall in 2006, which found that television news focused more on why 
the contamination occurred and whether stronger regulation was needed than on 
health education messages about how individuals could avoid infection.

Social framings of health can be challenging culturally and ideologically, and 
we can see the journalists struggling at times with the implications of these threats, 
working to contain them, or simply shifting stories to more familiar and com-
fortable discursive terrain, with the result that the Social framings are softened, 
obscured, or redirected. In May 2010, for example, when a presidential panel 
released a report concluding that environmental causes of cancer had been under-
estimated, CBS was the only major network to cover it. Dr. Jon LaPook seemed 
apologetic as he wrapped up: “The report authors are not trying to scare people. 
Their point is, even though the impact of things like cell phone waves is hard 
to evaluate, we still have to do it.” His story emphasized the report’s call for 
additional research and for “lifestyle changes,” like avoiding plastic containers 
and filtering tap water, while ignoring its arguments about lax regulation and its 
call to the president to “use the power of your office to remove the carcinogens 
and other toxins from our food, water and air that needlessly increase healthcare 
costs, cripple our nation’s productivity, and devastate American lives” (President’s 
Cancer Panel 2010). Print coverage of the report mentioned its more politi-
cal recommendations but also focused on criticism from the American Cancer 
Society, which favored a health-education approach and worried that the report 
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88 Toward a framework for studying biomediatization

would detract attention from major lifestyle factors like smoking, obesity, poor 
nutrition, and lack of exercise.21

Something similar happened when NBC reported on an initiative by the 
Environmental Working Group, which had compiled data from cell phone manu-
facturers on radiation levels from cell phones.22 Correspondent Rehema Ellis said 
the organization was “pushing for more federal regulation,” but says nothing more 
about what kinds of regulation might be pursued. After an American Cancer Society 
spokesman dismisses the idea that such radiation is a health threat, Ellis goes on:

Eighty-seven percent of Americans own cell phones. The one thing every-
one agrees on if you are concerned about radiation: you can use your phone 
less or use a hands free device. But even the advocacy group admits, the 
phones are hard to put down.

In a brief soundbite, the spokesperson for the advocacy groups is then shown say-
ing they were still using cell phones, and Ellis concludes, “A personal decision, and 
everyone has to make their own call.”

A number of stories in our sample reflected this pattern—that is, they involved a 
fusion of Lifestyle and Social frames23—and, in contrast to some of the food-borne 
illness stories discussed above, they involved a shift of focus that put Lifestyle issues 
in the foreground and Social framing in the background. On 21 October 2009, for 
example, on NBC’s series called “A Woman’s Nation,” Nancy Snyderman reported 
the health consequences of women’s role as caregivers. Rather than approach this 
as an issue of social structure or public policy, however, Snyderman focused on 
individual management of the problem, concluding, “None of us should wait for 
a crisis . . . to realign our priorities.” On 9 December 2010, Snyderman, who 
often gives special emphasis to stories on women’s health, covered a report by the 
National Women’s Law Center (2010) that looked at the differences among states 
in achieving policy and health outcome goals for women. It again focused primar-
ily on Lifestyle issues, including a soundbite from an NWLC spokeswoman saying 
that the worst states failed to run “education campaigns to help women know what 
they could do to get healthier.” Snyderman concludes:

There are a lot of reasons this report card is so dismal. First of all women 
take care of everyone else, put themselves on the back burner; there is lack 
of access to good care in some areas of the country; insurance issues; and 
now the recession. But among the bad news, a bit of a silver lining, Brian. 
Women seem to be smoking less.

In the NWLC report itself, the emphasis is rather different, with a strong focus on 
insurance problems, access to care, and the unequal distribution of the latter.

The tendency in many stories to shift from Social to Lifestyle frames no doubt 
reflects the individualism of American culture and the desire of journalists to address 
what their viewers can do in response to the story—and of course the assumption 
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What does this mean “for the rest of us?”  89

that the action they would take would be individual rather than collective. It also 
reflects a predominant view of the role of the state in the age of neoliberalism 
that the most appropriate role for the state is to facilitate the assumption of indi-
vidual responsibility for health by the patient-consumer. Let’s look at one more 
example to illustrate this point. Michelle Obama’s campaign against obesity gener-
ated substantial news coverage; these stories often introduced Social framings of 
health. A typical CBS report on 9 February 2010 mentioned the following policy 
elements of her initiative: working with the food industry to put nutrition infor-
mation on packaging; making meals offered in schools healthier; finding ways in 
school to help kids exercise; improving access in poor and underserved communi-
ties through government incentives. All of these are public policy initiatives, and 
they touch on structural causes of obesity; for example, a number of stories during 
Obama’s campaign made reference to the issue of “food deserts,” that is, to claims 
that access to healthy food is often difficult for people living in less aff luent neigh-
borhoods. The dominant frame, however, emphasized individual choice rather 
than social structure. “Her strategy: helping consumers make nutritious choices,” 
says correspondent Seth Doane in introducing the report. And, after summarizing 
the four policy elements, the report turns to a teenage girl, “who’s worked hard to 
lose 20 pounds,” responding to the correspondent’s questions about “how tough it 
is to make changes in your life.”24

Overall, then, while Social frames for understanding health are clearly second-
ary to Biomedical frames in network television coverage, they are nonetheless a 
significant part of the news agenda. American journalists, as Gans (1979) observed, 
are oriented toward a set of values originating in the Progressive era that centers 
on a vision of “responsible capitalism” in which individuals will be able to make 
transparent choices in fair markets. Public policy is seen as an important correc-
tive when defects in these markets threaten individual well-being or undercut the 
transparency of markets, and journalists are on the lookout for abuses or defects 
that public policy ought to correct. This is part of the “watchdog role” that has 
long been central to the legitimating ideology of journalism, and it functions in 
health coverage as in other areas.

At the same time, Social framing in health and medical coverage is generally 
narrow, and it rarely focuses on structural issues in the political economy of health. 
As Karpf (1988) observed, when the media adopt what she terms an “environ-
mental” approach in health reporting, they “focus on single issues and incremental 
solutions”—as they do, for the most part in other spheres of social life. The NYT 
report on Portland’s fluoridation debate illustrates this. When the correspondent 
writes, “Who bears responsibility for an impoverished child with a mouthful of 
rotting teeth? Parents? Soda companies? The ingrained inequities of capitalism?” 
the last phrase is obviously flippant. It signals that we have come perilously close 
to the edge of the biocommunicable world, and we can be sure the correspondent 
will not lead us any further in that direction. Stories about the cholera epidemic 
in Haiti—which attribute it to water and sanitation infrastructure unrepaired after 
the earthquake—could in principle be framed in the context of the health effects 
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90 Toward a framework for studying biomediatization

of global inequality of wealth. But this is not what we find. Instead, the stories 
in our sample focus on the efforts of aid workers, particularly physicians, to treat 
patients, and of public health officials to educate the population on hygiene.25 
(Visually, these stories also feature images of local people exposing their bodies to 
contaminated water in various ways that signify a divide between modernity and 
pre-modernity and a failure of individuals to act as sanitary citizens, rather than the 
distribution of wealth and power.) In the same way, Snyderman’s reports on wom-
en’s health, while they are provocative in addressing the health effects of women’s 
role as caregivers, do not treat this as a structural but as an individual problem. 
When the Social frame enters health and medical coverage, it is not in the form 
of a focus on broad effects of social structure on health. It usually focuses on par-
ticular interventions by the state either to curb irresponsible practices by businesses 
or institutions—through closer regulation of food production, for example—or to 
encourage and facilitate healthy lifestyle choices by individuals, through health 
education or better labeling of food products.

One place where the social context of medicine might have been expected 
to get substantial attention was in the massive coverage given to the debate over 
President Obama’s Affordable Care Act in 2009–10. Coverage of “Obamacare,” 
both before and after it passed, is worthy of a more extended analysis than we can 
attempt here. We can, however, offer a few observations based on the 51 net-
work television stories on the Obamacare debate in our sample. Marchetti (2010) 
observes that political reporting dominates the internal hierarchy of journalism; 
once a story enters the realm of high politics, political reporters usually take over, 
and it is absorbed into the conventions of political reporting. The medical and 
science reporters were almost entirely sidelined in coverage of the Obamacare 
debate, appearing on only three of the 51 stories. One of the basic findings of 
research on political coverage is that it tends to be dominated by a “Political Game 
frame,” which typically pushes coverage of the substance of public policy issues 
into the background (Hallin 1994; Lawrence 2000; Aalberg, Strömbäck, and de 
Vreese 2012). This is exactly what happened with healthcare reform. The coverage 
focused overwhelmingly on political strategy and tactics, the prospects for success 
of the different political actors, and the implications of the healthcare battle for 
their popularity and political standing.

To the extent that substantive issues related to the American healthcare system 
did make it into the news, how were they covered? Two main underlying issues 
have motivated the recurring public discussion of healthcare policy. One is access, 
the fact that many Americans do not have health insurance and therefore may not 
have access to the care they need. A second is cost: healthcare spending accounts 
for an increasing share of the economy, and it is much higher per capita in the 
United States than in other industrialized countries. Coverage of access issues was 
particularly limited. Only two of the 51 healthcare reform stories in our sample 
focused centrally on access issues; both were reported by health or science rather 
than political reporters. Coverage of healthcare costs was more extensive but very 
narrow. One early report by ABC’s medical correspondent raised the broader issue 
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What does this mean “for the rest of us?”  91

of healthcare costs. But in July 2009 the Congressional Budget office issued an 
estimate of the costs of Obama’s proposal, which was heavily covered. Consistent 
with what Skocpol (1996) found in an analysis of the failure of healthcare reform 
in 1994, coverage from that point on focused exclusively on the cost of Obama’s 
plan, not the cost of healthcare in general.

Representing biomedical authority

The physician, and medicine more generally, have enjoyed a highly positive image 
in popular culture since the mid-twentieth century. Karpf (1988:13) wrote of 
British medical dramas:

Programmes using the medical approach . . . address an audience of individuals, 
potential patients, implicitly telling us, ‘this is what medicine can do for you.’ 
They describe a world largely rational and ordered, where science increas-
ingly dominates nature, where medical knowledge is incremental, cumulative, 
systematic. They invite us to feel confident in a knowable and caring world.

As Turow (2010) recounts, American television portrayals of medicine evolved from 
the highly idealized television doctors of the 1950s–70s—Ben Casey and Marcus 
Welby among others—toward more “realistic” portrayals in recent decades. The 
shift toward “realism” was, however, narrowly based, he argues, reflected mainly in 
more graphic images of blood and gore, in a focus on the personal problems of doc-
tors, and in diminished personal interaction between doctors and patients. The core 
of the formula—which coincided closely with Karpf’s account—changed little: “It 
was focused on the care of acute problems; carried out in a modern hospital; using 
high-tech instruments; sparing no expense; with physicians, especially physician-
specialists (typically white males), in control.” For the most part, he argues, medical 
dramas have failed to engage with the “political and economic changes that have 
been coursing through the medical system for decades,” ignoring the scarcity and 
uneven distribution of medical resources, the realities of markets and bureaucracies, 
the conflicts of interest they set up, and the structures of power within which physi-
cians and other medical personnel work.

What about the news? Does it, too, present an idealized image of medicine? 
Does it deal more fully with the political and economic constraints and contradic-
tions that Karpf and Turow see as missing in fictional portrayals? Does it perhaps 
reflect the “negativity bias” that many analysts see in contemporary media coverage 
of social and political institutions (Lengauer, Esser, and Berganza 2012)?

Table 3.5 summarizes the results of our coding of news coverage for the tone 
of its representation of biomedical authorities and institutions, including both our 
historical sample of NYT and CT coverage and our sample of network television 
coverage. The coverage of the 1960s was marked by a strikingly positive tone, dom-
inated by stories like “New Drug Eases Pain of Bursitis. . . Compound Just Daubed 
Over Sore Areas with Cotton – Action Called Dramatic” (NYT, 19 Mar. 1964).  
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92 Toward a framework for studying biomediatization

TABLE 3.5  Tone of portrayal of biomedical actors and institutions, New York Times and 
Chicago Tribune, 1960s–2000s, and network televisiona

1960s 1970s 1980s 1990s 2000s 2009–12

Celebratory/positive 27 8 9 11 4 65
(39.7)b (11.1) (13.8) (17.5) (6.2) (27.0)

Neutral 25 33 34 27 39 91
(36.8) (45.8) (52.3) (42.9) (60.0) (37.8)

Mixed 12 24 17 20 20 64
(17.6) (33.3) (26.2) (31.7) (30.8) (26.6)

Negative/critical 4 7 5 5 2 21
(5.9) (9.7) (7.7) (7.9) (3.1) (8.7)

Notes
a Includes portrayal of public health authorities, health providers and professionals, professional asso-

ciations, research scholars and institutions, and health-related industry, including insurers and health 
maintenance organizations. Excludes portrayals of non-health-related public authorities and health 
professionals or researchers presented as deviants or dissenters.

b Percent in parentheses.

The highly positive tone faded significantly over the years, but in the 2000s, 
positive coverage still outweighed negative coverage, particularly on network 
television.

Many health stories are “sphere of consensus” stories (Hallin 1986) in which 
journalists, rather than following the stance of “disinterested realism,” identify with 
and celebrate the accomplishments of their subjects. Anchor Diane Sawyer in one 
typical story reports briefly on a new Pfizer drug for lung cancer, then continues, 
“In a separate study, researchers reported what one called ‘historic results’ in tests of 
another experimental cancer drug, this one used to battle advanced melanoma.”26 
In a film report titled “Melanoma Hope,” correspondent Cynthia Bowers intro-
duces Sharon Belvin, who was diagnosed with melanoma at age 22, just “two 
weeks before my wedding.” Sharon started chemotherapy, “to no avail,” the cor-
respondent tells us. “With hope and time running out,” her doctor tried a new 
drug (Ipilimumab). “Sharon’s results were nothing short of miraculous.” Under 
this line of narration, the video shows Sharon giving her physician a warm hug 
(see Figure 3.1), then the correspondent gives details about the findings (sobering, 
perhaps, if one thinks about the numbers, but the numbers go by quickly):

Not everyone in the clinical trial had this kind of result. But on average Ipi did 
increase terminal patients’ lifespan from six to ten months, sixty-seven percent. 
It’s the first drug ever to show a survival benefit for this form of cancer.

After soundbites from the physician and a researcher, the correspondent wraps 
up: “These days, Sharon Belvin has everything she thought she never would, a 
husband, a family, a life.” Here is the biomedical ideal in its purest and most com-
plete form: science, the clinical physician and the pharmaceutical industry working 
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What does this mean “for the rest of us?”  93

together to save a life, no hint of resource limitations or of interests external to 
those of the patient. These kinds of medical miracle stories accounted for 17.5 
percent of our network television sample. One of the standard conventions of this 
genre is to construct a narrative around a particular patient; in this sense, television 
news actually represents a return to the patient-centered narratives of early televi-
sion medical dramas, as described by Turow, in contrast to the doctor-centered 
narratives that became more common in television fiction from the 1990s.

Television network news is heavily dependent on pharmaceutical advertising. 
Is it unique in relation to other types of media in its emphasis on medical miracles? 
Probably not. The same narrative elements that make stories about medical mira-
cles and scientific quests attractive for television news and entertainment make it 
attractive for other media as well. The “Diagnosis” feature that appears occasion-
ally in the New York Times Magazine is entertaining because it presents a medical 
puzzle, which is then solved by determined, insightful doctors. A story in which 
the correct diagnosis was never made or the treatment was unsuccessful wouldn’t 
have the same appeal, let alone a story in which the patient lacked health insurance 
and was never seen by the most knowledgeable specialists.

The flow of medical miracle stories is reinforced by steady streams of press 
releases from healthcare providers, universities, research institutes, and biotech 
companies promoting their accomplishments and offering help in the form of 
access to patients, researchers, and high-tech settings, and we regularly found 
in the newspapers the same genres of positive stories that appeared in television 
news. In both the SDU-T and the San Francisco Chronicle we found dramatic quest 
narratives about biomedical researchers traveling to Africa. “Deep in the thicket 
of West Africa,” the SDU-T story begins, “on a bamboo bridge strung over 
raging waters, Erica Ollmann Saphire groped through the dark toward a village 
where pestilence can snuff out life with ruthless efficiency.” The biology professor 
at the Scripps Research institute appeared fashionably dressed and in a sexualized 
pose in a color photo that filled much of the front page of the Currents section 
(Figure 3.2 on p. 95). “Awe crept into her voice,” the reporter wrote, “‘the 
number and variety and changeability in viruses is almost unknowable. They’re 
outpacing us, and we cannot fight them without the best minds and the best 

FIGURE 3.1  “Melanoma Hope”: Sharon Belvin first pictured with her husband, hugs 
her doctor. CBS News, 5 June 2010.

D
ow

nl
oa

de
d 

by
 [

N
at

io
na

l L
ib

ra
ry

 o
f 

th
e 

Ph
ili

pp
in

es
] 

at
 2

3:
16

 0
1 

N
ov

em
be

r 
20

17
 



94 Toward a framework for studying biomediatization

technologies.’”27 Two common conventions in narratives of disease and science 
are evident in this story. One is the war metaphor (the subtitle of the article is 
“biologist wages war against viruses in labs and jungles”), which connects these 
stories to a different genre of sphere of consensus reporting. The other, closely 
related, is the dichotomy between culture and nature and the association of the 
virus enemy with Africa and pre-modernity.

If we look back at Table 3.5, it is clear that there has been a significant histori-
cal trend toward more critical portrayals in newspaper coverage of biomedical 
institutions over the decades. In our newspaper sample, that change was particu-
larly sharp between the 1960s and 1970s, consistent with the argument of Starr 
(1982) that concerns about Medicare and Medicaid costs, the growth of HMOs, 
a general climate of skepticism about social institutions, and increasing hetero-
geneity and disunity in the profession of medicine led to greater controversy 
beginning in that decade. Even in our television sample 9 percent of stories had 
a critical or negative tone, and about 26 percent had a mixed tone. Certain pat-
terns are common to many of these stories, and we will explore them in more 
detail in Chapter 5, where we will look at coverage of pharmaceutical industry 
scandals. There is typically a representative patient who trusted a drug or medical 
care institution but ended up being harmed, or one who represents benefits other 
patients may not be able to get because of increased costs. There are typically 
physicians or researchers critical of some kind of industry practices who can serve 
as authoritative sources to legitimate critical reporting. Often the stories refer to 
members of Congress or advocacy groups that have pushed for action. Many end 
by quoting the written statements by pharmaceutical or healthcare companies, 
which seem weak compared with the richer on-camera testimony of victims, 
physicians, and advocates.

Many of the television stories that have particularly strong scandal or conflict 
of interest frames are reported not by medical or science correspondents but by 
national correspondents who report on politics and regulatory and legal issues and 
who apply standard conventions of “watchdog” reporting to health and medical 
issues. Although journalists are wary that people with roots in another profession 
will not have sufficient distance to play a “watchdog” role, there are also circum-
stances in which television’s physician/correspondents take fairly strong critical 
stances. Marchetti (2010) makes the point in his historical account of French 
medical reporting that a shift toward having journalists with medical training 
cover the health beat was associated with a general shift toward more critical 
reporting that began in the 1980s. Their presence in journalism may represent 
a penetration of the culture of biomedicine into the news media, but it can be 
seen simultaneously as an appropriation by the news media of the authority of 
biomedicine, increasing the power and impact of the news media in the flow of 
discourse about health and medicine.

On 8 March 2010, for example, ABC led the evening news with a follow-up 
to an investigative report by ABC’s Dr. Richard Besser on Merck’s osteoporosis 
drug Fossamax, reporting evidence that it could weaken rather than strengthen 
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What does this mean “for the rest of us?”  95

bones in some cases. The following day, “after the flood of responses,” as anchor 
Diane Sawyer said in introducing his report, Besser followed up by grilling the 
deputy director of the FDA who appeared on a video screen: “Is it time now to 
send out a notice to physicians to be on the lookout for this?” Besser asks, and 
after the official says no, Besser persists:

FIGURE 3.2 The biologist as heroine. San Diego Union-Tribune, 6 Jan. 2013.
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96 Toward a framework for studying biomediatization

Given that doctors are telling us they had no idea that these fractures could 
be related to the drug, doesn’t it make sense to send something to doctors 
to say, if your patients are having fractures, let us know. We don’t know it’s 
related, but we are taking this seriously and we want to look at this?’

Following the story Sawyer asks Besser, “Are you surprised that the FDA won’t 
send word out . . . ?” Besser replies, “I am; I think their threshold is too high. . . .”  
Besser, once a senior public health official, clearly considers his own expertise at 
least equal to that of the deputy FDA director and has no inhibition in expressing 
his own view about what should be done.

Many of the kinds of stories cited here, particularly those with Conflict of 
Interest frames (8 percent of the sample), raise questions about the political and 
economic context of health and medicine that Turrow sees as missing in f ic-
tional representations. At the same time, as with the stories we explored above 
that interpreted health and medicine within Social frames, the extent to which 
these stories bring into question the authority of biomedical institutions, let alone 
biomedicine as a form of knowledge, should not be exaggerated. Few of these 
stories involve structural critiques of US health and medicine, of the for-profit 
nature of pharmaceutical companies or health-care providers, for example, or 
of the fee-for-service system. They involve charges of wrongdoing by particular 
actors and calls for particular regulatory responses—taking a drug off the market 
or regulating a price. Although they bring in lay voices—those of politicians and 
victims—in important ways, they rely primarily on biomedical science as a source 
of authority and evidence.

These stories also very typically remain within a Biomedical Miracle frame 
rather than questioning it: the scandal, as they report it, is not that the frame is 
false but that it has been betrayed. On 29 March 2011, CBS’s Wyatt Andrews, 
who covers “politics, health care, energy, the environment and foreign affairs,” 
reported on a controversy over a synthetic form of progesterone that had recently 
been approved by the FDA under the name Makena. The price of the drug 
had soared, angering physicians and patients and prompting calls from members 
of Congress for an investigation. The report is strongly critical of the particular 
pharmaceutical company, and refutes the claim that the costs of research justify 
high prices by observing that research on this drug was funded by US taxpayers. 
But it begins, “To the Henderson family, it’s the drug that produced a miracle” 
as we see the mother holding her new infant, who expresses her gratitude that 
she had access to this drug.” Like many such stories, this one criticizes particular 
actors while reaffirming the dominant perspective on biomedical technology as 
the solution to health problems.

Repairing disruptions of biocommunicability

There is one more particularly common focus of stories that we coded as negative or 
mixed in their portrayal of biomedical authority: many of them focus on confusion 
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What does this mean “for the rest of us?”  97

and controversy sparked by changes in or conflicts over medical recommenda-
tions. Health news, as we saw in Chapter 1, often tells stories of patient-consumers 
forced to take the search for information into their own hands, at least temporar-
ily, when science or health professionals fail to provide reliable knowledge. Such 
stories involve disruptions of biocommunicability, and they often provide striking 
expansions in the scope of biomediatization: the flow of health information surges 
into public channels, with, for example, biomedical professionals debating one 
another in the news media and extensive discussion among lay populations, both 
face-to-face and through social media. Journalists often play particularly active and 
interesting roles in these cases, negotiating the breach of biocommunicability and 
mediating between contending perspectives, both lay and professional.

On 21 October 2009, for example, Gina Kolata reported in the NYT that the 
American Cancer Society, responding in part to an analysis published in the Journal 
of the American Medical Association, was

quietly working on a message, to put on its website early next year, to 
emphasize that screening for breast, prostate cancer and certain other cancers 
comes with a real risk of over-treating many small cancers, while missing 
cancers that are deadly.

Immediately after the story ran, Dr. Otis W. Brawly, the chief medical officer 
of the American Cancer Society and the main source for Kolata’s story, issued a 
press release clarifying that the ACS did not intend to revise its guidelines. That 
night, NBC’s Brian Williams introduced Bazell’s report by saying, “Tonight there 
is confusion from the experts on how widespread [cancer screening] should really 
be.” Bazell summarized the science on cancer screening and showed a clip in 
which Brawly explained, “Screening technology is complex. What appears to be 
simple actually has many layers to it.” “These layers lead to controversies,” Bazell 
concluded, “that, Brian, never seem to end.” In the face of this disruption of bio-
communicability, with science apparently not providing clear answers for the lay 
public, the anchor turns to Bazell, and says, “And now this is where we ask you 
to be Bob ‘Bottom Line’ Bazell. . . . What’s the deal?” The standard structure of 
health and medical stories on network television follows the film report with a 
conversation in which the anchor asks the medical specialist for “the bottom line” 
or an explanation of what this means “for the rest of us.”28 Here, Bazell responds:

The deal is that neither mammograms nor PSAs are as good as anybody 
would like them to be. They can miss deadly cancers, they can see things 
that aren’t really there and require unnecessary surgery. We need better tests 
for both of these deadly cancers, and that’s the bottom line. Until we have 
better tests, this controversy is going to continue.

The following month, the US Preventive Services Task Force issued revised 
recommendations, saying that women without elevated risk for cancer did not 
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98 Toward a framework for studying biomediatization

need to start routine mammograms until age 50. That story led the NBC Nightly 
News (17 Nov. 2009) with a five minute, forty second report—exceptionally 
long for television—by Chief Medical Editor Dr. Nancy Snyderman. In introduc-
ing the report, Brian Williams says of the jump from 40 to 50, “a change that big, 
that sudden, isn’t being taken lightly. Women are surprised, they’re angry, they’re 
skeptical. . . . “ Snyderman shows reactions from women across the country, 
summarizes the guidelines, then shows soundbites from one doctor who supports 
and one who rejects the change. It is followed by a lengthy conversation with the 
anchor, which includes the following exchange:

[Williams:] And with people currently so suspicious about insurance com-
panies and for that matter a lot of doctors . . . will this wash through the 
medical community slowly or quickly?

[Snyderman:] . . . Slowly, we’ll see younger doctors take this on. The doctors 
who are entrenched and believe they’re working off anecdotes and what 
they see in their offices, how they want to practice medicine, I suspect that 
these doctors will be a little slower to pick up the recommendations.

[Williams:] . . . My e-mail file today, and I imagine yours as well, filled up 
with so many women between the ages of 40 and 50 saying, “I am a survivor. 
I wouldn’t be a survivor today if my tumor hadn’t been caught by a mam-
mogram when I was in my 40s.” . . . What do you say to all those women? 
[As he asks this, Snyderman looks agitated, perhaps annoyed, anxious to jump in.]

[Snyderman:] Brian that’s where we have to be very careful to remember that 
anecdotes and this big body of science don’t necessarily jibe. The anecdotes 
are important but they’re just individual studies, and this big piece of new 
information in fact looks at all the numbers and takes a lot of the emotion 
out of it. I think that’s one of the hardest messages for today. Whether or not 
this was a false safety net for most of us, the experts on this panel are saying 
that the data speaks for itself, in fact it’s very strong, Brian.

Williams then concludes, as is also now standard with major medical stories for 
which a big public reaction is expected, by referring viewers to the NBC website, 
where they can ask their questions directly to Snyderman.

These kinds of stories involve breaches in the legitimation of medical authority, 
of expectations, rooted in the biomedical authority model, that medical science 
will provide clear, unambiguous recommendations. The controversies arise as bio-
medical actors grapple with the limitations of medical technology and come into 
conflict over how to respond. These disagreements are not only over science and 
clinical practice but also over issues of biocommunicability. There is obviously 
some irony in the fact that the American Cancer Society was “quietly” considering 
a message on its website to reflect the doubts about cancer screening that specialists 
were debating, and yet its chief medical officer spoke about this to a reporter for 
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the NYT. The controversy that forced him to issue a clarificatio n, as the Times 
story raced around the Internet and increasingly broad forums of popular media, 
was rooted partly in a disagreement over whether health authorities should try 
to project the traditional Medical Authority model of biocommunicability and 
present recommendations as if the science were clear-cut, in order to avoid “con-
fusing” the mass public, or on the contrary should encourage broader discussio n 
and awareness of the limitations of knowledge and the complexity of the deci-
sions involved. The former view is probably unrealistic in the contemporar y 
media environment, and as we saw in Chapter 2, health journalists, by the nature 
of their structural position, are almost always advocates for some version of the 
patient-consumer and public sphere models of biocommunicability, with their 
emphasis on greater openness. The nature of the journalists’ mediating role 
makes it imperative for them to foreground the professional conflicts and doubts 
that underlie the controversy as well as the strong reactions among laypersons 
these controversies generate.

These lay reactions are often directed at the media as well as at biomedical 
institutions: one typical thread of comments on an on-line breast cancer discussion 
board said of an NYT follow-up story on the American Cancer Society guidelines, 
“Ladies, Have you seen this article in the New York Times? Maybe as a stage 4 
patient I am oversensitive but it made my blood boil.”29 Journalists feel pressure to 
acknowledge these strong lay reactions, which in the contemporary media envi-
ronment circulate through many channels.

Both the Bazell and Snyderman stories cited above were among the 18 we 
coded Negative/Critical, Bazell’s for the emphasis on the limitations of existing 
screening technologies, Snyderman’s for its repeated emphasis on lay frustration 
and skepticism of medical authorities. Yet the journalists’ role here is complex: 
they are simultaneously playing the watchdog who is subjecting authorities to 
scrutiny; the voice of the people giving the common woman her say; and the 
expert, the voice of science. When the anchor asks for their “bottom line” in 
the face of a breach of biomedical authority, they typically play the role of restor-
ing medical authority in their own performance, giving audiences the clear, honest 
answers that seem threatened by conflict of interest or disagreement.

Often the physician/correspondents—and other specialist health journalists—
intervene to make the case for “evidence-based” medicine against both lay and 
professional skeptics. Snyderman’s criticism of “entrenched” physicians “who are . . .  
working off anecdotes” is interesting in light of the “two cultures” theory of health 
journalism and the assumption that media transmission of medical knowledge is dis-
torted by the “personalization bias” inherent in media logic. The conflict between 
the “anecdotal” and the “scientific” points of view is in fact internal to biomedi-
cine, and is not something introduced from the outside, by journalists. One of very 
few clear statements of an “anecdotal” point of view in our television sample was 
expressed by a cardiac electrophysiologist in a story about mandatory screening 
of athletes.30 Responding to studies that questioned its value, he says, “If it’s your 
child, I don’t think anyone would care what the statistics are, if it saves your child’s 
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100 Toward a framework for studying biomediatization

life, it’s priceless.” In our interviews, health journalists routinely rejected this kind 
of reasoning. One SDU-T reporter contrasted “qualified sources,” on which she 
relied for information with patients who were often “the last to know” whether 
a treatment worked or not.31 Readers, she told us, sometimes urged her to write 
a story regarding a mode of therapy that helped them, such as chiropractic treat-
ment, and thus purportedly “works for everyone.” “Obviously,” she concluded, 
“this is ridiculous.” She reported that she had recently spent several weeks “trying 
to debunk” a claim advanced by mothers of children with aplastic anemia that 
there was an epidemic of the disease in the region.

Health journalists, like other journalists, see it as their job to deal with contro-
versies and scandals, not just with didactic health education or celebratory stories 
about triumphs of medical science, and they often do this fairly aggressively. As 
with other journalists covering controversy and scandal, however (Gans 1979:292–
293), their reporting is in a wider sense structured to reaffirm a vision of the 
correct social order, in this case one structured around biomedical science, which 
they advocate for, embody, and perform: they appear in the broadcast as idealized 
representatives of biomedical science who transcend the disagreements and scan-
dals and reassure us that biomedical science can give us the answers. One of the 
most common patterns in network television medical reporting is simply a closing 
exhortation from the correspondent to “ask your doctor.” For example, when 
ABC reported on “controversy and confusion about news on multi-vitamins,”32 
generated by a new study that contradicted widespread assumptions about their 
value, Besser wraps up with the advice, “If your doctor tells you to take a vita-
min, take one, because there’s many groups for whom they are beneficial.” The 
anchor then says, “All right, Rich Besser, clearing things up.” Like his counterparts 
at the other networks, Besser is attractive and authoritative, a kind of fusion of  
Dr. Marcus Welby and Walter Cronkite, and his presence represents reassurance 
that medicine can be trusted after all.

Conclusion

Health news focuses heavily on biomedical technology and intervention, often 
constructing strong, positive narratives of the miracles of medical science. It is 
also dominated to a large extent by the voices of biomedical insiders. It might 
be tempting, therefore, to see health news through the lens of medicalization, 
as field colonized by biomedical institutions and logics, and serving to extend 
their cultural influence. Our analysis suggests, however, that the reality is much 
more complex. Like other forms of news, health news often focuses on issues 
subject to conflict and controversy, in which competing actors, some inside and 
some outside of biomedicine, seek to frame the story in conflicting ways, often 
involving a particularly wide range of perspectives, including those of scientists, 
business interests, healthcare institutions, activist organization, politicians, patient 
advocates and other laypersons. Journalists mediate among these different actors 
and their perspectives, and the resulting stories are often highly complex.
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The significant presence of Biomedical, Lifestyle, and Social framings of health 
in health coverage, often in the same story, is one manifestation of this complexit y. 
While Biomedical framings tend to dominate in the majority of stories, Social 
framings are often important. In our interviews with journalists, they often stressed 
that they saw public policy angles as key criteria of newsworthiness, and we have 
seen here that indeed journalists often steer stories into the realm of public policy, 
focusing on scandals and breakdowns that, they suggest, ought to be addressed by 
some form of policy intervention. They tend to be uncomfortable, however, with 
broad structural understandings of health issues, often raising them briefly only to 
shift back toward more familiar solutions at either the individual level or the level 
of specific policy intervention.

Health reporting tends to be positive more often than negative. This sets it apart 
from most genres of news, and reflects the cultural prestige of biomedicine, the 
assumption that it stands above controversy and public interest to serve consensual 
ends of truth and well-being. The kinds of historical transformations described 
by Clarke et al. (2003) and Starr (1982), the increased internal complexity of bio-
medicine, its blurred boundaries and deep engagements with other social fields, 
have eroded the more purely deferential coverage of an earlier era; our historical 
data suggest that these changes probably began in the 1970s, somewhat earlier than 
Clarke et al. suggest.

Much contemporary health coverage focuses on breaches of dominant models 
of biocommunicability, cases where scandals, conflicts, or shifting messages seem to 
threaten public trust in science. Journalists, often interacting with a variety of other 
actors, from conflicting factions of researchers or clinicians to angry or confused 
laypersons who “flood” their phone lines, e-mail, and websites, often highlight 
these conflicts, presenting themselves as voices to whom the public can turn for 
answers. In these cases, they very often take on the role of repairing the breach in 
biocommunicability; this is illustrated most graphically by the role of physician/cor-
respondents on television, typically strong advocates for “evidence-based medicine,”  
who perform and embody the restoration of biomedical authority as they advise 
viewers how to negotiate shifting or uncertain medical advice. We will see other 
kinds of examples in Part II, particularly in our discussion of boundary-work in 
pharma coverage in Chapter 5. Here the intertwining of biomedicalization and 
mediatization that is at the heart of this book can be seen clearly as the news media 
take on the role, not of passively transmitting information from biomedical author-
ities, but of actively negotiating among competing constructions of biomedical 
knowledge, negotiating the boundaries between biomedical and other forms of 
knowledge, and representing and advocating for biomedicine with the multiple 
publics they address.

Notes

 1 For a more extended analysis of these historical trends in health reporting, see Hallin, 
Brandt, and Briggs (2013).
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102 Toward a framework for studying biomediatization

 2 The sample was constructed by randomly selecting 12 dates out of each month and 
then randomly selecting one of the broadcast networks (ABC, CBS, NBC) for each 
date. If that network was not available for that date in the Vanderbilt Television News 
Archive, another was substituted. We then scanned the Vanderbilt Index and Abstracts to 
find stories related to health and medicine, a procedure that produced a wider and fuller 
sample than would be obtained using key word searches. Stories less than 30 seconds in 
length were excluded. Stories were coded by a team including undergraduate research 
assistants at UC Berkeley participating and by the two principal investigators, follow-
ing a period of training using a sample not included in the final content analysis. Two 
graduate research assistants at UC San Diego coded later months not available when 
the Berkeley team did its work, following similar training. Each story was coded by two 
coders, and discrepancies in coding were discussed and resolved by the research team.

 3 “Taking Charge of Diabetes,” SDU-T, 11 Apr. 2006.
 4 Christina Jewett and Stephen K. Doig, “Chain’s Billings for Rare Ailments Stand Out,” 

San Francisco Chronicle, 14 Oct. 2011:A1, 10; Lance Williams, “Hospital Chain Frequently 
Bills for Rare Malady,” San Francisco Chronicle, 21 Dec. 2011:A1, 11.

 5 Marisa Lagos, San Francisco Chronicle, 28 May 2012:A1.
 6 Elissa Goodman, NYT, 14 May 2012:A1, 16.
 7 Interview by Dan Hallin and Charles Briggs, San Diego, 18 Jun. 2007.
 8 CT, 27 Jun. 1964.
 9 NYT, 7 Nov. 1964.
 10 30 Jun. 1966.
 11 Verhoeven (2008) similarly found that individual physicians had a diminishing presence 

in the news.
 12 Kirk Johnson, “Doubts as Portland Weighs Fluoride and Its Civic Virtues,” New York 

Times, 9 Sept. 2012:A17.
 13 ABC, 29 Apr. 2010.
 14 Cancer stories were 13.5 percent of the total sample; Influenza, due to the H1N1 pan-

demic, 8.4 percent; Substance Abuse (of all kinds), 5.4 percent; Cardiovascular Disease, 
4.8; Other Infectious Diseases (than Influenza and STDs), 3.15 percent; Obesity, 3.1 
percent; all others, below 3 percent. Thirty-one percent of stories did not focus on 
particular diseases.

 15 CBS, 9 Feb. 2010.
 16 CBS, 16 Sept. 2011.
 17 CBS, 18 Aug. 2009.
 18 ABC, 14 Dec. 2010.
 19 ABC, 7 Oct. 2009.
 20 21 Oct. 2009.
 21 Denise Grady, “U.S. Panel Criticized as Overstating Cancer Risks,” NYT, 6 May 2010.
 22 10 Sept. 2009.
 23 Unlike Clarke and Everest we did not treat the three frames as mutually exclusive, and 

allowed for the possibility of coding more than one. In fact, the frames co-occurred 
frequently: 43.0 percent of all the cases for which at least one of these frames was coded, 
another was also coded. There was, moreover, some tendency for Lifestyle and Social 
frames to occur together. With Health Reform stories excluded, the gamma coefficient 
for the association between the two (the appropriate measure because they are ordinal 
variables with skewed marginals) was .295 (p<.002). The Biomedical frame, on the other 
hand, tended to drive other frames out of the story: the gamma coefficients for the asso-
ciation of Biomedical frame with Lifestyle was -.496 (p < .001) and for Biomedical and 
Social, -.347 (p < .001).

 24 Lawrence (2004) found a significant shift toward what she called Systemic frames in 
newspaper and television coverage of obesity from 1985 to 2003.

 25 There were two in our sample: ABC, 24 Oct. 2010 and CBS, 25 Oct. 2010.
 26 CBS, 5 Jun. 2010.
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 27 Gary Robbins, “Up for the Challenge,” 6 Jan. 2013:B1,4; Kathryn Roethel, “The Virus 
Hunter – S.F. Scientists Leads the Way to Prevent the Next Pandemic,” S.F. Chronicle, 19 
Feb. 2012:A1, 13.

 28 This phrase came from NBC’s anchor Brian Williams, when asking Chief Science 
Correspondent Robert Bazell to explain reports of a potential “swine flu” pandemic on 
24 Apr. 2009.

 29 https://community.breastcancer.org/forum/109/topic/777002?page=4, posted 25 Oct. 
2011.

 30 CBS, 10 Mar. 2011.
 31 E-mail interview by Dan Hallin, 9 Jul. 2007.
 32 12 Oct. 2011.
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PART II

Biomediatization up close: 
three case studies
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4
“YOU HAVE TO HIT IT HARD,  
HIT IT EARLY”

Biomediatizing the 2009 H1N1 epidemic

On 23 April 2009, NBC News reported a press conference at the Centers for Disease 
Control and Prevention (CDC) that discussed seven US cases of what anchor Brian 
Williams described as “a strange new kind of swine flu.” The story, only eighty 
seconds long, was sandwiched between segments on credit cards, unemployment, 
and wildfires. Science correspondent Robert Bazell described officials as “very con-
cerned” about a new virus that combined genetic elements from pig, bird, and 
human flus, “and it’s exactly that kind of virus that officials have been worried about 
setting off a possible pandemic.” He noted that officials stressed “there is no reason 
for any kind of public panic,” as none of the US cases had resulted in serious illness, 
before mentioning a larger number of cases in Mexico, whose connection to the US 
cases officials “very, very, very seriously want to find out.”

NYT health reporter David Duncan1 also followed the story; his short article 
similarly reported the “unusual strain of swine flu,” its genetic components, and 
its person-to-person transmission in Texas, but quoted the low-keyed assessment 
by CDC briefer Dr. Anne Schuchat of the National Center for Immunization and 
Respiratory Diseases, who said that “we don’t think this is a time for major concern.”  
Duncan mentions that “the agency has been wary of causing panic over influenza 
cases” since the 1976 fiasco in which President Gerald Ford ordered massive vac-
cination to prevent an H1N1 epidemic that never materialized (see Neustadt and 
Fineberg 1978; Fineberg 2008). Duncan, like Bazell, noted “a ‘relatively high’ 
fatality rate for people in Mexico.” He added an oblique criticism of the CDC, 
about which we will say more later: “Asked about [the Mexican cases], American 
officials said they had no information.” The story’s placement on page 13 suggests 
its status, like the NBC segment, as routine news.

This chapter focuses on the way that—within 24 hours—these brief reports 
mushroomed into one of the year’s major news stories, globally and across media. 
Given that leading US health journalists and officials often cite H1N1 coverage 
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108 Biomediatization up close: three case studies

both as a model for risk and emergency communication and as demonstrating that 
“investments” in biosecurity were “successful,” we decided to turn that coverage 
into one of our central case studies of biomediatization.

A day later, “swine flu” led the news on all three broadcast networks, as on CNN. 
NBC’s Bazell again covered the story, a three-minute package that included shots 
of headlines from Mexico City newspapers highlighting the word “Emergencia.” 
Bazell began, “This much is known: there is an outbreak in Mexico of a new 
strain of flu that can be deadly.” The camera then zooms in on a vial held by a 
lab worker in protective gear (Figure 4.1). This is a familiar technique in science 
reporting, one that seems to insert the story’s scientific referent directly into the 
media frame (Manoff 1989), like an illustration in a scientific text (Latour 1987), 
transforming the virus into a object of scientific knowledge—even if, in this case, 
it was still largely unknown. Then came another standard visual in representing 
epidemics—one that health coverage shares with “national security” reporting—a 
map of the Mexico–US border, situating the new virus geographically. The flu has 
killed “some 60 people” in Mexico and sickened eight in US border states, Bazell 
reports. Acting CDC Director Richard Besser then appears in a news conference, 
speaking from a lectern flanked by flags, with a dark blue background and the 
CDC’s blue logo behind him: “This is something we are worried about, and we 
are treating very seriously, and I think that it’s important that people are paying 
attention to what’s going on” (Figure 4.2).

FIGURE 4.1  H1N1 Pandemic, day one, NBC news: a lab worker in biohazard gear 
works with a vial presumably containing the mysterious and threatening 
virus. NBC News, 24 Apr. 2009.
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“You have to hit it hard, hit it early”  109

Bazell returns to Mexico, reporting that “the Mexican government has closed 
schools, museums, libraries, and other public facilities.” We then encounter what 
would become the iconic visual image of the H1N1 pandemic worldwide, familiar 
to audiences from the SARS epidemic: people wearing surgical face masks. Bazell’s 
introduction promises to tell us what is “known,” but implies that much is not; 
he soon turns to “the big question now, how much further will the virus spread?” 
“We really are in a very difficult position right now,” says University of Minnesota 
infectious disease specialist Michael Osterholm, a frequent NBC source, “where we 
have much more uncertainty than certainty.” Osterholm is a significant figure in 
the movement to bolster public health “preparedness,” an important theme in this 
chapter. When he says “we,” he seems to mean simultaneously experts and public 
health officials who must manage the crisis, and society as a whole, which depends 
on those experts. Osterholm continues, “and, unfortunately, that uncertainty all 
bodes poorly for the future if we show ongoing transmission.”

An image of pigs fills the screen, followed by one of “the virus” itself juxtaposed 
with shots of pigs, chickens, and people, visualizing its genetic origin (Figure 4.3). 
Bazell notes that experts have long worried that a new virus could have pandemic 
potential. The most ominous segment evokes the 1918–20 pandemic that killed 
“some 50 million people worldwide.” Black and white images, first of a patient in 
bed, then of rows of crosses, give way reassuringly to an image of public health: 
the ever-calm Besser appears before the blue background and flags saying, “WHO 
is not at the point of declaring a pandemic. We are at the point of trying to learn 

FIGURE 4.2  H1N1 Pandemic, day one, NBC news: Dr. Richard Besser, Acting 
Director of the CDC, holds a press briefing. NBC News, 24 Apr. 2009.
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110 Biomediatization up close: three case studies

more about this virus, and understand its transmission and how to control it.” 
Then we see images of scientists donning “space suits,” entering a high security lab, 
and sealing an imposing door.

After Bazell explains that current vaccines don’t protect against the new virus, 
the anchor asks what this means “for the rest of us:” “Is this a case of ‘and now we 
wait?’” Bazell’s answer is perhaps more complicated than Williams hoped—indeed, 
his story as a whole is quite complex. “It’s the worst situation for public health, 
because all you can do is wait, although it would be a very good time for all the com-
munities to review the preparedness plans they were supposed to come up with.” 
Bazell thus includes public health officials among those who must wait; suggesting 
that the popular medium of television can address multiple audiences, including lay 
and specialized viewers. Bazell then notes that “we’ll see in the next few weeks” if 
preparedness plans “need to be put in place,” closing by transmitting advice to the 
lay audience: officials have strongly cautioned against hoarding the antiviral Tamiflu.

Duncan published an article in the on-line version of the NYT that same day, 
appearing on the next day’s front page as a “refer.” The story ran to over a thousand 
words and included five photographs and a map. Co-authored by Mexico corre-
spondent Jeff Richards,2 it featured most of the narrative elements contained in the 
NBC broadcast and expanded the epidemic geography to Canada. Duncan and 
Richards presented more detail on the genetics of the virus, the 1918–20, 1957 and 
1968 H1N1 epidemics, 2003 SARS cases in Canada, and the distribution and lethality 
of H1, H2, H3, and H5 viruses. They cited WHO’s figures of 60 Mexican deaths, 
800 cases, and 1,004 possible cases, detailing guidelines issued by Mexican officials 

FIGURE 4.3  H1N1 Pandemic, day one, NBC news: “The new virus has genetic elements, 
not just from pigs, but from humans and birds.” NBC News, 24 Apr. 2009.
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“You have to hit it hard, hit it early”  111

(including “refrain from shaking hands or greeting women with a kiss on the right 
cheek, as is common in Mexico”) introducing an element of cultural reasoning. They 
suggested that the demographic profile of Mexican H1N1 deaths, consisting mainly of 
“young, healthy adults” was a source of concern, suggesting that a “cytokine storm” 
in immune systems might cause such deaths. Noting that WHO was considering rais-
ing the pandemic flu alert from level 3 to 4, Duncan and Richards quote a “flu virus 
expert” as projecting the emotional effects of WHO’s potential action—this would 
“really raise the hackles of everyone around the world.” They quote Besser as hav-
ing ruled out imposing border restrictions or warning people not to visit Mexico as 
“containment measures,” echoing Bazell’s suggestion that a sense of alarm can lead 
to public overreaction, including Mexicans rushing “to buy masks or get checkups.”

This flu virus did spread around the world; WHO declared it pandemic on  
11 June. H1N1 was a major focus of attention among media globally; on US networ k 
television it was the second leading news story of 2009, after the debate on healthcare 
reform. It became a central, if passing element of popular culture, widely discussed 
among mass publics and entertainment media humor. A major global health policy 
focus, the US Congress allocated $7.65 billion in June and Britain spent $1.8 billio n 
on H1N1. The H1N1 focus sometimes put other public health activities in the 
background (Enanoria et al. 2013). Not terribly virulent, H1N1 did not become 
the global catastrophe many experts feared, resulting in 60.8 millio n estimated US 
cases, 274,304 hospitalizations, and 12,469 deaths (Shrestha et al. 2011). One study 
estimated global mortality at between 151,7000 and 575,000, very difficult to know, 
as the range suggests (Dahwood et al. 2012). These figures are comparable to annual 
deaths from seasonal flu.

Here we scrutinize a prime example of the co-production of biomedical objects 
by journalists, health professionals, and other actors. Although news coverage of 
the 2009 H1N1 pandemic often strongly invoked the biomedical authority model 
of communicability of health knowledge flowing downward from the realm of 
science to the mass public, the reality was much more complex. When H1N1 
exploded onto the world stage, scientific knowledge about the virus was in its early 
stages. Based on research with leading virologists and epidemiologists, anthropolo-
gist Theresa MacPhail suggests that they had detected the presence of a new H1N1 
strain several weeks earlier and had focused on producing a definitive genetic phy-
logeny, an account of the virus’ past that would—in the view of some—enable them 
to predict its future (MacPhail 2014:32–33). Nevertheless, she reports, these inter-
locutors “told me the same thing—that certain key pieces of information about the 
virus were missing during the first few days and weeks of the 2009 H1N1 outbreak: 
its virulence, transmissibility, and origins” (2014:38). Viruses are not stable entities 
and might easily mutate into something quite different. Anthropologist Celia Lowe 
(2010) suggests that it is best to think of viruses not as species with stable borders but 
as “viral clouds” that shift rapidly through unstable RNA replication and genetic 
exchanges with other organisms. Research exploring the genetic makeup of the 
virus, its means of transmission, its mortality rates and risks for various population 
segments, would be published only several weeks later, after the story had peaked 
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112 Biomediatization up close: three case studies

in the news and key decisions about the public health response had been made. 
Even then, published papers were peppered with phrases like “judging its pandemic 
potential is difficult with limited data” (Fraser et al. 2009:1557). Still today, much 
about the virus remains subject to debate. Here, clearly, science did not come f irst, 
and biomediatization later; both were produced simultaneously.

News coverage of the H1N1 pandemic was extensive and scholars have devoted 
so much attention to it that it is possibly the most intensively analyzed epidemic 
to date. This remarkable proliferation of scholarship emerging from a number of 
disciplines and addressing a variety of audiences provides a striking example of how 
research on health news coverage can break out of the small niches in which it is 
usually contained.3 We build on this research here by bringing to bear the con-
cept of biomediatization, and looking both at the content of news coverage and 
at the practices and interactions of key actors involved in the production of that 
content, particularly journalists and public health officials. As in the rest of this book, 
we seek to go beyond the question of whether media coverage was “over-hyped,” 
whether it correctly reflected the epidemiology of the pandemic. Our goal was to 
delve more deeply into biomediatization, to discern the extensive networks and 
forms of collaboration between health and media professionals and others distributed 
among numerous sites that resulted in the H1N1 coverage. We argue here that the 
“viral networks” of epidemiologists and virologists explored by MacPhail (2014) and 
other STS scholars centrally included journalists. Our understanding of these actor-
networks will fall short of grasping the nature of epidemic and other objects, their 
making and impact, if ideological separations between technoscience and “the media” 
continue to preclude awareness of how networks extend into press conferences and 
newsrooms as well as into laboratories, hospitals, and corporate boardrooms. H1N1, 
particularly when vaccination became the focus, also demonstrated how this alliance 
encounters resistance from both the right and the left, particularly on social media. 
There are important parallels between health reporting during a “public health emer-
gency” and “national security” reporting, which we also explore.

In keeping with our multimethod approach, we randomly selected 50 articles from 
two newspapers with national audiences (USA Today and the New York Times), two 
regional ones (the San Diego Union-Tribune and Atlanta Journal-Constitution), and one 
local tabloid (the New York Post). We analyzed these and a sample of national network 
news stories quantitatively and qualitatively. We focused on sources, how stories char-
acterized public health officials and how officials framed H1N1, the tone of stories, 
how they characterized the virus, and the relationship between numbers of stories 
and of cases in April–July 2009. We used the comments sections of newspaper, radio, 
and television websites and other sources to track Internet and social media discus-
sions. We also interviewed journalists reporting for media ranging from small, local 
newspapers and radio and television stations to national network television and the 
NYT. We interviewed city, county, state, and national public health officials as well 
as epidemiologists and other researchers. We also conducted ethnography whenever 
possible, including in biosecurity “exercises” that came in the wake of H1N1. This 
chapter demonstrates why this combination of research strategies makes a difference.
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“You have to hit it hard, hit it early”  113

Co-producing H1N1: the first day

On 23 April, H1N1 was a minor story about eight US cases. By the next day the 
virus had not only become a dominant news story but had jumped to the top of 
public health agendas and generated major commitments of funds and resources 
stockpiled for biopreparedness. Bazell’s and Duncan’s stories presented a com-
plex, coherent representation of this new biomedical object that would prove 
remarkably persistent. Epidemics typically go through a kind of life cycle of public 
representation, moving from an emphasis on alarming representations of general-
ized threats to the “containment” of fear (Ungar 1998). To some extent we see this 
cycle within the reporting of H1N1 on the very first day, and we explore below 
how it played out over the following weeks. We also see different media frames 
circulating in the fall, as attention shifted to the H1N1 vaccine.

How was it that such a coherent narrative about a still largely unknown health 
threat emerged essentially overnight and then went on to dominate most public 
discourse as the epidemic unfolded? In general, the nature of journalists’ work is 
to create coherent narratives about new social objects that emerge suddenly onto 
the public agenda. The routines of news work function to make this possible, ena-
bling journalists to fit emerging objects into standard categories and storylines (Rock 
1973). What these categories and storylines will be in a particular case, however, is 
shaped by complex social processes that involve not only journalists but other social 
actors, including, centrally, their sources. In this case, understanding how these nar-
ratives emerged more or less full-blown on 24 April 2009 requires going back over a 
long history of institutional development and of interaction between journalists and 
public health officials. We trace that story first by looking at the practices of Duncan 
at the NYT and Besser at the CDC, two key actors in the production of H1N1 
news, then we detail the biomediatization practices in which both participated.

“I was brewing that night, thinking—this is a pandemic!”:  
a reporters’ story

David Duncan is a reporters’ reporter.4 Graduating with high honors in a humani-
ties discipline from an elite public university, he started at the NYT as a copy-boy 
before landing a job there as a reporter, moving on to other media, then returning 
to the NYT, which stationed him in several foreign countries. Returning to New 
York, Executive Editor Howell Raines offered him a position reporting culture or 
science: he chose science. The science editor balked, saying she didn’t have room in 
her budget. “And she said: ‘Well, I need a health reporter’. And I said, ‘OK, I’ll be 
a health reporter.’” A decade later, he was a leading figure in US health journalism.

Duncan had been following reports of unusual cases of swine flu earlier in 
the week. On Tuesday 21 April the CDC’s Morbidity and Mortality Weekly Report 
(MMWR) mentioned one unusual case of swine flu. “Very early on,” Duncan 
said, “I realized that what had been spotted in [California] and Texas was prob-
ably connected” to how “Mexico City was in the grip of a mysterious disease.” 
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114 Biomediatization up close: three case studies

He participated in a 23 April CDC telephone conference call to reporters, a 
routine weekly follow-up to the MMWR. “I often try to listen to the press con-
ference and then try to ask my questions privately afterwards,” Duncan noted, 
“because I don’t want to tip what I’m writing.” Nevertheless, he asked Schuchat, 
according to the official transcript, about “reports that the Mexican authori-
ties informed the Canadian authorities that they were having a particularly bad 
flu season this year with a high case fatality rate” and asked if the CDC was 
investigating “a Mexican connection” with US cases.5 The CDC gave him “a 
brush-me-off answer”; follow-ups yielded nothing. He surmised that his ques-
tion may have “tipped off a number of reporters to this [being] a bigger story 
than they thought.” An NBC researcher was also on the call. After filing the 
story, “I was brewing that night, thinking: this is a pandemic–this is the begin-
nings of a potential pandemic.”

Arriving early the next morning, Duncan emailed the NYT ’s Mexico cor-
respondent “saying, ‘would you work with me on this?’ And [Jeff] immediately 
wrote back to me and said, ‘yeah, something’s going on here, and I was planning 
to write about it today.” The second “hurdle” facing Duncan was convincing the 
NYT’s editors; although this was “usually not very hard—they are usually fairly 
cooperative. But in the early days of the story, if you think the story is bigger than 
they realize, some of that can be difficult.” Indeed, pitching flu epidemic stories 
presents a particular challenge. Duncan’s editor told us that

like SARS and like bird flu, these potential global pandemics are extremely 
difficult things to cover and difficult things to think about in terms of what 
kind of space we give it, how much emphasis we give it. It’s a tough call.6

Readers may become disillusioned if coverage seems overblown. The initial article 
appeared in print on Saturday the 25th, so the weekend editorial staff was in charge; 
Duncan worked with an editor who had little experience with health journalism.

The science editor suggested a trip to Texas, but Duncan responded: “It’s flu. 
It will be here before I can get to Texas, it will be in New York soon.” Duncan’s 
next story led with the news that officials believed 100 students at a Queens school 
had “swine flu.” Although H1N1 coverage began on the foreign desk, with the 
local cases “the metro desk got excited,” followed by the national desk; “for a while 
there, . . . the paper was full of flu stories.” There were three stories in Monday’s 
edition, more daily by mid-week. In the science editor’s words, “It became a 
worldwide, 24-hour story, and we have the resources here and we threw them at 
it to figure out what was going on.” Duncan said it turned “into a complete fire 
drill, . . . with me writing the lead story with feeds . . . from reporters all over the 
world.” Soon Duncan was able to leave “the daily mish-mash” to other reporters 
and focus on “a little more analysis.” As is often the case with specialist reporters, 
Duncan played the role of “expert” within the NYT, explaining public health to 
non-specialist journalists. “You’re trying to coordinate your story with the metro 
reporters,” he explained at one point, “and the poor graphics people who are being 
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“You have to hit it hard, hit it early”  115

screamed at to have an exact count of the number of cases and deaths and stuff, 
and I’m trying to explain to them: there is no exact count.” He went on to explain 
what was involved in confirming a case of H1N1 through laboratory tests, and why 
it would not make sense from a public health point of view to test everyone who 
went to the doctor with flu-like symptoms.

Duncan’s reporting emerged from a process that began long before H1N1 and 
beyond his NYT cubicle. He stressed that his H1N1 stories were shaped by long 
experience in reporting on influenza. “The truth is, in the minds of people like 
me and Keith Bradsher and others, simply having been through H5N1 made us 
better prepared to know what the big issues are for H1N1.”7 Bradsher has been 
the NYT’s Bureau Chief in Hong Kong since 2002, a city that “has taken its stig-
matized reputation as the source of global influenza to its logical and empowering 
conclusion; if someone wants to understand the virus, then she must do research 
in the city” (MacPhail 2014:77). MacPhail, who studied the H1N1 research con-
ducted in these labs, suggests that there was “a palpable tension” between what a 
virologist or epidemiologist “might state openly in the media or in a government 
report” and “what he might say freely or ‘off the record’ among his colleagues or 
to people who had access to similarly contextual information” (2014:5). In say-
ing, “I think we were much less naïve on covering the epidemic than most other 
reporters,” Duncan precisely challenged the notion that he, Bradsher, and other 
leading health and scientific journalists inhabited a separate sphere of “the media.” 
The constant exchanges of knowledge among leading journalists, researchers, and 
public health officials, complemented by their reading many of the same journals 
and blogs and watching influenza-related news globally, linked them in a biome-
diatization process that emerged not simply in April 2009 but over years.

We turn next to the key role of biosecurity in shaping this “viral network” of 
epidemiologists, virologists, . . . and journalists.

Practicing public health in front of the camera: the top US public 
health mediatizer

Acting CDC Director Richard Besser was a key figure in biomediatizing H1N1. 
Like Duncan, his role was shaped by a deep history of boundary-crossing. We have 
already encountered Besser in Chapter 2, in his post-H1N1 role as chief health 
and medical editor for ABC news, where, as he told us, he continues to “practice 
public health in front of the camera.” Besser has crossed multiple boundaries in 
his career. After a residency in pediatrics, he trained in epidemiology at the CDC 
before joining U.C. San Diego’s pediatrics faculty, simultaneously working as a 
health reporter for a local television station. Returning to the CDC, he directed 
its Coordinating Office for Terrorism Preparedness and Emergency Response for 
four years before being named acting director in January 2009.8

When Dan asked him what took place in the CDC at the beginning of the 
epidemic, Besser recalled: “recognition of the outbreak came fairly quickly. . . . 
It was a couple of days after putting together what we were seeing in the US 
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116 Biomediatization up close: three case studies

with information in Mexico that it looked like it could be the start of the next 
pandemic.” On 23 April, when the outbreak was considered still “kind of small” 
it made sense to convey information in a routine telephone press conference 
through a subordinate. “Then as it got bigger it quickly made it to the level 
of me, as Acting Director, to get people’s attention.” Beyond the content of 
Besser’s remarks, the very format of a press conference provided a metacommu-
nicative frame designed to shape how H1N1 would be biomediatized from the 
start: “One of the principles we use in communication is you kind of escalate 
depending on the response you want to get.” Besser was clear that the CDC 
placed biomediatization at the center of its H1N1 efforts:

We made a decision on the first day that communication was going to be a 
critical part of what we did, . . . that we were going to make sure that if any 
news outlet wanted information about the outbreak they were going to be 
able to get it from us . . . . That we would practice the principles of emer-
gency risk communication . . . a lot of us had been trained in. So we would 
tell people what we knew, when we knew it. We would tell them, when 
we didn’t know, what we were doing to find the answers. And by doing so, 
hopefully to engender trust.

Besser was centrally involved, with much of his time during the pandemic devoted 
to doing press conferences daily and making himself available to morning and 
evening television news shows.

Beyond news media, the CDC was

deliberately communicating in multiple directions—up to the political level, 
out to the public through . . . press conferences, across our agency, so people at 
the CDC knew what was going on, across to other departments that had a role.

The CDC placed daily conference calls to state epidemiologists and public health 
officers, local health officials, and clinician organizations. For Besser, successful risk 
communication required making sure that “the public trusted you, but also that 
the political leadership trusted you.” Besser and his staff also contacted the “leading 
voices in public health,” making

a deliberate effort to reach out during this time and call those people who 
I knew were going to be on the networks . . . and say, ‘Here’s what we’re 
doing, here’s what we see, here’s what we think is going on, is there any-
thing we’re not thinking of?’ You know, ‘what do you think?’ And the 
attempt to pull people inside the tent so that they felt part of what was going 
on and they weren’t just lobbing grenades.

The CDC constructed what Besser called “Team B, a group of experts.” This 
group included David Spencer, the former CDC director who lost his job in the 
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“You have to hit it hard, hit it early”  117

wake of the 1976 H1N1 vaccination debacle, and Institute of Medicine President 
Harvey Fineberg, co-author of a book critical of the 1976 vaccination campaign 
(Neustadt and Fineberg 1978). Besser thus included “the critics or the second-
guessers who might have some good ideas but also might undermine public 
confidence in what we were doing.” He added that “this is something that’s done 
in the military all the time” but infrequently in public health.

This massive communication effort has often been criticized, given that the 
virus did not prove the major threat officials had initially feared. H1N1 has been 
described by Barker (2012:708) as “the bureaucratic reflex [that] produced an event 
that accelerated beyond the present actuality of the socio-biological occurrence of 
the virus.” It was, Barker wrote, “a novel virus” that “sprang the sensitized surveil-
lance trap of global influenza preparedness.” When Dan asked Besser whether the 
emergency communication strategy had been too successful, he responded, “You 
only have one chance to get out ahead of a new outbreak. You have to hit it hard, 
hit it early, and then you can back off.”

Exercising pandemic flu

“Public health,” Besser told Dan, “. . . is very data-driven. . . . You want to know 
the science; you want to know the data; you want to know the information. If 
there’s one study that points to something, you want a second study that confirms 
it.” Like the county public health officer Norris (Chapter 2), Besser constructs 
health communication, like medicine and public health, as ideally evidence-based, 
as a linear process in which publics are constructed for statistically verified knowl-
edge already existing in specialized biomedical domains. In a case like H1N1, 
however, Besser explained that biomediatization could not wait for complete data:

We went in a different way with this, saying, ‘we’re going to share what we 
know when we know it, and some of it’s going to be wrong. And when we 
find out it’s wrong, we’re going to change it.’

How could Besser help create a coherent narrative about H1N1 so rapidly when 
so little was known about the virus? His answer stressed that the CDC had been 
preparing for years for precisely this moment:

[T]he materials were there. They had to be modified, because we’d been 
planning for bird flu, and this was pig flu, but that’s very different from start-
ing with an unknown infection where you may not have materials. Here we 
had the messages around the flu. . . . So it was a matter of figuring out and 
tailoring, rather than starting from scratch.

Explaining this apparent contradiction requires pushing further back in time. US 
health and media professionals most commonly evaluated the biomediatization of 
H1N1 in comparison with how officials responded when letters containing anthrax 
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118 Biomediatization up close: three case studies

bacteria were sent through the mail weeks after the World Trade Center attacks. 
That a “newly emerging” strain of an influenza virus would be compared with a 
“bioterrorism” incident provides an indication of how tightly health communica-
tion and security were coupled when Besser “activated” the Division of Emergency 
Operations, Office of Public Health Preparedness and Response. This unit includes 
a “large emergency communications unit” headed by Dr. Marsha Vanderford, a 
Ph.D. in Communication. The “securitization” of H1N1 is reflected in the formal 
investment of control over H1N1 communication in the Department of Homeland 
Security, though in this case the CDC, careful, as Besser says to keep the trust of 
the political leadership, managed to keep effective control. The securitization of 
health communication was not initiated in April 2009 or even following 9/11 but 
emerged over years by two massive endeavors in which the CDC played a leading 
role: the dissemination of techniques of “emergency risk communication” and the 
proliferation of health-related “exercises” or “scenarios” (Figure 4.4).

Besser noted that “we would practice the principles of emergency risk commu-
nication, and a lot of us had been trained in risk communication.” These practices 
were codified in the CDC’s (2002) Crisis and Emergency Risk Communication man-
ual and associated course; a version focuses specifically on Pandemic Influenza (CDC 
2007[2006]). An elaborate cultural model of language, these manuals construct 
pandemic temporalities and risks as much in communicative as in clinical and 
epidemiological terms. One focus is managing problematic “public” emotions—
which “range from terror and shock to blame, anger, and guilt”—by providing 
information “which restores a sense of control, and by modeling optimistic behav-
ior” while the epidemiology is uncertain (2007[2006]:8). A checklist of “Basic 
Tenets of Emergency Risk Communication” includes (2007[2006]:15):

FIGURE 4.4  With video produced by the CDC, a mock news report for a pandemic 
flu exercise in Idaho on 28 July 2008.
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“You have to hit it hard, hit it early”  119

 Don’t over reassure.
 Acknowledge uncertainty. 
 Express that a process is in place to learn more.
 Give anticipatory guidance [regarding possible negative outcomes].
 Acknowledge people’s fears.
 Express wishes. “I wish we knew more.”
 Give people things to do.

The manual stresses the need to “quickly build trust and credibility” by displaying 
“[e]mpathy, expertise, [and] dedication” (2007[2006]:15), “showing competence 
and expertise; remaining honest and open” (2007[2006]:11), and repeating infor-
mation frequently in simple, jargon-free language. This training provides strategies 
for producing and managing emotions. H1N1 press releases, press conferences, 
and press reports embodied these principles to a remarkable degree; the terms used 
in the manual emerged frequently in the words of spokespersons from local offi-
cials to Obama himself. The emphasis on “acknowledging uncertainty” is strongly 
reflected in how journalists, public health officials, and influenza researchers spoke 
about the epidemic on 24 April and was a key feature of H1N1 coverage globally 
(Fogarty et al. 2011; Liu and Kim 2011; Staniland and Smith 2013) as in “prepared-
ness” discourses in general (Lakoff 2008). Dissemination of “crisis and emergency 
risk communication” principles across registers and professional domains helped 
build a biomediatization network that swiftly shaped “the swine flu epidemic.”

Health and media professionals frequently referred to a broader, more visible site for 
creating biomediatization networks, which Bazell invoked in the 24 April broadcast, 
“In preparation for bird flu, most communities were supposed to develop pandemic 
preparedness plans.” A leading network news health reporter told us,

I’ve gone to the CDC and other places or universities and sat in on panels on this 
stuff. And certainly with respect to H1N1 and the threat of pandemic bird flu, 
there have been conferences about this and how do we respond,  . . . scenarios.

As Besser put it, “we had also been exercising around pandemic flu for years,” and 
the CDC had given “states and locals . . . money to exercise on flu.” Moreover, 
“we had included reporters from some of the major media outlets in our exercises, 
so we could get a better sense of what things they’d want to know, what questions 
we might be hearing.” These exercises helped the CDC develop ongoing relation-
ships with, as Besser put it, “a cadre of really good public health reporters,” ones 
“that were covering the story really well, and we knew would get it right.” From 
the get-go, “we really worked on them hard.”

The more we spoke with public health officials—from local to state and inter-
national—and with journalists, the more we grasped the central role of these 
exercises in everyday practices of biomediatization, particularly in moments of 
“crisis.” Such exercises continued—apparently with increased interest—following 
the H1N1 epidemic, and Charles participated in several, both on-line and live, 
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including the one in June 2010 that he recounts below. His goal was to assess ethno-
graphically their place in the construction and dissemination of biocommunicabl e 
models and biomediatization practices.

The exercise 

I (Charles) joined an event in a mid-sized southwestern city; it formed part of the 
CDC’s Cities Readiness Initiative.9 The result of over three months of planning, it 
was the city government’s second full-scale exercise and included five CDC officials 
and approximately 120 participants drawn from two city governments, state Health 
and Homeland Security agencies, numerous city and country departments, several 
Native American nations, FEMA, and a military base. Why did so many officials and 
agencies participate in an event that had been long postponed for lack of interest? 
Many participants repeated the phrase “H1N1 was a wakeup call for a lot of people.”

We filed into a room structured like a middle-sized amphitheater, designated 
as the “Joint Information Center” (JIC), where rising lines of work stations—each 
fitted with a computer—looked down on a central table at which five officials 
were seated. The controller, T.M. Ferguson, a calm and friendly man in his mid-
forties, spoke from the central table:

Okay, here’s the scenario: [yesterday], during evening rush hour traffic, a crop 
duster was seen flying over the city spraying an unknown substance before 
disappearing. The Sheriff’s Department found the aircraft but not the suspect. 
At approximately 6:24 pm, the Civilian Support Team of the National Guard 
Unit presented a presumptive positive [of anthrax] from the local, state, and 
unified command. The state requested mobilization of the SNS [Strategic 
National Stockpile] from the CDC yesterday, and it is expected to arrive at 
the regional distribution site at 9:30, in approximately one hour. They have 
a twelve-hour window when they have to deliver this stuff. You’re asked to 
take a role in responding, via your regular roles and responsibilities.

The main focus was transporting SNS medications from a central distribution point 
to various podsites. The location of the main distribution point was never revealed 
to us. (A distribution did actually take place at a military base: 10,000 employees 
received bags of M&M candies.)

The JIC, according to Ferguson, was responsible for “tasking the public, 
through the media, to go to those sites and receive their medications.” It essen-
tially had only one job: putting out press releases for distribution to “the media.” 
The “Emergency Operations Center” (EOC), located next door, was “tasked” 
with communicating with first responders. One press release confirmed the attack 
and asked people to “await further information” and a second asked “the public” 
to go to the nearest high school to receive antibiotics. Press releases were drafted 
by “experienced news writers,” ex-journalists who served as city, county, and state 
public information officers (PIOs), seated at the central table. Participants seated 
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“You have to hit it hard, hit it early”  121

in the front row of the rising lines of workstations received photocopies of draft 
releases in order to see “if you’re okay with it before we send it out.” After discuss-
ing their suggestions, the News Manager officially approved the press release and 
handed it to the JIC chief, who then conveyed it to the EOC (by actually walking 
to the adjacent building), where it was reviewed by the Situation Analysis Team 
and the Policy Group before approval by the City Manager and Mayor.

A great deal of energy, both during the exercise and during the subsequent 
“hotwash” (in which participants were asked for one positive and one negative 
reflection on what had occurred), focused on policing communication. Efforts to 
keep discourse moving in a linear fashion through “the chain of command” met 
with some resistance from participants seated in the back rows, as we had little to 
do throughout the day. When participants complained of this, a tall man in his for-
ties remarked sarcastically, “Yeah, and they wrote the release before the exercise!” 
People who had called their agencies to check in got harsh criticism from a senior 
official during the “hotwash”: releasing information in this fashion before a press 
release had been officially approved could have engendered discrepant “messages,” 
leading to chaos, fear, and panic in a “real world event.”

Most journalists who were covering the exercise rather than serving as reg-
istered participants shot their footage and conducted their interviews at the sites 
where the virtual events occurred, but some “real life” reporters did interviews at 
the JIC. A local network television news reporter interviewed Cal DiMaggio, the 
city’s director of emergency operations, who had decades of expertise as a senior 
law enforcement and Homeland Security official. Skilled in media relations, he let 
the cameraperson get footage of him holding up bottles of Cipro, the antibiotic 
being distributed virtually, before opening with a strong soundbite:

It all boils down to one thing: how do we get this medication into the hands 
of 800,000 people in 12 hours; all our planning is meant for that. Because if 
we don’t, people get sick, and some could die.

As if on cue, the reporter asked, “how prepared are we?” And, as if he had not 
himself prompted the question, which lies at the heart of “preparedness” logics 
and practices (Lakoff and Collier 2008; Briggs 2011b; Caduff 2015), DiMaggio 
jumped right in:

Always a good question, always a fair one, ‘how prepared are we?’ . . . The 
answer would be: we’re getting there. We’re much better than we were in 
years past, we have a much more directed effort heading in this direction.

As he continued, the exercise blended into discussion of H1N1:

H1N1, nationally and global, I think, helped prepare the United States and 
larger communities, like the metropolitan area here, and the state, much 
more than we would have been without it. . . . We were able to test our 
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122 Biomediatization up close: three case studies

plans and procedures that allow the state and the municipalities within the 
state to effectively regulate not only medical supplies but medical care for 
individuals and to absorb a lot of unforeseen things.

What then, we might ask, was the pathogen that effectively prompted the exercise? 
“Anthrax” was mentioned only in official briefings, but H1N1 seemed to be air-
borne all day long. The H1N1 “wake-up call” sparked the anxious teleology that 
underlies preparedness logics and investments, a sense of moving towards a goal 
that would always remain elusive. As was repeated over and over in the hotwash: 
we had exercised too little in the past, today’s exercise demonstrated both strengths 
and weakness, and we need to exercise much more in the future. The DiMaggio 
interview ended with both reassurance and anxiousness: “I feel pretty confident that 
after today’s exercise . . . it won’t be long before [the city] will be well prepared—
as prepared as we can be—to respond to a major biological event.” Paraphrasing 
Chakrabarty (2000), this classic teleology of preparedness seems to place “us” all in 
the waiting room of preparedness. In an age in which metrics come increasingly to 
dominate clinical medicine and public health (see Adams 2013a), the power of pre-
paredness discourse rests, as Carlo Caduff (2015:14) has recently argued, on a lack of 
metrics: there is no way to know if “we” are really prepared.

My experience in other exercises, including on-line, points to the importance of 
temporalities. The central term here, as exercise designers and Homeland Security 
officials frequently emphasized, was “situational awareness,” second-by-second 
knowledge of what was taking place at multiple sites and the ability to position 
one’s own responses perfectly in sync. Like playing a computer game, a tiny delay 
in sensing and responding to an unfolding action or “interject” resulted in failure 
to play one’s role properly, sure to engender criticism in the hotwash phase. (My 
experience suggests that fear of being called out in the hotwash, either in the JIC 
or automated evaluations of on-line performance, generated more anxiety than 
did simulated biological events.) Having been denied situational awareness of the 
anthrax-related events, it was our relationship to press release production and cir-
culation that constituted JIC participants’ situational awareness. We were expected 
to be constantly cognizant of which releases had been or were being written, when 
released, and how long they had been in circulation.

The growing scholarly literature on preparedness points to the proliferation 
of infrastructures of biosurveillance that track entangled changes in the health of 
humans, birds, and animals and the genetics of influenza and other pathogens.10 This 
fascinating research, however, almost never grants more than passing attention to 
what are considered communicative infrastructures: PIOs, journalists, press releases, 
and news reports are seldom analyzed as part of biosecurity actor-networks. Here 
scholars seem to have missed what Cori Hayden (2010) refers to as the politics of the 
“proper copy,” the policing of boundaries between proper and improper copies, and 
the capacity of this process to define the “constitutive limits” of emergent biopo-
litical worlds. Overlooking biomediatization means missing what Michael Taussig 
(1993) characterizes as mimesis, the power of the copy to produce the original and 

D
ow

nl
oa

de
d 

by
 [

N
at

io
na

l L
ib

ra
ry

 o
f 

th
e 

Ph
ili

pp
in

es
] 

at
 2

3:
16

 0
1 

N
ov

em
be

r 
20

17
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imbue it with materiality and objectivity.11 The journalism ex-professionals who 
dominated the JIC writing project assumed a subordinate role by projecting their 
work as copying—through press releases—the real action taking place elsewhere. 
In commenting on how the “artificialities,” the make-believe character of the exer-
cise, impeded producing the sense of a “real-world scenario,” one official suggested 
that PIOs should get a chance to see the real locus, the Rapid Deployment System 
(RDS), in action during the next exercise. Another PIO shifted the locus of the real 
to the EOC, where elected officials and department heads coordinated infrastruc-
tures and first-responder activities. These suggestions reproduced a binary politics of 
the copy that reduced biomediatization to texts that only represented the circulation 
of microbes, antibiotics, and personnel.

Ironically, it was not an ex-journalist but Preparedness Area Adviser Roger 
Strong who used a return to H1N1 to deny this politics of the copy:

I’m a firefighter. I love being out in the field and all that stuff. But it’s impor-
tant to remember [that] these types of events, similar to H1N1, . . . are public 
information emergencies more than public health emergencies. . . . The real work 
during these kinds of events . . . doesn’t happen where I was working in the 
Emergency Operations Center, it doesn’t happen with the guys riding the 
ambulances, it happens in the timely and accurate release of public informa-
tion. If you guys can do that quickly and accurately, and even if it’s bad news, 
you’ve got to give the public, “yeah, 30% of you guys are going to die, but 
here’s what you need to do,” it’s going to come a long way towards making 
sure that everything comes out smoothly. . . . You guys just don’t know how 
important this JIC function is. So you guys are worth your weight in gold.

Strong stressed the performative capacity of press releases, their ability to create the 
events to which first-responders must respond. For him, biomediatization lay at the 
core of the H1N1 pandemic just as much as it did for the day’s anthrax exercise.

To extend Strong’s critique of the ex-journalists’ submissive mimesis further: 
stories about the exercise were what provided the most tangible product of this 
massive outlay of time and capital. Frequent references in the initial H1N1 sto-
ries to biosecurity exercises and planning provide important reflexive clues to 
why the “swine flu epidemic” story emerged so rapidly and so closely in keep-
ing with the language of the CDC manual, why the story remained relatively 
stable for months, and why journalists and health and homeland security officials 
declared that H1N1 demonstrated the value of all the exercises and training. In 
short, H1N1 showed the growing power of biomediatization. Perhaps it would 
be accurate to suggest that the stories of 24 April had already been devised in 
countless encounters between innumerable media, health, and homeland security 
professionals and audiences and then assembled—details modified to fit a “novel 
virus”—in 24 hours. If H1N1 is a success story, at least in the United States, it is 
due less to the functioning of biosurveillance, which triggered a massive response 
to a virus that was less virulent than many “normal” influenza viruses, than to the 
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124 Biomediatization up close: three case studies

way it converted this colossal rehearsal process into a global performance with 
associated materialities, masking faces, flooding hands with antibacterials, activating 
stockpiles of antivirals, and producing millions of units of vaccine.

Crisis and containment: controlling the virtual epidemic

Looking ahead for a moment to 2014–15 Ebola epidemic stories, consider a quota-
tion, attributed to a preventive medicine specialist at Vanderbilt University, in the 
NYT the day after the first US death: “At the moment, we have a much greater out-
break of anxiety than we have of Ebola.”12 It is part of a pattern typical of epidemics 
in general: one central theme of public discussion invariably focuses on the “outbreak 
of fear” and the danger that this parallel outbreak will ultimately do more harm than 
the disease. Producing fear may be attributed to various actors, including public offi-
cials and the mass public itself, but it is often blamed on “the media” (Wagner-Egger 
et al. 2011). It thus fits the “media distortion” discourse that, as we have seen, is com-
mon in both scholarly and public discussions of health reporting. This was a favorite 
theme in late-night comedy shows in 2009. Jon Stewart, for example, ran a segment 
a few days into the crisis titled “Snoutbreak ‘09: The Last 100 Days”13 that featured 
clips of some of the most alarmist coverage from television news. Stewart poked 
fun at the common practice of using animated maps (Figure 4.5) to show the global 
spread of the disease—which pandemic coverage borrowed from national security 
reporting, a biomedical parallel to the domino theory of the spread of Communism. 

FIGURE 4.5  States and nations turn color as television maps the spread of H1N1. CBS 
News, 26 Apr. 2009.
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“You have to hit it hard, hit it early”  125

After a showing a clip in which Canada is highlighted in red with a graphic showing 
it had six cases, Stewart quips, “I like a good scare as much as the next guy. But for 
six mild cases of the flu you’re going to turn four million square miles bright red?!” 
After showing a series of clips of television anchors saying, “We don’t want to freak 
people out,” Stewart asks rhetorically, “Do you even watch your own networks? 
You’re the only reason we’re freaking out!” Even as we appreciate Stewart’s humor, 
we note that it reproduces the same commonsense mode of evaluating health news 
on the basis of a projected perfect balance between the number and content of news 
stories vis-à-vis morbidity and mortality statistics.

Discussing coverage of the 1995 Ebola and 2004–5 H5N1 avian flu epidem-
ics, sociologist Sheldon Ungar (1998, 2008) argues that media representations of 
emerging diseases typically move through three stages, from sounding the alarm 
to a mixed phase to a phase of containment in which the public is reassured that 
medicine and the public health system can protect them. These outbreaks began 
respectively in Zaire and Vietnam, posing a seemingly distant threat to media audi-
ences in Western industrialized countries. Avian flu led to the destruction of poultry 
in the millions globally but seldom spread between humans. Ungar (1998) argues 
that the interpretive package characteristic of the alarm phase, which emphasizes 
the unpredictability and virulence of microbes and the possibility of catastrophic 
contagion among humans, predominates when the threat remains distant from 
the media audience. Once understood as close and concrete, the dominant media 
framing becomes one of reassurance. Ungar implies that these changing “interpre-
tive packages” are patterns of public discourse broadly disseminated by officials, 
journalists, and experts.

Our sample of stories from five US newspapers, broadcasts that appeared in our 
national network news sample, and a collection of Internet and social media discus-
sions enabled us to explore how, in the weeks following H1N1’s emergence, public 
health officials attempted both to sound the alarm and to manage the reaction.

Alarm and containment 

Was media coverage of the H1N1 story “alarmist”? Certainly, the earliest cover-
age was dramatic, projecting a tone of alarm. “This sprawling capital was on edge 
Saturday,” the NYT reported from Mexico City, “as jittery residents ventured 
out wearing surgical masks and President Felipe Calderon published an order that 
would give his government emergency powers. . . . The scene at the airport was 
alarming.”14 The NYT quoted a resident as saying, “The virus could be anywhere. 
It could be right here”—a typical element of Ungar’s contagion-mutation package, 
the idea that microbes may become ubiquitous. An 28 April SDU-T story opened 
by speaking of “the novel form of swine flu that has gripped the globe” and went 
on to make a characterization that was common initially:

It could take a week or more to determine whether the outbreak becomes 
a pandemic. . . . But epidemiologists are alarmed by the swine flu’s abilit y 
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126 Biomediatization up close: three case studies

to mutate and spread quickly from person to person, combined with a lack 
of immunity to it in the world population and no knowledge about its 
long-term effects.

The story contained images of travelers wearing masks and of a woman hugging 
her daughter at a Tijuana school closed because of the virus—common images 
depicting threats to ordinary people.

The next day’s SDU-T reported on a local preparedness document: “If the 
swine flu crisis reached pandemic proportions in San Diego County, this is what 
it would look like: nearly 1 million people, or one-third of the county’s popula-
tion, sickened and as many as 3,000 dead.” The 1918 comparison was frequently 
invoked in this period, often with ominous warnings that “millions of people 
around the world can die.”15 The early tone of alarm was closely tied to official 
characterizations.16 “You can tell by the tone of what federal officials are saying,” 
NBC’s Brian Williams opened the 24 April broadcast, “that they are concerned 
about a new strain of flu never seen before.” Such statements were also tied to 
expressions of fear in the general population:

‘It’s one thing to be home with your family, but now I’m out in the street 
with all these strangers, and you never know who might be infected,’ street 
sweeper Maria Luisa Holguin said [to USA Today]. She politely declined to 
shake a reporter’s hand.17

Table 4.1 summarizes the dominant tone of H1N1 stories, and shows that “alarm-
ing” stories are indeed the largest category.18 Nevertheless, discourses of reassurance 
and “containment” were mixed in from the beginning. Taken together, the cat-
egories presenting H1N1’s threat as uncertain or conveying a mixed message 
outweigh the alarming stories. US mainstream media coverage of H1N1 never 
really fit the stereotype of media “hype”; instead, it closely tracked the mixed mes-
sage of public health officials, and reflected the co-production of the mediatized 
virus by officials, experts, and journalists that is the focus of this chapter.19 CBS’s 
26 April broadcast featured a high-school student at an affected New York City 

TABLE 4.1  Tone of H1N1 stories in five newspapers (percent of stories in which threat of 
virus is represented, N  238)

Negative/alarming 31.5
Positive/reassuring 4.6
Neutral 21.4
Balanced (serious but no need for panic) 11.8
Uncertain (danger not known) 16.0
Skeptical (danger exaggerated, manipulated) 5.9
Humorous 2.5
Other 6.3

D
ow

nl
oa

de
d 

by
 [

N
at

io
na

l L
ib

ra
ry

 o
f 

th
e 

Ph
ili

pp
in

es
] 

at
 2

3:
16

 0
1 

N
ov

em
be

r 
20

17
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school saying, “I think it’s really scary, . . . you could die from it,” but ended with 
Medical Correspondent Jon LaPook saying,

Well clearly there’s concern, okay. . . . But to put it in perspective, in the 
United States, the cases of swine flu so far have been mild. Okay, nobody has 
died. Officials have been thinking about this for years, . . . they are all over this.

On 29 April, ABC’s Medical Correspondent, Dr. Tim Johnson, called WHO 
Director Margaret Chan’s statement that “all humanity is under threat” “a bit exces-
sive,” adding, “Most individuals are not at risk. They never will be even under the 
worst-case scenario. For example, in the big epidemic of 1917–1918 [sic], most 
people did not get the flu.”

In Ungar’s (1998, 2008) analyses of Ebola, bird flu, and HIV/AIDS, the shift to 
“containment” discourse centrally involves “Othering”: the disease is asserted to 
belong to a radically different world, separate from and inapplicable to the reality 
of “our” lives—in “the West,” in the case of Ebola or bird flu, or for middle-
class whites and heterosexuals for HIV/AIDS. This kind of framing is typically 
associated with negative portrayals of the diseased as ignorant and backward. Such 
“othering” was present to some degree in H1N1 coverage. Stories on Mexico 
were much more alarming than those on the US and sometimes focused on “the 
chaos that we’re seeing now starting to develop,” as Dr. Sanjay Gupta (reporting 
for CBS in addition to his regular CNN) put it on 27 April. Early coverage often 
drew a contrast between Mexico’s seemingly high case-fatality rate and generally 
mild US cases. The explanations for this pattern often included stereotypes of 
poor Mexicans as endangering their health by failing to seek medical treatment 
promptly. “Experts say some poorer people may be delaying treatment, which 
could have deadly consequences,” reported ABC’s Terry McCarthy on 27 April. 
An extensive elaboration of this theme came in an NYT article on 1 May with the 
subhead, “Culture Plays a Role in High Mortality Rate”:

[O]ne important factor may be the eclectic approach to health care in 
Mexico, where large numbers of people self-prescribe antibiotics, take 
only homeopathic medicine, or seek out mysterious vitamin injections. For 
many, only when all else fails do they go to a doctor, who may or may not 
be well prepared.

‘I think it has to do with the culture, the idiosyncrasies of Mexicans,’ said  
Dr. Nicolas Padilla, an epidemiologist at the University of Guanajuato. ‘The idea 
is that I don’t go to the doctor until I feel very bad.’20

We focus on the language of culture in coverage of health inequities in Chapter 6.21

Nevertheless, these forms of othering were not central, particularly after the 
opening days of the epidemic. As US cases increased rapidly, the Mexican focus 
faded. The vectors for US transmission were generally understood to have been 
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128 Biomediatization up close: three case studies

middle-class high-school students who went on spring break trips to Cancun—
not people usually subject to stereotyping as threatening, unsanitary subjects. (The 
New York Post had the most colorful origin story, pinpointing a “group of Queens 
high school students” who “went on a wild spring-break party to Cancun.”22) 
Mexicans appearing in television stories seldom fit the stereotype of poor “third 
world” residents culturally unprepared to act as modern sanitary citizens.23 Typical 
is a middle-class resident who appeared on CBS on 26 April saying, “That’s why 
we’re all wearing our masks, . . . washing ourselves, drinking lots of water, and 
if anyone shows any symptoms, we’ll go straight to a health clinic.” References 
to US Latinos/as as a source of flu risk were mostly absent. “Though the city has 
neighborhoods with large Mexican populations,” the NYT reported, “city officials 
said there was no reason to focus on those communities because the flu spreads 
quickly” (27 April).

Another kind of “othering” also appeared in H1N1 coverage: historical other-
ing, externalizing the threat of catastrophe temporally. Frequent references to the 
1918–20 epidemic quickly incorporated standard qualifications to separate it from 
the modern era: “However, as experts note, in 1918 there was no Tamiflu, no 
antibiotics to fight pneumonia, and no powered ventilators.”24

Another feature of containment involved de-emphasizing phrases like “killer,” 
“deadly,” (which mostly disappeared after the first week) and “highly contagious” 
and stressing the “mild” character of most US cases (Table 4.2), often balanced 
with warnings not to become complacent: the virus could still mutate into a more 
dangerous strain. Statistics on deaths from seasonal flu were often included to put 
H1N1 mortality “in perspective.” A 19 May New York Post story, “FLU—AND 
FEAR OF IT,” suggested: “After all these weeks, the city’s Health Department 
reports just 178 confirmed cases of swine flu; most victims recovered quickly. 
Meanwhile, city Health Commissioner Dr. Tom Frieden notes that about 1,000 
New Yorkers die every year from flu.”

As the Post title suggests, journalists frequently foregrounded biocommunicabil-
ity, warning of panic and overreaction and projecting how officials, laypersons, and 
reporters could properly manage the circulation of information. “Just as media out-
lets chose their words carefully in covering the financial crisis last fall—shunning the 
word ‘panic’ to avoid runs on banks,” the NYT reported (28 April), “words and 
context are crucial in the coverage of a public health threat.” As Nerlich and Kateyko 

TABLE 4.2  Characterization of H1N1 virus in five newspapers (percent of stories characterizing 
virus, N  119)

April May June/July

Deadly, killer, lethal 21.4 15.1  0.0
Serious, dangerous 21.4  5.7 20.0
Easily transmitted 26.8 17.0 10.0
Mild, moderate  7.1 49.1 30.0
Changeable, unpredictable 23.2 13.2 40.0
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“You have to hit it hard, hit it early”  129

(2012) suggest for Britain, mainstream media and on-line reporting was characterized 
by a high level of what political communication scholars call metacoverage (Esser and 
D’Angelo 2006), focusing on media coverage itself.

Some stories paternalistically projected the mass public as over-reacting. 
Officials—from Obama to local officials—exhorted audiences to inform them-
selves, not overreact, thereby reproducing the linear biocommunicable model that 
depicts active lay interventions as pathological or dangerous. USA Today quoted 
a child psychologist: “Parents have to get their own facts straight and calm fears 
before they approach children.” The article continued: “There are plenty of poorly-
informed, worried parents. Pediatricians all over the USA have been swamped with 
calls.”25 A strong version of the biomedical authority model emerged in the Atlanta 
Journal-Constitution (1 May): “The most important thing is to keep up to date with 
local health authorities and follow their guidance. . . . If you are sick, even just 
starting to feel sick, consult your physician and stay home.” Such assurances that 
the public could rely on public health authorities for information were common. 
Recall LaPook’s comments that public health officials “have been thinking about 
this for years” and “are all over this.” Collaborative enactment by health and media 
professionals of the CDC’s principle of influenza biomediatization—”Give people 
things to do”—included communicative as much as bodily practices.

H1N1 coverage often echoed Roger Strong’s view that communication mattered 
more in a health emergency than technology. Thus USA Today exhorted readers not to 
rush to pharmacists for antivirals, but to follow official recommendations for prevention:

. . . President Obama called on Americans Wednesday to help halt the 
disease’s spread by remembering to wash their hands. With so much high-
tech medicine available, some may wonder how such a simple step could 
help. Yet health experts say that basic hygiene is not only more effective, 
but also more practical.26

The “containment package” also emphasized scientific mastery of the virus as an 
object of knowledge and surveillance. Early characterization of H1N1 as novel, 
changeable, and unknown never disappeared; health officials and journalists con-
tinued warning of future uncertainty. WHO’s Chan frequently expressed this in 
colorful ways. On 11 June she noted: “The virus writes the rules, and this one, like 
all influenza viruses, can change the rules without any rhyme or reason.” Almost 
simultaneously she reassured the public: “The virus is spreading under a close and 
careful watch. . . . No previous pandemic has been detected so early or watched 
so closely.”27 Journalists highlighted efforts by scientists to track and to understand 
H1N1, often using a metaphor of detective work:

Things unfolded much like a criminal investigation, with alert epidemiolo-
gists cast in the role of the police officer who remembers information on a 
wanted poster.

(NYT, 27 April, Local)
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130 Biomediatization up close: three case studies

It’s not exactly the stuff of ‘CSI,’ but technologies developed by some San 
Diego life-science companies are playing a helpful role in the real-life swine 
flu drama that is unfolding worldwide.

(SDU-T, 2 May, Business)

Public health as national security 

“Calm, confidence-inspiring and transmitting compassion even for those who 
were overtaxing Queens hospitals with mild flu symptoms,” an NYT columnist 
wrote about Dr. Thomas R. Frieden, then New York City’s health commissioner, 
“he exhibited evident concern about the situation—but a mild strain of concern, 
suggesting the current situation was nothing New York’s hospitals and leaders 
couldn’t handle.”28 H1N1 coverage portrayed public health officials in a highly 
favorable manner. This is unusual, given the prevalence of negative portrayals 
of political leadership, suggesting parallels with the “rally round the flag effect” 
observed in national security crisis coverage (Zaller and Chiu 1996), where politi-
cal elites suspend partisan criticism to present political and military leaders as acting 
in the national interest. Much H1N1 reporting had the feel of national security cri-
sis coverage, like the SDU-T on 29 April featuring the headline “Flu fight hits high 
gear: Nations act to contain, defeat virus.” Journalists presented political leaders as 
making policy through bipartisanship and neutral expertise. “As the administra-
tion responds to its first domestic emergency,” the NYT reported on 28 April, “it 
is building on concrete preparations made during the administration of President 
George W. Bush that have won praise from public health experts.”

Newspapers quoted politicians relatively rarely; they represented only 12 percent 
of the source citations versus 51 percent of citations to public health officials, other 
health professionals and biomedical researchers. Politicians were generally quoted 
passing on the advice of public health officials. Stories often presented rank-and-file 
health workers as the equivalent of soldiers at war: “Roach [a public health nurse] 
and her colleagues at the county Health and Human Services headquarters in down-
town San Diego are serving on the front line of the nation’s battle against swine flu” 
(SDU-T, 30 April). As Susan Sontag (1990) noted, military metaphors are common 
in medical discourse.

Marginalized discourses 

Containing the virus discursively meant not only controlling the level of 
response—avoiding “panic” and “complacency”—but also containing competing 
interpretations. Alternative discourses circulated in blogs, social media, on-line 
comments, and partisan, activist, and alternative media. One theory that circu-
lated in anti-biomedical/libertarian websites held that H1N1 was created in a 
government lab, possibly as a biological weapon.29 Another depicted H1N1 as 
produced by pharmaceutical companies eager to sell antivirals and vaccines. These 
theories often focused on the ties Donald Rumsfeld, Bush’s secretary of defense, 
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had to Tamiflu developer Gilead Sciences.30 Neither theory circulated widely 
in US mainstream media.31 Pharmaceutical companies’ influence on the WHO 
did, however, become an issue in Europe and other parts of the world. In 2010, 
the British Medical Journal and UK Bureau of Investigative Journalism detailed 
“conflicts of interest” among WHO advisors who had ties to pharmaceutical 
companies (Cohen and Carter 2010). That alternative discourses remained con-
fined to narrowly based niche media reflects the “success” of health officials and 
journalists in structuring H1N1 biomediatization, providing a strong reminder 
that while the fragmentation of media in the digital age facilitates the spread and 
persistence of a variety of alternative discourses, mainstream media do still have 
considerable power to control public discussion.

Some alternative discourses did penetrate the mainstream media agenda, pro-
viding challenges to officials’ efforts to control framing. Focusing on disease 
circulation across borders, conservative bloggers, talk show hosts, politicians, and 
activist groups advanced an argument that H1N1 was a matter of border security 
(Allison 2009; González and Wingett 2009). “I’ve blogged for years about the 
spread of contagious diseases from around the world into the U.S. as a result of 
uncontrolled immigration,” wrote conservative blogger Michelle Malkin. “9/11 
didn’t convince open-borders zealots to put down their race cards and confront 
reality. Maybe the threat of their sons and daughters contracting a deadly virus 
spread from South of the border to their Manhattan prep schools will.”32

Mainstream media addressed this theme early on. On 27 April, ABC and 
CBS had reporters at the US–Mexico border. “Border crossings and airports are 
the new front lines in the battle to halt the flu,” reported ABC’s David Muir. 
“While U.S. officials haven’t closed the U.S.–Mexico border, they haven’t taken 
their eye off it either.” CBS anchor Katie Couric introduced a report from El 
Paso, saying “it is now potentially the gateway for a deadly virus.” Projecting 
H1N1 as proliferating on the Mexican side had a devastating impact on tourism 
in the Tijuana area, even though at the time these stories were broadcast there 
had been confirmed cases in San Diego but not yet in Tijuana. As these stories 
appeared Duncan at the NYT was trying to “spin the story forward,” generating 
new angles and analytical “explainers,” including a major story explaining why 
officials rejected border restrictions. “Everybody at the time was screaming: ‘shut 
the borders, shut the borders!’ . . . I wanted to write a story that said . . . when you 
reach this point in a flu pandemic, . . . when you acknowledge that containment 
is not possible, it doesn’t mean you’re saying: ‘we give up.’” We were struck in 
this interview by the similarity between Besser and Duncan in their passion for 
explaining pandemic flu preparedness plans. After a short time, the border security 
frame largely disappeared from mainstream coverage.33

Another alternative discourse that appeared early and then disappeared char-
acterized H1N1 as a product of industrial pig farming. On 27 April, CBS cited 
Mexican officials and local residents who suspected that the source was US com-
pany Smithfield’s pig farm near the town where the first human case was thought 
to have occurred. That same day, The Guardian in the UK published Mike Davis’s 
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132 Biomediatization up close: three case studies

article “The Swine Flu Crisis Lays Bare the Meat Industry’s Monstrous Influence,” 
developing this interpretation.34 Although this discourse didn’t undermine public 
health officials’ central messages, neither did it contribute to their mitigation goals. 
Mainstream media quickly dropped the topic, except for stories debunking the 
notion that eating pork products could spread the disease. The pork industry and 
health officials called on reporters to drop the term “swine flu,” but as Duncan told 
us: “‘The government calls it technically (S-OIV) H1N1: swine-origin influenza 
virus H1N1. Yeah, you know, when that looks good in the headline, we’ll adopt 
it—that’ll be never.”35

Liberal blogs and public health experts debated whether investment in public 
health infrastructure was adequate to deal with a major epidemic, often focusing 
on a decision earlier in the year to strip pandemic preparedness funding from the 
Obama administration’s economic stimulus package in order to win Republican 
votes. Little of this discussion made it into mainstream media. Only one story on 
this theme appeared in our sample; it was one of the few in which members of 
Congress were prominent sources.36

Conclusion

Public health professionals often cite H1N1 in 2009 and the October 2001 
anthrax deaths as the quintessential US examples of good and bad biomediatiza-
tion. In 2001, political leaders took control; the CDC was first “muzzled” then 
widely derided for botching the response (Winett and Lawrence 2005). In 2009, 
the CDC took center stage and was widely praised in the media; politicians were 
generally sidelined, appearing mainly to reinforce public health messages. Duncan 
said of Besser:

His movie star good looks aside, . . . he was measured, sensible. . . . There 
was no point at which I said, “God, this guy’s a fool, either an alarmist or a 
pooh-pooher.” And I thought Obama was exactly the same way, . . . hold-
ing a press conference to talk about the flu. So the event itself is high drama, 
but his handling of it was calm. And you know, I think it’s very impressive 
that the president is willing to get on television and say “Wash your hands.”

In the years between the anthrax and H1N1 events, crisis and emergency risk 
communication courses and thousands of “exercises,” some including officials of 
the stature of Richard Besser, Janet Napolitano, and Barack Obama, not to mention 
top military and intelligence personnel, and NYT journalists, national network and 
cable news correspondents, synchronized the registers and discursive practices of 
media and health professionals from the smallest local newspaper and public health 
office to the centrally visible national news outlets and the CDC. With the possible 
exception of the Cold War’s focus on civil defense for nuclear war (see Gusterson 
1996; Masco 2006), these courses and exercises might possibly constitute the most 
extensive and massively funded set of rehearsals in the history of the planet.
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“The H1N1 pandemic” merged the processes we explore in this book, medi-
atization and biomedicalization. Survey data on public opinion confirmed the 
power of H1N1 biomediatization. Harvard School of Public Health telephone 
surveys showed, days after the story broke, that 77 percent of US respondents were 
“following the news very” or “somewhat” closely. High percentages expressed 
willingness to act on health officials’ recommendations; 88 percent reported being 
very or somewhat pleased with information provided by health officials and 83 
percent with how they “have been managing the response” (Harvard Opinion 
Research Program 2009). Besser at the CDC and the NYT ’s Duncan were both 
proud of their roles in managing H1N1. Like Besser, Duncan responded to criti-
cisms that H1N1 coverage might have constituted an “inter-reality distortion” by 
arguing that news coverage was preventive and that the failure of an epidemic to 
match worst-case scenarios was a measure of success.

I think of all those reporters who spent their careers basically covering U.S./
Soviet diplomacy and the Cold War—and World War III never happened. 
Did that mean they wasted their careers? . . . You know, I think good cover-
age is part of what kept H5N1 [avian flu] from going pandemic.

H1N1 risk communication reflects deep integration of media logics into insti-
tutions of public health and vice versa, foregrounding communicative as much as 
medical and security “preparedness.” Thomas Abraham, a WHO communica-
tion officer during the H1N1 pandemic, told us that with “a flu pandemic or 
any infectious disease outbreak, very often you won’t have any other means of 
response except communication. Because if it’s a new disease, there are prob-
ably no vaccines, there are no drugs, so all public health people can really do is 
communicate effectively. . . . There was a huge change from earlier [epidemics], 
where communication was seen as an adjunct.”37 H1N1 also reflects the incor-
poration of specialist reporters like Bazell and Duncan into this process and their 
internalization of modes of understanding and discursive practices on which it is 
based. Public health officials could never have carried out this response without 
the active participation of health journalists. Just as media training has taught health 
professionals to accommodate themselves to temporal and other dimensions of 
professional practices of journalists, health reporters have become deeply integrated 
into the forms of knowledge production and circulation of medical and public 
health professionals. This proximity positions health and media professionals as 
intimates, particularly during a “crisis.”

H1N1 might also be seen as a “success” for legacy media. Though conventional 
wisdom often assumes that the latter are eclipsed today by digital challengers, it was not 
the case that H1N1 immediately drove publics to the Internet. The CDC-sponsored 
Harvard Opinion Research Program surveys reported 59 percent of respondents as 
following H1N1 in what would normally be called legacy media—local and network 
TV and newspapers, with TV dominating their attention; only 19 percent favored the 
Internet and 14 percent cable news. Asked on 6 May, “Have you gotten or shared any 
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information about H1N1 or swine flu online on sites such as Twitter, blogs, Facebook, 
or discussion boards?” only 6 percent said yes. Analyzing H1N1 tweets, Chew and 
Eysenbach (2010) found that 23 percent linked to mainstream news sites, 12 percent 
to news blogs, feeds or niche news, 2 percent to personal blogs, and 2 percent to social 
networks. Only 1.5 percent linked to government public health sites, underscoring the 
crucial mediating role of health news. To be sure, media ecologies have changed since 
then, but they were already shifting in 2009.

H1N1 biomediatization involved a kind of fusion of science, the state, and 
media, a largely harmonious collaboration between health officials and mainstream 
journalists, at least until the fall, when controversies over the distribution of the 
H1N1 vaccine emerged. This stability highlighted biomedical authority biocom-
municability, as journalists urged public adherence to advice from public health 
officials and “experts” and granted them privileged access to the news. Duncan’s 
Cold War analogy evokes the centrality of the securitization of health, not simply 
to H1N1 in particular but generally to the biomediatization of epidemics. It has 
parallels to the fusion of media and the state historically characteristic of national 
security reporting and shifts of news conventions toward what Hallin (1986:117) 
calls sphere-of-consensus reporting, where officials speak for “the nation” as debate 
and criticism are minimized.

What are the implications of these communicative practices in “public health 
emergencies?” In an era when suspicion of the state is central to political discourses 
and effective state action to address social issues is typically difficult, what Besser 
called his “little agency in Atlanta” was able to implement a public health response 
without being immediately undermined by outside critics—including right-wing 
commentators who deem government agencies incapable of performing any 
worthwhile role in public health. Certainly if the alternative looked like Ebola 
in 2014, in which public health responses were thrust into the middle of partisan 
politics, we might prefer the precedent of H1N1. Besser and Duncan might be 
right that biomediatization has the potential to mitigate pandemics, and it might 
have mattered more had H1N1 been more severe.

Nevertheless, there are probably reasons to worry about the eclipsing of debate 
during “public health emergencies,” similar to “national security” crises when 
journalism and state often become fused (Zaller and Chiu 1996). The Institute 
of Medicine’s Fineberg (2008), a leading figure incorporated by Besser into his 
“Team B group of experts,” drawing lessons from the 1976 swine flu epidemic, 
put forward two criteria for public health communication: “adequately prepare 
the media for predictable events” and “deal with contradictory views espoused 
by contrarian experts.” Fineberg argued that in 1976 officials too quickly made 
decisions based on insufficient evidence, leaving insufficient room for debate and 
critical reassessment. By his first criterion, H1N1 risk communication was abso-
lutely a success, by the second, less so. Many contradictory views that circulated 
in 2009 were no doubt legitimately marginalized, but is this true of all of them? 
Doubts about conflicts of interest at the WHO, for example, were taken seriously 
by policymakers in much of the world.
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Had the virus proved more virulent, issues raised about the adequacy of US 
public health infrastructures might have been substantiated. H1N1 was a triumph, 
it could be said, of the low-cost, neoliberal vision of the role of the state in public 
health as celebrated by George Will (Chapter 1): risk communication is an inex-
pensive way to protect public health. But it is not clear that it would have been 
adequate if millions had developed severe complications. Structural issues raised 
by proponents of social medicine, critical epidemiology, and social epidemiol-
ogy (Breilh 2003; Krieger 2011; Laurell 1989; Waitzkin 2011) were eclipsed by 
narrower biomedical perspectives. Researchers suggest that influenza epidemics 
exacerbate health disparities (Hutchins et al. 2009) and that H1N1 exposure, sus-
ceptibility, and access to care were significantly related to race and ethnicity in 
the United States (Quinn et al. 2011). Widespread perception that the pandemic 
was much ado about nothing may spring partly from the greater concentration of 
deaths in poorer regions of Africa and Asia (Dahwood et al. 2012), thus largely 
invisible to Western audiences. A consensus model of health reporting might limit 
consideration of social justice issues in pandemic influenza planning by displac-
ing concern with health disparities (DeBruin, Liaschenko, and Marshall 2012). 
Cartwright (2013) notes that epidemic responses built around models of emerging 
diseases and health emergencies, subject to short-term saturation media coverage, 
marginalize long-term chronic health problems like hepatitis C.

The particular harmony achieved in 2009 between health and media profession-
als is not stable. Thus, we should not imagine biomediatization as a machine that 
can automatically be set in motion and achieve “successful” results whenever public 
health crises are declared. H1N1 risk communication reflects particular characteris-
tics of this pandemic and its historical context. If, as Chan said, “the virus writes the 
rules,” public health officials might have lost control over the story if the virus had 
proved more lethal. It may also have made a difference that the H1N1 pandemic 
occurred just a few months after Obama’s inauguration, when his popularity was 
high, the next election distant, and partisan conflict somewhat muted.

The CDC’s initial success was not repeated in the fall, with the vaccination “roll-
out.” Debates erupted over who was to blame for initial shortages and who should 
have access to limited supplies. Anti-vaccine forces, whose well-developed alterna-
tive networks of health communication include websites like naturalnews.com and 
nvic.org and extensive listservs, raised safety questions. Chew and Eysenach (2010) 
found a significant bump in tweets containing “misinformation” in September 2009, 
as in a naturalnews.com story, “Ten Swine Flu Lies Told by the Mainstream Media” 
circulated.38 When NBC’s Dr. Nancy Snyderman dismissed the vaccine controversy, 
anti-vaccine forces circulated mocking videos, showing her in slow motion, some-
times in the guise of a cartoon villain, saying “you know, there’s no conspiracy 
here, folks, just get your damn vaccine! . . . Listen to our government agencies, 
these guys are telling the truth.” This was a moment in which the tensions lurking 
beneath national network physician/journalists’ ability to shift smoothly between 
roles of reporter, public health spokesperson, and personal physicia n, that we traced 
in Chapter 2, were dramatically exposed. Questions about vaccine safety circulated 
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in conservative media outlets. Fox News was divided, with medical contributor  
Dr. Marc Siegel condemning “fear-mongering” even as vaccine critics got airtime. 
Mainstream media, as the Snyderman episode suggests, generally backed health 
officials on vaccination, and early polls showed general public acceptance. Besser 
interpreted the controversial vaccine roll-out as a misstep in communication: “Had 
they said that by January we will have vaccine for people, until then you have to do 
these other measures, and then they had vaccine for people in November—everyone 
would have said ‘Wow! Wow! Incredible!’”

The 2014 Ebola crisis offered a stronger contrast to H1N1 biomediatization. 
Mainstream media largely cooperated with health officials in disseminating con-
tainment-oriented messages, clarifying, for example, that Ebola was not spread by 
casual contact, but also criticized public health authorities, particularly after the 
first death in the United States and first US Ebola transmission. A front-page NYT 
article led, “More than six months after an outbreak of Ebola began its rampage 
through West Africa, local and federal health officials have displayed an uneven and 
flawed response to the first case diagnosed in the U.S.”39

The first US transmission of Ebola occurred a month before Congressional 
elections; Republican politicians and pundits integrated Ebola into a campaign 
narrative about the failure of the Obama administration to protect the United 
States from external threats. Calls for strict border controls and claims that offi-
cials minimized the danger proliferated on conservative cable, radio, and social 
media. New Jersey and New York governors repudiated public health recom-
mendations, declaring quarantines on health workers returning from West Africa, 
who were criticized as endangering public safety. Gossip website TMZ criti-
cized NBC’s Snyderman, voluntarily quarantined after she returned from West 
Africa, for reportedly emerging to go for a cup of coffee.40 As Joffe (2011) argued, 
stigmatization and blame during public health emergencies can be directed both 
downward, toward marginalized groups, and upward, toward government, health 
professionals, and, we might add, journalists.

Largely absent from US H1N1 coverage, the practice of othering was strongly 
present during the Ebola outbreak staring in 2014. Conflicting information about 
Ebola transmission spread widely, as when conservative columnist George Will 
told Fox News Sunday that Ebola could spread through airborne particles.41 
Exaggerated public fears and stigmatization of victims was extensive, compara-
ble to HIV/AIDS, though more briefly. By October, a Harvard survey showed 
38 percen t of respondent s fearing someone in their immediate family might get 
Ebola.42 The differenc e between Ebola and H1N1 is no doubt rooted in several 
factors: the different political context, the fact that Ebola proved more transmissible 
than officials had estimated, the greater familiarity of the flu, typically dismissed as 
an annoyance more than threat, and the fact that the early coverage from Africa 
was highly evocative of racialized contagion-mutation frames. Differences in the 
clinical manifestations of the two diseases, Ebola’s higher case-fatality rate, and 
Ebola’s early biomediatization in germ thrillers, including The Hot Zone (Preston 
1994) and the movie Outbreak, are also relevant.
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Having analyzed biomediatization at the intersection of biomedicine and the 
state, we turn to business journalism and the gleaming offices of public relations 
agencies to explore how the media/biomedicine interface merges with the market 
in reporting on biotech and “big pharma.”

Notes

 1 A pseudonym.
 2 Also a pseudonym.
 3 Researchers have focused on such issues as the frames (Lee and Basnyat 2013; Liu and 

Kim 2011) and metaphors (Angeli 2012) that dominated coverage, perceptions of risk, 
uncertainty, and vulnerability (Holland et al. 2012; Stephenson et al. 2014) and associated 
affective responses (Da Silva Madeiros, Natércia, and Massarani 2010; Mesch, Schwirian, 
and Kolobov 2013), and how H1N1 compared with other epidemics in terms of a  
“distancing-blame-stigma pattern” (Joffee 2011). Social media formed a major schol-
arly focus, including similarities and differences in traditional and social media content  
(Liu and Kim 2011), the proliferation on social media of conspiracy theories and forms of 
stigmatization (Atlani-Duault et al. 2015), and the use of on-line comments for gauging lay 
attitudes and perceptions (Henrich and Holmes 2011). A biosecurity framework treated 
the circulation of viruses and of information both as “threats” (Caduff 2012; Nerlich and 
Koteyko 2012). As Caduff (2015) has recently argued, the circulation of scientific knowledge 
on dangerous viruses in professional journals and news stories is sometimes projected as a 
greater “threat” than the viruses themselves, given how information can circulate to terror-
ists. Public discourses about biosecurity can generate, in Lawrence Cohen’s (2011:33–34) 
terms, a type of scandalous publicity that creates a public through the enunciation of a 
scandal, thereby seeming to require particular forms of redressive actions. Addressing issues 
of metacommunication and reflexivity (Holland and Blood 2013; Nerlich and Koteyko 
2012), researchers explored the question of “over-hyping” (Briggs and Nichter 2009; 
Hilton and Hunt 2010), the extent to which H1N1 was a “media pandemic” (Lopes et al. 
2012) rather than a biological one. Some studies of H1N1 coverage go beyond content 
analysis, such as Holland et al.’s interviews with scientists and officials who appeared in 
Australian coverage (2012). Other works are cited elsewhere in the chapter.

 4 Interviewed in New York by Charles and Clara Mantini-Briggs 19 Jun. 2009.
 5 Press Briefing Transcripts, CDC Briefing on Public Health Investigation of Human 

Cases of Swine Influenza, 23 Apr. 2009, http://www.cdc.gov/media/transcripts/2009/
t090423.htm, accessed 24 Mar. 2012.

 6 Interviewed in New York by Charles and Clara Mantini-Briggs 19 Jun. 2009.
 7 H5N1 is a strain of avian influenza that had produced considerable concern after out-

breaks in 2005 and 2006.
 8 Interviewed by Dan in New York on 3 Mar. 2012.
 9 http://www.bt.cdc.gov/cri/, accessed 24 Mar. 2015.
 10 See for example Caduff (2012), Collier and Lakoff (2015), Lakoff and Collier (2008), 

Lakoff (2008), Lowe (2010), MacPhail (2014), and Parry (2012).
 11 Caduff (2015) suggests that exercises are “para-events,” simulating events that haven’t 

quite happened, speech acts that are designed to be infelicitous, in Austin’s (1962) terms, 
to simulate ways of “doing things with words” without performing those actions at all.

 12 Manny Fernandez and Dave Phillips, “Ebola Patient Dies in Dallas, Fueling Alarm,” New 
York Times, 9 Oct. 2014:1, 18.

 13 http://thedailyshow.cc.com/videos/0v95uj/snoutbreak—09—the-last-100-days, 27 Apr. 
2009. Accessed 9 Oct. 2014.

 14 Marc Lacey and Elizabeth Malkin, “Mexico Takes Powers to Isolate Swine Flu,” 26 Apr. 
2009, A1.

 15 ABC, 26 Apr. 2009.
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 16 Vasterman and Ruigrok (2013) similarly found that in Dutch media coverage of H1N1 
alarming frames predominated in the early phase, but that these frames originated with 
official and expert sources on whom the journalists relied.

 17 USA Today, 28 Apr. 2009.
 18 Coders were instructed to code each story for its dominant tone, taking into account the 

headline and lead, as well as the overall balance of assessments presented in the story.
 19 There were cases of H1N1 in the United States when the story first broke, so it is con-

sistent with Ungar’s framework that containment discourses should be present initially, 
as Joffe and Haarhoff (2002) found for Ebola in 1995–96. As studies in various countries 
note, the balance of alarm and containment frame closely tracked statements by public 
health officials (Vasterman and Ruigrok 2013; Staniland and Smith 2013).

 20 Marc Lacey and Elisabeth Malkin, “First Flu Death Provides Clues to Mexico Toll,” A1, 10.
 21 See Atlani-Duault et al. 2015, Wagner-Egger et al. 2011, and McCauley, Minsky, and 

Viswanath 2013 on Othering in H1N1 coverage.
 22 Angela Montefinise and Michael Blaustein, “QNS School Fear,” 26 Apr. 2009:7.
 23 On the distinction between unsanitary subjects and sanitary citizens, see Briggs and 

Mantini-Briggs (2003).
 24 NYT, 26 Apr.
 25 “Kids Can Be Fearful of Scary, ‘Invisible’ Illness—Parents Can Help by Staying Informed,” 

29 Apr.
 26 “Stay Safe from Swine Flu with Three Simple Steps,” USA Today, 30 Apr. 2009.
 27 Nick Cumming-Bruce and Andrew Jacobs, “WHO Raises Alert Level as Flu Spreads to 

74 Countries,” NYT, 11 Jun. 2009.
 28 Susan Dominus, “It’s No Time for Hysteria over New Flu,” NYT, 26 Apr. 2009: A16.
 29 E.g. Mike Adams, “As Swine Flu Spreads, Conspiracy Theories of Laboratory Origins Spread,” 

Natural News, 27 Apr. 2009 (http://www.naturalnews.com/026141_flu_swine_virus.html).
 30 E.g., owendebanks, “Tamiflu, Rumsfeld and Cheney,” Daily Kos, 27 Apr. 2009 (http://

www.dailykos.com/story/2009/04/27/725102/-Tamiflu-Rumsfeld-and-Cheney#).
 31 A content analysis of H1N1 tweets found that only 4.5 percent of English-language 

tweets contained “misinformation,” the category Chew and Eysenach (2010) used for such 
alternative interpretations of the pandemic. Most came later, beginning in August, as the 
vaccine campaign ramped up.

 32 25 Apr. 2009 http://michellemalkin.com/2009/04/25/hey-maybe-well-finally-get-serious-
about-borders-now/.

 33 See MacPhail (2014:78) on H1N1 mitigation strategies (hand-washing, social distanc-
ing, vaccination, and prophylaxis with antivirals) used by most countries versus China’s 
widely criticized use of containment (including quarantine and border screening).

 34 Davis (2005) wrote an avian flu book, The Monster at Our Door, using a “mutation-contagio n” 
(Ungar 1998) frame to call for global vigilance against emerging pandemic diseases.

 35 The percent of newspaper stories in our sample using “swine flu” rather than H1N1 
declined over time, but was still over 60 percent in July. Chew and Eysenbach (2010) found 
some effect of the pork industry’s #oink campaign on the use of the terms in tweets.

 36 Fredreka Schouten, “Pandemic Preparedness Money Stripped from Stimulus,” 28 Apr. 
2009:4A.

 37 Interviewed by Dan, Hong Kong, 20 Apr. 2012.
 38 Mike Adams, 18 Sept. 2009, http://www.naturalnews.com/027055_vaccine_flu_swine.

html (downloaded 12 Feb. 2015).
 39 Kevin Sack and Manny Fernandez, “Setbacks on Ebola: Contamination in Dallas, Slow 

Aid in Liberia,” 3 Oct. 2014:A1, 14.
 40 http://www.tmz.com/2014/10/13/nbc-dr-nancy-snyderman-ebola-quarantine-restaurant-

new-jersey/
 41 19 Oct. 2014.
 42 Harvard School of Public Health, “Poll: Most Believe Ebola Likely Spread by Multiple 

Routes, Including Sneezing, Coughing,” 15 Oct. 2014 (http://www.hsph.harvard.edu/
news/press-releases/poll-finds-most-believe-ebola-spread-by-multiple-routes/).
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5
FINDING THE “BUZZ,” PATROLLING 
THE BOUNDARIES

Reporting pharma and biotech

In 2002, the Wall Street Journal reported on one facet of biomediatization. 
Advertising agencies, according to the Journal, were increasingly involved in the 
early stages of drug development, recruiting patients for clinical trials, as “their 
communication skills help them excel at the task,” and in some cases running trials 
at their own small science and marketing labs.1 These forms of mediatization, as 
we shall see, are controversial; but an executive of Omnicon, one of the biggest 
advertising agencies, defended them to a Wall Street Journal reporter:

All we want to do is speed up the process. . . . [W]e want to . . . look at the 
molecule in the test tube as a brand. A lot of people don’t think a brand is a 
brand until it has FDA approval. But we are asking, “What is the maximum 
market potential of this molecule? What will it be when it grows up? What 
is the message? How should the clinical trial be developed?”

Mr. Harrison’s2 molecule is a “boundary-object” in the original sense of Star and 
Greisemer (1989; Star 2010): it has “messages” simultaneously in the practices of 
biomedical science and of marketing. A growing literature has focused in recent 
years on “pharmaceuticalization,” that is, on the power of the drug and medical 
device industries to transform medicine, culture, and capitalism in such a way as 
to make human problems seem treatable by drugs. That power is rooted in the 
capacity of pharma industries to cross social boundaries. Biomediatization is clearly 
central to it, and in this chapter will explore the shifting and complex relationships 
between biomediatization and pharmaceuticalization. We will bring to the fore-
ground the role of journalists in constructing pharma as a boundary-object and in 
both facilitating and policing the flows of knowledge across boundaries that make 
this form of information capitalism work.
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Pharmaceuticalization demonstrates both the power of biomediatization and the 
need to attend to its specificities: while news coverage of pharmaceutical and bio-
technology companies shares many features with other health stories, the networks 
and practices that give rise to stories of new drugs and devices—and the spectrum 
of advertisements, Internet sites, medical journal articles, marketing to physicians, 
and the like—are different in important ways. Going beyond the usual citing of 
news articles as unanalyzed illustrations to take full analytic account of the role of 
journalists—including those employed by pharma and biotech companies—in this 
complex and high-stakes biomediatization process promises to add significantly to 
our understanding of pharmaceuticalization, not to mention of health, mediatiza-
tion, and contemporary life more broadly.

In the 1970s, Conrad identified the power and authority of the medical pro-
fession, social movements, and interest groups, and the role of organizational and 
professional activities as the “engines that drive medicalization,” which emerges 
when “a problem is defined in medical terms, described using medical language, 
understood through the adoption of a medical framework, or ‘treated’ with a med-
ical intervention” (2007:5). Early studies of medicalization seldom devoted much 
attention to the pharmaceutical industry, but it became a major focus starting in 
the 2000s (Bell and Figert 2012:779). Three decades later, Conrad suggested that 
the pharmaceutical industry, genetics, consumers, and managed care had become 
medicalization’s major “engines” (2007). Countering the claim by Clarke et al. 
(2003) that the dominant process has now become one of “biomedicalization,” 
Conrad continues to project a rather reified and stable process even as he seeks to 
account for these changes. Missing here is how definitions of medicine have shifted 
in such a way that they have been complexified and transformed by the logics and 
practices they have colonized.

Relationships between medicine and capitalism are crucial. Scholars have docu-
mented the shifting ways that medicine is embedded in capitalism (Navarro 1993; 
Waitzkin 2000, 2011). Sunder Rajan argues that genomics has significantly trans-
formed this relationship, such “that the life sciences represent a new face, and a 
new phase, of capitalism” (2006:3). Rather than a stable political-economic system 
that interacts with recent shifts in medicine and public health, he suggests that capi-
talism is itself multiple and changing. Pharmaceuticals represent one of the most 
striking stories of industrial growth in the twentieth century (2006:22), becoming 
the most profitable US industry (Conrad 2007:15). Sunder Rajan details the het-
erogeneous and precarious ways that science and capital are connected through the 
manufacture and sale of therapeutic molecules and the production of information, 
the latter involving forms of speculative capitalism that place “vision, hype, and 
promise” at the center of the production of value (2006:18).

Tracing dynamic relationships between pharmaceuticals and capitalism is what 
prompted Mark Nichter to coin the term pharmaceuticalization. Pointing beyond 
pharmaceutical agents peddling products or prompting doctors to prescribe expen-
sive medicines, Nichter tied pharmaceuticalization to the commodification of 
health through the assimilation of human problems to medicines (1996[1989]:272). 
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He argued that “what is being sold to the Indian public today is the notion that 
health in the short-term can be derived through the consumption of medicines,” 
suggesting that this “ideology” of commodified health “is being swallowed along 
with the pills that embody it” (1996[1989]:266).

Pharmaceuticalization has been extensively researched in the new millennium. 
Williams, Martin, and Gabe characterize pharmaceuticalization as transforming 
“human conditions, capabilities and capacities into opportunities for pharmaceuti-
cal intervention” (2011:711). Scholars have described a “pharmaceutical regime,” 
meaning a “heterogeneous socio-technical assemblage” based on

the close association of medicine with science, the dominance of a science-
based pharmaceutical industry with strong links to basic research and the 
medical profession, and a central role played by government agencies in 
regulating the process of drug development, production and sale.

(Gabe et al. 2015:197)

Das (2015) recently explored a broad ecology of health, disease, and drugs in India, 
demonstrating how pharmaceuticals enmesh medication, healing, diagnosis, and 
divination. In Brazil, Biehl (2005) documented how “pharmaceutical governance” 
joins a reforming state, transnational organizations, and the pharmaceutical indus-
try in framing the right to health as access to pharmaceuticals, resulting in the 
pharmaceuticalization of public health. Stefan Ecks (2013) suggests that attending 
to pharmaceuticalization requires questioning standard accounts of the temporality 
of care as proceeding from lay perceptions of symptoms, attempts to make sense 
of them, seeking help, receiving a diagnosis and treatment regime; rather, a new 
illness classification or a new drug may precede and shape the recognition of symp-
toms (see also Hacking 2007).

Focusing on the United States, Joseph Dumit argued that pharmaceuticalization 
has eroded space for clinical judgment and “dumbed down and reified” physi-
cians through reliance on statistical logics derived from clinical trials (2012:81). 
By redefining bodies not as essentially healthy but as inherently ill, creating mar-
kets for pharmaceuticals prompts treating not just health problems or risks but 
also possible future risks. In the end, he suggests, “it is marketers, not scientists 
or clinicians, who decide what information, knowledge, and facts are worthy” 
(2012:88–89). Accordingly, “the entire humanistic thrust of medicine is gone,” 
replaced by a pervasive orientation towards creating and expanding markets and 
maximizing profits. Gagnon and Lexchin (2008) estimated that US expenditures 
on pharmaceutical marketing and promotion amounted to 24.4 percent of sales, 
compared with 13.4 percent of sales that went into R&D. Beyond examining news 
stories and trade publications, Dumit’s fieldwork with marketing consultants traced 
their role in shaping the creation of diseases, research on molecules, clinical trials, 
professional publications, and appeals to physicians, and advertisements (see also 
Healy 2004, 2006). In suggesting that pharmaceuticalization is guided pervasively 
by market logic, he does not capture the dynamism, complexity, and heterogeneity 
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142 Biomediatization up close: three case studies

of contemporary capitalisms as elucidated by Sunder Rajan (2006). If pharmaceuti-
calization is co-produced along with shifting and contradictory logics of capital, it 
would seem problematic to reduce the production and use of pharmaceuticals to a 
single logic and a unitary set of affects, motives, and practices.

Dumit draws on news stories about pharmaceuticals but does not document 
them ethnographically. More generally, in dismissing biotech and pharmaceutical 
reporters as unpaid advertisers lacking any critical perspective, researchers evince 
a lack of interest in who these media professionals might be and how they work. 
Remarkably, scholars who focus on health news seem to have almost no interest in 
pharmaceutical news, despite its prominence across media venues, perhaps reflect-
ing their predominant focus on individual diseases, perhaps also an assumption that 
business news in general is uninteresting, merely transmitting information to inves-
tors. Health stories that appear in business sections intimately connect complex 
technoscientific detail, clinical practice, consumer aspirations, demands by patient 
advocacy groups, investments and stock prices, and an emphasis on the scientific, 
humanistic, and market reputations of companies and their CEOs. If relationships 
between capitalism and medicine are mediated by “vision, hype, and promise,” 
then analyzing this genre of health stories might add greatly to our understand-
ing of pharmaceuticalization. This chapter analyzes stories focusing on drugs and 
devices and draws on our ethnographic work with scientists, marketers, clinicians, 
journalists, and audiences in opening up this line of research. We are particularly 
interested in the role of journalists in performing forms of “boundary-work” that 
regulate the complex relations between multiple, shifting logics of science, medi-
cine, capitalism, and—we would add—journalism.

The biotech beat: a New York Times example

Richard Campbell, an NYT biotech and pharma reporter, has read the Wall Street 
Journal, Times of London, and the NYT by 6:30 AM; then his day really begins.3 
Evenings, after deadline, are for meetings: “Basically, any CEO or Chief Scientist 
who wants to come see me or talk to me on the phone can do so, . . . if they’re 
at all relevant to what I’m doing.” Campbell decided to pursue science writing 
in high school. Viewing environmental issues as the most important interface 
between science and public policy, he earned a bachelor’s degree from an Ivy 
League university and a Master’s in engineering from a leading scientific univer-
sity. After reporting for the NYT on areas related to engineering, Campbell had 
become a leading pharma and biotech reporter by 2007. His opening comment 
to me, Charles, reflected both a surprising degree of humility and just the sort of 
boundary-work that makes biotech and pharma journalism so interesting:

For your project you would probably benefit more from talking with our 
health reporter than from me because, in fact, I was surprised my name even 
came up. I’m really a business reporter, I do write for the science and health 
sections, but a lot of what I do is kind of corporate.
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Finding the “buzz,” patrolling the boundaries 143

As he moved between science, medicine, capitalism, and journalism, the interview 
with Campbell emerged as one of the most illuminating.

Summarizing journalism’s role in the flow of biotech information, Campbell 
invoked linear, hierarchically organized biocommunicability: “we play a role in 
making the information widely available, and to a more general audience, and in 
simplified, understandable terms.” In distinguishing his role in the NYT’s divi-
sion of labor, Campbell complicated this picture. In our study of the Chicago 
Tribune and NYT (Hallin, Brandt, and Briggs 2013) we documented that health 
and medical reporting can address patient-consumer, citizen, professional, inves-
tor, and other audiences—and that many stories interpellate readers in multiple 
roles. (One of the main changes over time was an increase in reporting addressed 
to investors, from about 1 percent in the 1960s to 15 percent in the 2000s.) Even 
as Campbell disclaimed having a sense of his audience, he invoked all of these 
target audiences. Separating his reporting from health-related service journalism, 
Campbell characterized his stories as less oriented to “the individual who reads 
something we write and decides to do something.” He explained, “a lot of what 
I write about, the really techy stuff, is over most people’s heads. . . . Some new 
technique in genomics . . . has probably a much more specialized readership.” 
Campbell continued:

I still think of my mission mainly as to inform. . . . I think information, 
shedding light, is valuable in its own right. I think people want to know 
about the latest medical developments that affect their health, so I try to 
write about significant developments, new drugs that might really change 
the way some disease is treated, or problems with some widely used drug 
which people might want to know about. A lot of the coverage I do, 
since I’m in the business section, is more corporate; there, I guess, you are 
mainly trying to inform investors. Even there I look for articles that have 
some sort of public policy angle or a public health angle. I mean, these 
articles we did on the anemia drugs, I chose to do them not because they 
were affecting the stock of Amgen, . . . but largely because these drugs are 
used by millions of people.

Campbell clearly rejects the claim that journalists thoroughly embrace a construc-
tion of audiences as “sovereign consumers” (Boyer 2013:4).

Campbell did not, however, project stable, sharp, clear borders between “beats.” 
When I asked him how the NYT decides who covers which stories, he replied:

I don’t think there are any hard and fast rules; often it’s whichever reporter 
wants to do a story. Sometimes more than one does and you just negotiate. 
Sometimes no one wants to do a story; we realize it should be done, and 
we’re pushing it off on the other guy.

Similarly,
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144 Biomediatization up close: three case studies

as far as where [a story] runs in the paper, that’s also a decision that’s made 
by consultation. Some clearly are Business, some clearly are for the Science 
or the Health section. But there are a lot that are in the middle, sometimes 
the same kind of subject can end up in one place one week and the other 
another week.

Campbell’s attraction to biotech reporting springs from his sense that “it’s 
really on the frontier . . . it’s cutting edge science, cutting edge medicine. . . . 
There are always a lot of things going on.” Here he echoes Stratton-Domenici 
consultant Harrison’s words; Rabinow (1996) suggests that a sense of intellectual 
freedom and creativity also attracts scientists out of universities and into biotechs. 
Campbell echoes scholarly projections of how “genomic information traverses 
circuits of exchange . . . at resolutions and speeds inconceivable before,” creat-
ing a temporality of “breathlessness” (Sunder Rajan 2006:43). Leading biotech/
pharma reporters like Campbell receive a daily deluge of press release and pitches, 
each projecting breaking news of a discovery on the advancing edge of science 
and medicine. Rather than assimilate this breathlessness, however, Campbell and 
the other biotech/pharma journalists we interviewed practice the sort of “slow-
ing” advocated by STS scholar Isabelle Stengers (2005), repositioning such claims 
within the decade or more it takes to bring a molecule through clinical trials to 
FDA approval and marketing, separating successes from the hundreds of projects 
that die along the way. It is this temporal politics of slowing that helps print 
biotech journalists hang on in a digital age. “Spot news is going to the web,” 
Campbell suggested. Unless a story is really big,

with the web now, there’s a presumption that [spot] news is going to be read 
by the people really interested, they’re going to read it on the Internet. So 
we’re being encouraged now to do less routine news that can be covered 
by the wires.

Most days, nothing happens on his beat that makes him feel compelled to write 
a story. Rather, Campbell takes notes on “spot news” until a pattern emerges, 
then conducts research, does interviews, and writes, often over a period of 
months or years, until sufficient detail, depth, and analysis emerge. Campbell thus 
rejects what are projected as the dominant temporalities of on-line journalism—
“managing multiple fast-moving flows of information already in circulation” 
(Boyer 2013:2–3)—and of biotech—“massively compressed R&D time” (Sunder 
Rajan 2006:43)—by turning his work into slow journalism. Indeed, some of his 
stories seek to put the brakes on particular biotech trajectories themselves, seeing 
them as too fast, chaotic, and unregulated, leading to misalignments between the 
scientific/medical and financial trajectories of particular corporations or entire areas 
of research and development.

As we saw in Chapter 3, health news often contrasts with the “negativity bias” 
media scholars observe in other genres. Campbell explains:
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Finding the “buzz,” patrolling the boundaries 145

I think in journalism . . . there might be a little bit of a bias toward negative 
stories. We’re all trying to dig up dirt basically on the pharmaceutical industry, 
but when it comes to drugs, to drug development, I have a positive bias. . . . 
[Y]ou have a company that announces that their drug failed . . . and the com-
pany pretty much collapses. . . . [T]here’s not that much interest among . . . 
my editors. So I tend to more cover if the drug works; then it goes beyond the 
investors because then you say, ‘Okay, we have a new drug that’s going to treat 
some disease that our readers [have].’ The failed drug is not going to treat some 
disease, not going to affect the medical care of our readers, it just means that 
investors in one particular obscure company got wiped out.

Campbell simultaneously confirmed the shift toward more critical reporting 
noted in Chapter 3:

What used to be the best way onto the front page, and it’s still a good way, is 
some great medical breakthrough. But now there’s a little more suspicion of 
the medical breakthrough; now the way onto the front page is mostly ‘such 
and such company hid evidence of problems.’

Why the change? Campbell attributed it to two factors: the rise in healthcare 
spending and the aftermath of scandals, most notably the Vioxx controversy, 
examined below. Donald Schultz, the cable news health journalist we discussed 
in Chapter 2, added that major media venues are now owned by major corpora-
tions, which are very interested in holding down skyrocketing health insurance 
costs for their employees.

Campbell suggested that scandal or conflict of interest is what readers respond to 
the most. Health stories are popular, often “right near the top” of the 10 most fre-
quently e-mailed articles, but stories attracting the most attention focus on “some 
scandal about health.” He pointed, literally, to a story reporting problems with a 
sleeping medication posted on the website only a few hours earlier; it had already 
reached the top-10 on the e-mail charts. Accordingly, he said,

we don’t accept things as readily as we used to. We have to always . . . 
mention . . . if a researcher we’re quoting has some financial conflict of 
interest; and if we don’t, there’s someone who’s reading us who’s going 
to ding us on that and say ‘you lazy or irresponsible reporter’. . . . And 
sometimes we go further and try to report that so and so’s opinion is not 
reliable because of such a conflict.4

In many ways, his comments are reminiscent of how political reporters character-
ize their role after Watergate: “How reporters make their mark is finding some 
evidence of corruption in the pharmaceutical industry or conflicts of interest or 
fraudulent data or something, unnecessary expenditures, so there’s kind of this whole 
frenzy to find things like that.” This “watchdog orientation” in pharma coverag e is 
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146 Biomediatization up close: three case studies

clearly connected with Campbell’s emphasis on public policy. He cited his articles 
on potentially lethal side effects not disclosed by corporations or researchers that 
forced a reluctant FDA to act. The purpose of this kind of watchdog reporting, as 
Campbell’s describes it, is less to push citizens to engage actively in debates than to 
push elites—particularly manufacturers and government agencies—to act. These 
two sides of pharma reporting—the orientation toward finding the winners and the 
hunt for contradictions—are manifested in the two types of “boundary-work” that 
form the focus of this chapter.

Boundary-Work I: modeling relationships between patient 
subjectivities, technoscience, and business

In what we call Boundary-Work I, journalists chart relationships among technosci-
ence, medicine and capitalism positively. They project interactions that connect 
these fields at specified, bounded points, such as public releases of scientific and 
clinical information. The integrity of each is not compromised, and diverse actors 
and social values—profit, scientific progress, the preservation of human life—are 
in harmony. Some stories present this merging of social fields as automatic and 
effortless. In Chapter 3, we considered a television story on a new melanoma drug, 
Ipilimumab, built around a young woman diagnosed with cancer weeks before 
her wedding. The story, set primarily in the doctor’s office, segued abruptly to a 
meeting of the American Society of Clinical Oncology—where the story actually 
originated—and the correspondent noted: “For drug makers it’s a crucial opportu-
nity to find investors. For oncologists it’s a one-stop shop to learn about landmark 
drugs like ‘Ipi’ that, if approved, might one day save their patients.” Here, business, 
medicine, science, and journalism merge, as though their relationships are natural. 
Pharma coverage sometimes tells a much more complex story in which all players, 
their interests and forms of knowledge, are in some way blocked from connecting. 
The stories’ heroes find a way to bring them together, and journalists often portray 
themselves as assisting this process. Despite the variation in content and focus, the 
emphasis, to draw again on Rabinow (1996:180), is on the novelty of the forms/
events generated, which is what is offered to investors. Biocommunicable cartog-
raphies are divided—if the story is positive—into parallel but distinct mappings of 
“science models” and “business models,” even as the events reported are largely 
events of biocommunicability.

Boundary-work is often understood more narrowly as separating fields; Gieryn’s 
(1983) interpretation of the efforts of scientists to distinguish their work from 
non-scientific types of knowledge production takes this form. The sort of journal-
istic boundary-work we discuss here is different. As Star (2010: 602–603) writes, 
“Often a boundary implies something like an edge or periphery,” but it can also be 
understood “to mean a shared space, where exactly that sense of here and there are 
confounded.” Journalists’ boundary-work involves drawing lines: they construct 
the world of science and of business as necessarily requiring separate domains with 
distinct cultures, mapping proper channels. But the specific parameters of the flow 
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Finding the “buzz,” patrolling the boundaries 147

between domains is central to their stories, which are often precisely about how bar-
riers between domains are overcome. Journalists see themselves as interacting with 
other actors in mediating pharmaceutical biocommunicability, producing pharma 
as a boundary-object that is not between but, ideally, fully in the worlds of science, 
business, and medicine, harmonizing them.

Perhaps the most usual type of Boundary-Work I story features upbeat reports 
on “discoveries” or “breakthroughs.” ABC World News Anchor Diane Sawyer 
and reporter David Muir provided a “package” on 29 April 2010 that announced 
“groundbreaking news in the fight against cancer.” The “hook,” the event projected 
as occasioning the report, was FDA approval of the drug Provenge (sipuleucel-T) 
produced by biotech Dendreon for patients with advanced prostate cancer. Smiling 
physicians and patients reinforce the emotional framing, summarized by Muir as 
“real hope.” Two common features of these stories stand out. First, Sawyer and 
Muir project the trajectories of science and discourses as advancing swiftly: “a 
real first” for science. Scientific pasts have headed toward this precise moment: a 
cancer specialist declares: “this is something investigators have been trying decades 
to accomplish.” The story then projects hopeful futures, scientific and biocom-
municable—physicians “predict that within five years time there could be other 
announcements: same kind of treatment, different cancers.” A second feature is 
the projection of a broad consensus regarding scientific/communicable trajectories. 
Sawyer frames Muir’s words as “the latest reaction from the medical community,” 
uniting all physicians into a single voice: “Doctors today said . . .” Muir cites studies 
published in medical journals and FDA approval. The consensus is confirmed visu-
ally by smiling patients and physicians. A boundary separates research and clinical 
testing from the business of biotech research and pharmaceutical sales as Muir warns, 
“But the drug will be very expensive, at least a $50,000 price tag.” Muir is thus 
watching out for possible conflicts or misalignments between business and science.

In television news, on the air and on-line, most pharma coverage is oriented 
toward patient-consumers. In the newspaper, it is more varied and often appears in 
the business section or is covered by business reporters. In the SDU-T, as in other 
regional newspapers, it often focuses on local biotechs. Sunder Rajan (2006) empha-
sizes the distinct relationships between science, medicine, and capitalism in biotech 
and pharmaceutical corporations. The former tend to be smaller, focusing on sell-
ing patents and “information” rather than vast quantities of drugs. Accordingly, 
reporting on Pfizer versus a small biotech company is not the same. Biotech cover-
age mixes scientific, medical, and financial trajectories with the personal profiles of 
CEOs and leading scientists and projections of an ethos of daring and discovery, of 
breathlessness. Some appear in the SDU-T in the weekly series that profiles busi-
ness leaders. When reporter Thomas Kupper interviewed, Tina Nova, the CEO of 
Genoptix, which provided laboratory analysis and diagnostic testing for physicians, 
he focused on the scientific and technological base of the company’s services, its 
business model, and how it distinguishes itself from competitors, as well as on Nova 
herself.5 Kupper’s biotech insider’s perspective projects Nova’s career trajectory in 
relationship to how the San Diego biotech sector has changed through time. Nova 
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148 Biomediatization up close: three case studies

characterizes the company’s niche in biocommunicable terms—as centering on a 
“culture” that preserves “intimate” relations with customers, such that physician/
salespersons cultivate first-name relations with physician/customers.

Patients sometimes enter biotech stories, producing forms of biocommunica-
ble border-crossing. Recruited and prepped by consultants like Harrison, working 
with physicians referred to them by the pharma company, their appearance in pro-
files, quotes, and photographs introduces another subject position and projects the 
positive effects that accrue when boundaries between scientific research, technol-
ogy, clinical practice, and business are brought into proper alignment. In “Personal 
Touch in War on Cancer,” SDU-T biotech reporter Bradley Fikes introduces 
ovarian cancer patient Jan Amato and a biotech executive, Dr. Laura Shawver. A 
PhD in pharmacology who herself faced ovarian cancer, Shawver established the 
Clearity Foundation to provide genetic profiles of tumors. Fikes frames her deci-
sion in biocommunicable terms, as responding to problems of knowledge that she 
encountered in moving between roles of patient and scientist and overcoming bio-
communicable barriers. “‘The numbers are against us, and there’s not enough of 
us, and we don’t make a lot of noise, and therefore we don’t get a lot of attention 
for a very difficult problem,’ Shawver said.” The story closes as Amato projects 
herself as the model active patient-consumer: “‘The information’s out there, and 
always ask questions. If I had given up right then and there, you wouldn’t be talk-
ing to me now.’” Patients, physicians, scientists, administrators, and, implicitly, 
journalists all play distinct roles that can afford happy endings.

“Brothers Develop New Device to Halt Allergy Attacks,” appearing on the 
NYT Business Section’s front page on 1 February 2013, projected positive con-
nections between technoscience and capitalism. Reporter Katie Thomas follows 
the “single-minded quest” of twins Evan and Eric Edwards to construct a simpler 
device than the one they carried everywhere as children to deliver epinephrine 
to treat effects of their severe food allergies. “Evan Edwards said the device [he 
invented] was special because it was designed by people who were intimately 
familiar with patients’ needs. . . . ‘This was something that I knew I was going to 
carry with me every single day.’” Linear constructions of time, knowledge produc-
tion, and business merge in the fifteen-year trajectory from an idea born from two 
patients’ experience to marketing the device.

Some Boundary-Work I stories provide as much space for lay agency and 
knowledge production as found in any health news story. Campbell reported FDA 
approval of a treatment for a rare inherited renal (kidney) disease. He leads with a 
biocommunicable event, a young patient’s appeal: “Reluctant to say it aloud . . . she 
wrote her 12th birthday wish on a restaurant napkin: ‘To have my disease go away 
forever.’” Constituting a “disability narrative,” the story charts the transformation 
of familial ties into “mediated spaces of public intimacy” for “the body politic as a 
whole” (Rapp and Ginsburg 2001:550, 545). Such stories portray pharma as bridg-
ing barriers between science, business, and broader life-worlds. Confronted shortly 
after their daughter’s birth with the likelihood that she would die prematurely, 
the napkin-borne wish moved the parents to create a foundation. Invoking the 
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Finding the “buzz,” patrolling the boundaries 149

story’s biocommunicable “peg,” patient and mother are pictured in Washington, 
“where they awaited word about federal approval.” Launched by a press release, 
conference call, and preceding PR/media “pitch,” Campbell told Charles, the story 
merges subjectivities and daily illness experiences of patients and their families, clini-
cal research, and information on the company’s finances. The foundation’s website 
presented the press release, news stories, and a video. Although Campbell positions 
the story as “yet another example of the important role that determined parents and 
disease foundations can play in supporting drug development, particularly for rare 
diseases,” he also introduces a discordant element. The new drug would increase 
the annual cost of treatment from $8,000 to $250,000, raising “troubling questions 
about whether society can afford to pay extremely high prices for drugs that treat 
rare diseases.”

How “buzz” crosses boundaries: a case study

Our SDU-T sample included a profile of a local company, which we will call Venus 
Pharmaceuticals, and its founder and CEO, Dr. Barney Smith. Charles interviewed 
Janet Hughes, the reporter, and John Kraus, Venus’s media/public relations chief.6 
Telling a heroic story, Hughes’ lead uses popular culture to position Venus within 
a biotech biocommunicable community: “Venus Pharmaceuticals has been the 
reluctant Rodney Dangerfield of the biotechnology community: it couldn’t get no 
respect.” The next paragraph anticipates a happy ending and the boundary-work it 
requires, linking a new molecule, a “pioneering” class of drugs, and “several new, 
lucrative corporate partnerships.” The following lines, citing CEO Smith, project 
the notion that a biotech’s scientific evolution is identical with its biocommunicable 
contours, charting a path of “a novel idea” through “initial wild enthusiasm, tremen-
dous disappointment, skepticism turning to bias, bias turning to grudging acceptance, 
acceptance, and, the final stage, ‘Oh, yeah, it was my idea to begin with.’”

The next two paragraphs shift to a scientific register, detailing the drugs’ mecha-
nism for delivering its genetic “message.” The article summarizes the scientific 
focus of Venus’ work:

In the lab, RNA molecules could be inactivated by complementary RNA 
molecules that bind to that specific RNA sequence, blocking their effects. In 
a person, the technology might stop any disease involving RNA, which could 
be nearly any disease. And because the blocking RNA molecules, called ‘anti-
sense,’ could be precisely targeted, the drugs could avoid many side effects.

Hughes then lays out the boundaries between science, technology, and capital, 
understood here as creating hurdles to be overcome: “Antisense is an elegant idea, 
beautiful to behold on paper. But putting it into practice has been a nightmare 
for researchers—and for investors.” After two major failures and a “bleak” period, 
stock “plunged 65 percent on news of the Crohn’s disease trial results.” Venus 
researchers went back to the science, producing a new antisense-based technology 
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150 Biomediatization up close: three case studies

for automating discovery of genes and their functions, creating “a second genera-
tion of more powerful drugs.” Hughes praises Venus for displaying what it takes to 
cross these boundaries: perseverance, innovation, confidence, and “buzz,” a sense 
of excitement.

Largely a story about Venus’s progress toward “the creation of an entirely new 
kind of medicine,” the plot’s twists and turns, its tragic and heroic periods, emerge 
from biocommunicable problems. Honest biotechs report clinical results, but 
competitors and naysayers reframe statements unpredictably and unfairly, creating 
volatile reception frameworks. “Buzz” is mediated by business analysts’ recircula-
tions of public announcements as performative statements that can cause stocks 
and reputations to soar or plunge. Hughes does not point out that biotech news 
stories are very much part of this process. Smith models the ethical posture that 
is demonstrated in corporate biocommunicable terms: “‘All of us here became 
convinced that antisense would be even bigger than we thought. . . . We were 
sitting with the data, . . . but no one was paying attention.’ Smith said. ‘Then all 
of a sudden . . . half a dozen major companies were quietly knocking at [Venus’s] 
door. . . . The buzz had begun – somewhat to [Venus’] surprise.’”

This story depicts a transition from misalignments between science, technology, 
health, capital, and biocommunicability to the emergence of a perfect fit. As the 
story closes, Smith voices this teleology: “‘I’m personally amazed that I live in a 
time when someone can say, ‘Hey, I got an idea, don’t know if it’s going to work, 
but I know it will take 10 to 15 years and probably a billion dollars or so—would 
you mind giving me some of that?’ And they did.’” The heroism and positive tel-
eology culminate in a human-interest angle as a lung cancer patient thanks Venus 
for the experimental drug that extended his life.

Biotech buzz itself can threaten boundary-work. “Jaded” participants can divert 
biotech biocommunicability away from accurate statements made by scientists 
and clinicians and assessments of companies’ finances afforded by Chief Financial 
Officers (CFOs), analysts, and investors. Biotech buzz is a label for a purport-
edly pervasive form of biocommunicability—an economy of rumors circulated by 
unauthorized parties, particularly competitors—that creates communicative chaos. 
Self-interest and malfeasance fuse science and capital in ways that can turn a bio-
tech hero into a “reluctant Rodney Dangerfield.” Hughes indicates that restoring 
biocommunicable order requires scientists like Smith to keep doing the research 
and accurately announcing results and CFOs to keep balancing the books and 
making fiscal information available. Specialized biotech journalists carefully moni-
tor biotech buzz, which helps them develop story ideas and angles, but they also 
accord themselves a crucial role in restoring biocommunicable order by going to 
the proper sources and making sure that boundaries are in place. If “hype” is a fun-
damental part of biotech and pharma, as journalists and social scientists insist, then 
specialized reporters like Hughes and Campbell crucially police biomediatization.

Our interviews detailed how the story emerged. For Hughes, writing a profile 
“about once every two months” was challenging.7 It involved choosing “someone 
who’s interesting and who’s in the news and sometimes it’s difficult to do. I might 
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Finding the “buzz,” patrolling the boundaries 151

find them interesting, but are they going to be interesting to the broader audience 
of the Union-Tribune?”

Charles also visited Venus, located in a biotech cluster north of San Diego, 
and interviewed Corporate Communications Executive Director John Kraus.8 
He met Kraus at one of the company’s two low, modernist white buildings set 
in a semi-desert landscape. In his mid-fifties, Kraus, who has a strong jaw, short, 
graying hair, and a confident air, was dressed informally. Holding an Ivy League 
humanities degree and an MBA, with 10 years experience at San Diego and San 
Francisco Bay Area biotechs, he handled communication with investors, poten-
tial customers, and journalists as well as speechwriting. He also contracted with 
“suppliers,” firms like Stratton-Domenici, to develop overall public and media 
relations strategies organized around major events, particularly reporting scientific 
or clinical results or FDA decisions. Kraus’s job involved convincing corporate 
officials and scientists to meet with journalists, training them on media strategies, 
writing soundbites, and prepping them on particular reporters and story angles. 
Another PR/media consultant we interviewed, Johanna Rice, said that her port-
folio includes preparing physicians for questioning by FDA advisory committees 
as research moves from Phase II to III clinical trials, “making sure that all the phy-
sicians are on board to support the findings.” In the case of questionable findings, 
she wants “to make sure they’re all . . . delivering the same message,” adding that 
“typically you’re going to know what the FDA is going to question about your 
data.” She added to her list sponsoring health fairs and organizing disease aware-
ness events with “screenings, free testing, and face painting for the kiddos, and all 
this is all brought to you by Johnson & Johnson.”9

Kraus’s account of how he develops a “wonderful symbiotic relationship” 
with biotech journalists paralleled Campbell’s emphasis on how a slow temporal-
ity separates biotech reporting from “spot news.” The temporalities he projected 
were multiple, involving years of building relationships with biotech journalists, 
months of build-up to a major news event, and a six-hour turnaround at critical 
moments. Here we see the other side of biomediatization: Stratton-Domenici’s 
Harrison emphasized the power of mediatization in shaping the production 
of diseases and molecules, structuring clinical trials, and disseminating clinical 
results; here, it is the temporalities of technoscientific research and testing—
along with those of FDA oversight—that structure the temporal contours of 
biotech/journalist interactions. Kraus laid out a hierarchy of media and biotech 
journalists: “The Wall Street Journal is God. If you get covered there, unless it’s a 
really bad story, any ink is, more or less, good ink.” National media venues like 
the NYT and national network and cable news are in the middle, with “local” 
reporters on the bottom. Kraus likes journalists who are “in tune with biotech,” 
entailing training in a scientific field, long-term involvement with biotechs, and 
an understanding of “the biotech business model,” i.e., losses for many years in 
anticipation of huge future profits. Kraus sought to shape, not just react to, this 
hierarchy: “You build up the trust, you dole the embargos in some way, and dole 
out the exclusives.”
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152 Biomediatization up close: three case studies

Despite the bias against “local” media and anger over previous SDU-T articles, 
Kraus convinced his boss, Smith, to grant the interview, arguing that the profile 
format would facilitate the “big picture” story that Venus needed. Kraus asserted 
that biotech journalists are only interested in “scientific breakthroughs” and dra-
matic changes in stock prices or revenues, in effect that they are enamored by the 
biotech “breathlessness” highlighted by Sunder Rajan (2006:43). (Note here the 
gap between Kraus’s perception of biotech reporters and the way our journalist 
interviewees described themselves.) A profile, on the other hand, would show 
that Venus’s strength was in their “technology platform,” generating patents on an 
“incremental” basis. Kraus “pitched” the “hook” that became the narrative core of 
the story, the recent transformation of biotech buzz from skepticism to acclaim. He 
then briefed Smith and the chief scientific officer, talking to them about Hughes’s 
“strengths and weaknesses,” the angle that Kraus and Hughes had negotiated, and 
what Venus wanted to accomplish. The three men gathered, Hughes phoned, and 
the interview lasted nearly an hour.

We do not read this example through the simplistic narrative that positions 
biotech/pharma journalists as handmaidens to the industries they report. It rather 
provides a parallel—mutatis mutandis—to the way crisis and emergency risk com-
munication training and biosecurity exercises gradually enmeshed media and health 
professionals. Biotech reporters construct themselves as uniquely able to operate in 
all of the spheres that make up this industry, including those of the affected patients 
and consumers, as capable of understanding the specialized registers that constitute 
them and crossing boundaries on a daily basis. By virtue of their role in select-
ing companies and biocommunicable events that evince larger patterns, biotech 
reporters position their individual stories as allegories, as enabling them to regulate 
the buzz and hype that excites scientists as much as investors. These stories are thus 
crucial boundary-objects (Star and Griesemer 1989) that construct an overall sense 
of what constitutes “the biotech community.”

Biotech/pharma journalism has its own complicated relations with capital. Most 
reporters work in for-profit media corporations, though some work in such organ-
izations as the Kaiser Family Foundation or non-profit activist groups. We related 
in Chapter 2 the insights that emerged from an interview with Donald Schultz, the 
founding health journalist at a major national cable news network. He noted that 
one of the networks’ original and major advertisers, a pharmaceutical corporation, 
made its advertising revenue contingent on producing two health news stories 
daily. Although Schultz asserted that a policy of editorial independence shielded 
correspondents and producers from influence by the advertiser, he admitted that 
conflicts sometimes emerged and lines could get a bit fuzzy: “in practice . . . some 
things were covered in ways they might not have been if they didn’t have that 
pharmaceutical financing.” Direct-to-consumer pharmaceutical advertising, the 
rise of the Internet and digital media, and many other changes in both healthcare 
and media deepened and complexified the relationship between health news and 
advertising. Watch what happens when you click on a health story on the on-line 
version of a major newspaper: health-related advertisements often pop up next to 
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Finding the “buzz,” patrolling the boundaries 153

it. Even as they claim a special, disinterested role in policing boundaries between 
technoscience/medicine and capital, some of the boundaries between journalism 
and capital can get messy too.

Boundary-Work I plays a crucial role in mediating contradictions between bio-
medicine, public health, and capital. “Big pharma,” we hear, is the corporate sector 
that US residents love to hate; in 2013, Gallup found that the pharmaceutical 
industry had a net negative rating of ten percentage points among their respond-
ents, tied with the banking industry and ahead, among major industries, only of 
oil and gas.10 Another poll, however, found 73 percent of respondents saying that 
prescription drugs have made the lives of people better.11 We are more medi-
cated than ever, and big pharma is making huge profits. How can we explain this 
apparent combination of fascination and ambivalence? Given skepticism regarding 
science, biotechnology, clinical medicine, and business elites, many doubt that 
medicine and capitalism can happily co-exist, at least in ways that enhance the 
health and well-being of “the 99 percent.” Boundary-Work I presents a reassur-
ing message: science, technology, clinical medicine, and business can, in Rodney 
King’s famous words, all just get along, producing knowledge for science, health 
for patients, and profits for investors. When we hear the voices of patients saved by 
newly discovered drugs or granted access to a “normal life,” we can all participate 
actively in a humanitarian reason (Fassin 2012) that enables us to imagine complex 
and powerful processes as carried out—at least ideally—by individuals who might 
one day be standing at our side.

Boundary-Work II: villainous hybrids threaten 
biocommunicabilities and consumers

Boundary-Work II stories, on the other hand, project journalists’ work of policing 
the technoscience/medicine and capital boundary through cases in which bounda-
ries are seen as crossed and interests conflated in ways that are unethical and endanger 
patients, investors, governmental budgets, or corporate bottom lines. In our inter-
view, SDU-T reporter Hughes used a metaphor for Boundary-Work II: “the smell 
factor.” In examining articles in medical journals or press releases, she looked out 
for something “that smells,” that is, for “b.s.” emerging from a precarious scientific 
or financial element, a misfit between different domains, or the corruption of the 
logics and practices in one sphere by pressure from another. The most serious abuses 
spring from the corruption by capital of the integrity of scientific, technological, 
or clinical work. Boundary-Work II articles sometimes focus on biotechs, but big 
pharma has received the most extensive attention and scathing criticism.

Biotech reporting has been transformed, as political reporting was in an earlier 
era, by scandals emerging at the beginning of the twenty-first century. Thalidomide 
in the early 1960s and the Dalkon Shield in the 1970s generated substantial cov-
erage and public debate regarding how patients are harmed when faulty clinical 
trials or withholding negative data lead to marketing unsafe products. Anemia and 
diabetes drugs have both sparked controversy since 2004. But it was the scandal 
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154 Biomediatization up close: three case studies

that unfolded after Merck voluntarily withdrew its Cox-2 inhibitor, Vioxx, on 
30 September 2004 that dramatically reshaped health news narratives, journalistic 
practices, and popular views of the US pharmaceutical industry and biomedicine. 
Anger against Merck and distrust of the pharmaceutical industry were exacerbated 
by perceptions that, to protect some $2.5 billion in annual sales, the company 
withheld data suggesting that Vioxx increased the risk of heart attack and stroke.

Though controversies over Vioxx had surfaced in the media from time to time 
for years, such as in a 12 June 2001 NYT “Personal Health” column by Jane 
Brody, the drug’s main media presence before 2004 was its massive visibility in 
direct-to-consumer advertising. Television news was blanketed with soft-focus 
ads, reminiscent of 1980s Pepsi campaigns. Featuring parents or grandparents inter-
acting happily with children, they began and ended with the slogan, “Vioxx: for 
everyday victories.” Here in its purest form was the ideal of boundaries overcome, 
science and capitalism together making it possible for ordinary people to bridge the 
life obstacles created by pain.

On the day of the recall announcement, each major television network featured 
someone who believed Merck’s promises and felt betrayed. On ABC, Vioxx user 
Sue Anne Humphries (Figure 5.1) declared, “The majority of people that take Vioxx 
are senior citizens. And we trust our companies. We trust our doctors. And then 
something comes along like this. No more trust.”12 On NBC, Dr. Jack Lock, look-
ing like an icon of the private practice physician of previous generations, suggested 

FIGURE 5.1  “We trust our companies. We trust our doctors. And then something comes 
along like this.” ABC News, 30 Sept. 2004.
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Finding the “buzz,” patrolling the boundaries 155

that Merck is “pretty high on our list for reliability, so for this to happen is a kind 
of shock to me and I’m sure to my patients.” Conflicts between marketing impera-
tives and science became a central theme of subsequent coverage. “Researchers have 
issued repeated warnings,” correspondent John McKenzie says. A whistleblowing 
clinician/scientist who had sounded the alarm recounts how Merck aggressively 
refuted him. Showing a clip of a Merck ad, McKenzie continues, “And [Merck] 
continued to promote Vioxx heavily. What many patients never knew: Vioxx was 
no more effective than cheaper, over-the counter pain pills.”

Initial coverage of the recall lacked a consistent scandal frame. On NBC’s 30 
September story, Bazell did not present economic and scientific spheres as affect-
ing one another. Rather, he cast the rupture of trust as a source of disappointment 
at the failure of biocommunicability—bewilderment that what was previously 
understood to be safe was found not to be—not as a cause for outrage. On CBS 
(30 Sept. 2004), Medical Correspondent Elizabeth Kaledin emphasized the usual 
advice to the patient-consumer, “Patients should consult their doctors about what 
to do next. . . . There are options that are cheaper, and, for the time being, safer.” 
A few days later, NBC13 followed up with a report on drug safety. Anchor Tom 
Brokaw says:

When the pharmaceutical giant Merck announced it was taking Vioxx off 
the market, that was very big news to the medical community, those suf-
fering from arthritis, Wall Street, and public health officials. And it left us 
wondering, what else is out there? Prescription and over-the-counter drugs 
that may help many, but also do irreversible damage.

Bazell’s report centered on the standard patient-consumer model of biocommu-
nicability, emphasizing consumer responsibility, and lacked a scandal frame. He 
noted: “Most Americans take over-the counter pain relievers without considering 
side effects.” To the extent that outrage emerged in early reporting, it was mainly 
directed at the FDA. “Vioxx is one of a number of drugs recalled in recent years after 
the FDA approved them as, quote, safe and effective,” Dan Rather reported, “and 
critics say the FDA is part of the problem, allegedly too cozy with drug companies.”

The story broadened and deepened on 1 November, over a month after it first 
broke, with the Wall Street Journal (WSJ) story “Warning Signs: E-mails Suggest 
Merck Knew Vioxx’s Dangers at Early Stage.”14 It began:

When Merck & Co. pulled its big-selling painkiller Vioxx off the market 
in September, Chief Executive Raymond Gilmartin said the company was 
“really putting patient safety first.” He said the study findings prompting 
the withdrawal, which tied Vioxx to heart-attack and stroke risk, were 
“unexpected.”

But internal Merck e-mail and marketing documents, as well as inter-
views with outside scientists show that the company fought forcefully for 
years to keep safety concerns from destroying the drug’s prospects.
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156 Biomediatization up close: three case studies

British medical journal The Lancet published what CBS news called a “scathing” 
editorial criticizing Merck and the FDA. On 12 November, Bazell interviewed 
Merck CEO Gilmartin. Anchor Tom Brokaw introduced the story with an allu-
sion to Watergate—“What did Merck know, and when did it know it?”—and 
Bazell asked whether the company put “profits over patient safety.” The Vioxx 
story was now a “moral disorder” story (Gans 1979) centering on the pollution 
of science and medicine by the search for profits, though with interesting twists 
suggesting how thoroughly the two are actually entwined in contemporary bio-
medicine. Near the story’s end, after Merck’s CEO denied that his company had 
long known Vioxx’s dangers, Bazell countered, “But the charges Merck should 
have known of the danger have knocked $40 billion off the value of the company’s 
stock, hurting many pension and mutual funds.” Television reports commonly 
presented the scandal as a betrayal of patients, doctors, and also investors.

The Vioxx scandal was centrally a scandal of biocommunicability, of projections 
regarding how medical knowledge was produced and circulated. Beyond the ques-
tion of what Merck knew and when, a host of biocommunicable problems emerged: 
What did Merck not know and why did it not know it? What did Merck know and 
not reveal? What did others know that Merck sought to suppress? On 14 November, 
four leading NYT health and biotech reporters published an article based on internal 
documents provided by “people associated with lawsuits against Merck.”15 WSJ and 
NYT reporting was lengthy and complex, ranging across many issues, but revelations 
about breaches of norms of biocommunicability were highlighted:

 Research on Vioxx clinical trials, written by scientists who received contracts 
or research grants from Merck or by Merck employees, left out potentially 
important information.

 Merck played “hardball” (as the WSJ put it), with researchers who questioned 
Vioxx’s safety, canceling presentations by one Stanford physician it had agreed 
to sponsor, calling to threaten Stanford with “consequences,” and suing a 
researcher in Spain.

 Merck marketers were instructed to avoid questions that might hurt sales, 
colorfully called “Dodge Ball Vioxx” in a training document.

 After results from one clinical trial, conducted for other reasons, suggested that 
Vioxx might increase the risk of heart attack and stroke, Merck discussed and 
rejected the idea of conducting a trial specifically to assess whether Vioxx posed 
cardiovascular risks. Treated as most newsworthy was the revelation that mar-
keting executives were part of the discussion on whether to conduct this trial.

Marketers and PR/media professionals, we learned in interviews, are involved 
in pharma and biotech research and development from the beginning; scien-
tific knowledge is not created first, in a realm untouched by media logic, only 
later to be transmitted to publics through the media. This fact contradicts the 
biomedical authority/passive patient and patient-consumer models of biocom-
municability as well as the separation of scientific/medical and capitalist domains. 
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Finding the “buzz,” patrolling the boundaries 157

By drawing attention to the intimate relationship between science and marketing 
in pharma, coverage of the Vioxx scandal seemed to threaten the fundamental 
premise of Boundary-Work I, the notion that medicine and capitalism can ethi-
cally co-exist, and it complicated journalists’ position as enforcing the boundaries 
between them.

As congressional hearings and legal proceedings continued, the scandal expanded 
to involve increasingly wider biocommunicable dimensions. In February, the Times 
published another article using documents provided by lawyers and federal and state 
officials on Merck’s strategies to “neutralize” potentially critical doctors, often by 
paying them to give speeches or to do clinical trials or by subsidizing educational 
retreats they organized.16 In April, the Journal of the American Medical Association 
(JAMA) published an article based on internal Merck documents, detailing how 
Merck hired ghostwriters to draft medical journal articles. “In some cases,” the 
NYT reported, summarizing the JAMA article, “Merck’s marketing department 
was involved in developing plans for manuscripts,” raising “broad questions about 
the validity of much of the drug industry’s published research.”17 In May, the WSJ 
used internal e-mails from the New England Journal of Medicine (NEJM) showing 
that the NEJM’s

expression of concern was timed to divert attention from a deposition in 
which Executive Editor Gregory Curfman made potentially damaging 
admissions about the journal’s handling of the Vioxx study. . . . Curfman 
acknowledged that lax editing might have helped the authors make mislead-
ing claims. He said the [NEJM] sold more than 900,000 reprints, bringing 
in at least $697,000 in revenue. Merck says it bought most of the reprints.

The WSJ went on to express the significance of the revelations this way: “Many 
articles” in leading medical journals “lend an academic imprimatur to messages 
hatched by drug companies as part of publicity campaigns. Sometimes they fail to 
disclose authors’ financial ties to companies or the involvement of company-hired 
ghostwriters.”18

The scandal focused harsh scrutiny on the FDA. Journalists shift into their 
“watchdog” mode most readily when dealing with government agencies; scandal 
frames were applied to the FDA long before Merck. The FDA is seen as primarily 
responsible for patrolling the boundary between science and business and uphold-
ing the primacy of the former. On-going critical focus on the FDA was driven to a 
significant extent by congressional hearings. David Graham, an FDA epidemiologist 
who had prepared a report estimating the magnitude of Vioxx side effects, testified 
that FDA officials had attempted to suppress his findings. CBS’s Dan Rather com-
mented, “The Food and Drug Administration insisted today that it is doing what 
it called a ‘good’ job of protecting Americans from dangerous prescription drugs. 
But even some of the FDA’s own scientists say the record shows otherwise.” The 
story then placed Vioxx in a series of “regulatory failures” represented by drugs 
approved and later pulled from the market. This story, like many others, articulated 
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158 Biomediatization up close: three case studies

what is often referred to as the theory of “regulatory capture,” the charge that “drug 
companie s and regulators have gotten too cozy,” and cited corporate funding of 
FDA research and pharma contributions to congressional campaigns.

The Vioxx scandal illustrates multiple dimensions of biomediatization. It was 
rooted in the increased centrality of advertising, marketing, and public relations in 
biomedicine. Despite the embeddedness of many journalists in corporate media, 
reporters portrayed Vioxx as violating science/medicine versus capitalism bounda-
ries through marketing—which included massive direct-to-consumer advertising. 
While the scandal brought these forms of biomediatization into the public eye and 
into question, it also represented an intensification of a very different kind of bio-
mediatization: practices and discussions internal to the biomedical field were forced 
into the arena of news and public debate. Insiders became subject to the scrutiny 
and judgment of the mass public and were obligated to enter a discursive space of 
dialogue with a wide range of actors, including journalists, politicians, and civil 
society organizations. It is important to look carefully, however, at what biomedia-
tization actually entailed here, to understand the specific role of journalists. Vioxx 
was not primarily a media-driven scandal; investigative reporting played little role. 
Like many scandals, including Watergate, beyond its beginning phase (Schudson 
1993) most revelations were compelled by congressional committees and the legal 
system. It is, in this sense, a strong example of a pattern frequently observed in polit-
ical communication: journalists largely define issues in response to debates among 
key elites, acting as interpreters and critics primarily when elites are divided.19 Many 
prominent stories were pegged to critical reports in medical journals. For congress 
members, lawyers for plaintiffs suing Merck, dissident officials, scientists who came 
into conflict with Merck, and critics of big pharma, the surge of media attention 
provided opportunities to be heard and achieve their ends; Merck corporate officials 
and scientists, the FDA, and medical journals entered defensively.

What then was the role of journalists in the Vioxx scandal? Ettema and Glasser 
(1998) show that although journalists conceive of what they do primarily in terms 
of the verification of facts, a kind of “moral craftwork” is central to investigative 
reporting and, we could add, to scandal reporting in general. The craft of inves-
tigative journalism involves not only verifying that certain actions took place, but 
establishing that these actions were indeed an “outrage,” establishing the story’s 
newsworthiness. This moral craftwork, they argue, plays an important role in 
reproducing and sometimes reshaping social values. It involves a number of stand-
ard techniques, evident in Vioxx coverage, including irony (“Vioxx is one of a 
number of drugs recalled in recent years after the FDA approved them as, quote, 
safe and effective”); locating victims the news audience can identify as innocent; 
and the kinds of juxtapositions that establish hypocrisy or deceit, as in Vioxx tel-
evision stories shifting from clips of upbeat ads to soundbites about the suppression 
of information about side effects. This kind of moral craftwork took the form of 
Boundary-Work II: journalists establish the Vioxx scandal as a violation of moral 
order by invoking the idea of a necessary boundary separating science and medi-
cine from marketing, profit, and politics.
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Finding the “buzz,” patrolling the boundaries 159

Before the scandal erupted, journalists had already begun to question “Drug 
Companies’ Wine and Dine Ways,” to use the title of a 2002 SDU-T article,20 
portraying doctors as consumers of “glorified sales pitches” proffered by drug com-
panies in exchange for free meals, tickets for events, travel, and cash payments. 
Vioxx intensified such portrayals of biomedical professionals. When Merck’s CEO 
resigned in May 2005, ABC ran a special segment based on Merck marketing doc-
uments. “Congress has been looking into how Merck sold so much Vioxx,” anchor 
Elizabeth Vargas announced, over the graphic “Pushing Drugs.” Correspondent 
Jake Tapper reports:

Documents show that Merck instructed its sales representatives on how to 
shake hands with doctors, cozy up to them. . . . Everything, members of 
Congress charged today, except the honest way to discuss the serious heart 
attack and stroke risk posed by Vioxx.

Tapper invokes the boundary between science and marketing, both in words and 
with his body. “Merck’s three thousand salespeople were given this pamphlet 
promoting Vioxx and allegedly told not to deviate from it,” he says, holding a 
marketing document in one hand. He then says of another document he dis-
plays in his other hand, “Not even to discuss Merck’s own study indicating health 
problems among Vioxx users”; the document is quoted in text as saying “Do not 
initiate discussions,” appearing beside Merck’s name and logo (Figure 5.2). Before 
a backdrop of footage of Dr. Martin Luther King he reported: “After a Food 
and Drug Administration advisory committee recommended doctors be informed 
about that study, internal documents show Merck advised its sales staff, ‘Do not 
initiate discussions’ on the topic. They were told to focus on what they called 
Martin Luther King’s ‘goal focus’ to inspire greater sales.” Then, in a soundbite, 
Rep. Elijah Cummings expresses disgust: “And then when I see things like this—
Martin Luther King? My God. How far will we go?” Using Dr. King’s place in 
the sacred realm of civic life for the profane goal of increasing sales imparts to its 
other marketing practices the same sense of sacrilege. The next soundbite invokes 

FIGURE 5.2  ABC’s Jake Tapper reports on Merck sales documents which instruct repre-
sentatives not to discuss troubling research findings. ABC News, 6 May 2005.
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160 Biomediatization up close: three case studies

the traditional image of the autonomous biomedicine with a doctor saying, “We 
have our own sources of independent information. We should not be relying on a 
skewed group of salesmen to tell us what drugs to use.”

Vioxx was followed by smaller but still significant controversies, including scan-
dals involving Avandia, a diabetes medicine produced by GlaxoSmithKline found 
to increase risk of heart attack, leading to its 2010 suspension in Europe and US 
restrictions, and another later that same year over Johnson & Johnson hip implants. 
Avandia debates also expanded transparency at the FDA, among the important 
effects on biomedical institutions. Reporting on a split vote in the FDA advisory 
panel, the NYT noted, “The agency allowed competing visions to spill out in the 
advisory hearing—something unheard of just a few years ago.”21 One important 
element of Boundary-Work II is advocacy for transparency, and it is possible that 
greater journalistic scrutiny in the Vioxx and post-Vioxx era added to the impetus 
for this change.22 Health journalists repeatedly told us in interviews how they had 
learned to read carefully the sections in journal articles disclosing funding, authors’ 
contributions, declarations of interests, and acknowledgments.

In the Vioxx case, we have emphasized that investigative reporting was limited 
and public controversy not primarily media-driven. In other Boundary-Work II 
cases, investigative journalism is more central. SDU-T reporter Hughes described 
one story where “the smell factor” led her to discover an extreme if far less exten-
sive violation. She led a June 2006 story, “A San Diego company said yesterday 
that it had created the world’s first cat that’s free of the allergy-causing proteins 
that afflict many feline lovers.” A follow-up article revealed that its “San Diego 
headquarters” was actually the CEO’s apartment—and that she had been evicted 
for non-payment of rent. Hughes lists companies started by the same CEO that 
reportedly engaged in fraud, misrepresentation, and violation of intellectual prop-
erty rights. Hughes told Charles that it all started when her editor, seemingly 
impressed, passed along a press release and asked her to do a story. When Hughes’ 
“smell” indicator went off, she did research on the CEO, found a long history of 
lawsuits and disgruntled customers and business partners, called cat experts, then 
arranged the interview. Rather than take a press release at face value and write a 
positive story, her boundary-work revealed $3,500 “deposits” on the future deliv-
ery of each “sneeze-free cat” and a capitalist who simply made up the science.

At the national level, the kind of slow journalism described by Campbell often 
gave rise to high-profile Boundary-Work II stories. On 14 December 2013, the 
NYT published a long analytical article by Alan Schwarz, “The Selling of Attention 
Deficit Disorder,” which documented “a remarkably successful two-decade 
campaign by pharmaceutical companies to publicize the syndrome to doctors, 
educators and parents.” It included an analysis of pharma advertising, illustrated on 
the NYT website with video clips, and results of an NYT poll that recruited 1,106 
respondents to take a short quiz commonly found on websites sponsored by drug 
companies, asking, “Could you have A.D.H.D.?” Almost half tested at a level that 
indicated ADHD was possible or likely. It also included numerous interviews with 
researchers and pharma insiders, including Adderall salesman Brian Lutz, whose 

D
ow

nl
oa

de
d 

by
 [

N
at

io
na

l L
ib

ra
ry

 o
f 

th
e 

Ph
ili

pp
in

es
] 

at
 2

3:
16

 0
1 

N
ov

em
be

r 
20

17
 



Finding the “buzz,” patrolling the boundaries 161

words were central to Schwartz’ boundary-work: “What he regrets, he said, ‘is 
how we sold these pills like they were cars, when we knew they weren’t just cars.”

Boundary-Work I and Boundary-Work II stories are similarly organized around 
a vision of distinct domains of medical knowledge and the pursuit of profit, which 
both cooperate and remain distinct through flows of information that maintain the 
primacy and integrity of science and medicine. Both invoke heroes who believe 
that they are producing something that is, in the words of another dissident bio-
medical insider quoted in the NYT, “not the same as buying widgets,”23 who 
work diligently to keep science, medicine, and capitalism on their separate linear 
trajectories or, with Boundary-Work II, are identified as dissenters in conflict with 
dominant institutional actors. Boundary-Work II stories, like other “watchdog” 
reporting, can be seen as relegitimizing biomedicine, affirming that it is indeed 
possible for medical science to coexist with the commercial logic of the pharma 
and healthcare industries without being corrupted by them. But the growth of 
this kind of reporting in recent years has certainly introduced an important degree 
of ambivalence into representing the subjects and objects of biomedicine. Health 
journalists still believe in their policing role, but it is much harder to represent 
boundaries as ordinarily simple, transparent, effective, and able to ensure the well-
being of patients or investors.

Conclusion

Here we have documented the role of media professionals, including those work-
ing as reporters, editors, and producers as well as those employed by biotech and 
pharma corporations and other health institutions. Our contribution to scholar-
ship on pharmaceuticalization goes further than simply filling a gap in knowledge 
of the actors and practices that enact it. Polls and news stories reflect the con-
tradictions that make pharmaceuticalization so interesting, a vast phenomenon 
that brings fear, loathing, healing, desire, and infatuation with technoscience 
together intimately. We would certainly not disagree with scholars who equate 
pharmaceuticalization with commodification and the power of market logics. 
Nevertheless, beyond demonstrating the multiplicity, the tremendous complex-
ity and dynamism of relations between technoscience, medicine, and capital, we 
have pointed to ways that pharmaceuticalization also relies precisely on the denial 
of this intimacy, on making it seem as if scientists, physicians, and businesspersons 
can combine forces without conflating goals and logics. Biotech/pharma report-
ers have a crucial role here. Their stories map networks, projecting the particular 
scientists, doctors, corporate officials, investors, patients, and activists associated 
with a specific drug or device and the role each must play in pharmaceuticaliza-
tion. At the same time, by denouncing the villains, the evil boundary-crossers, 
journalists open up space for heroes, for the sense that one of the largest and most 
profitable sectors of capital is fundamentally driven by researchers and doctors 
who are motivated by the love of scientific discovery and alleviating the suffering 
of patients, and that they are in turn sustained but not corrupted by people who 
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162 Biomediatization up close: three case studies

know how to make money. Our discussion suggests, however, that this illusion 
has become quite precarious: consumin g more and more drugs can now uncom-
fortably coexist with believing that unethical conflations of boundaries between 
technoscience, medicine, and capital are now the rule, not the exception. At the 
same time, the post-humanist counter-narrative, the idea that pharma, if not all 
of medicine, is driven by a singular and stable logic—the pursuit of even more 
astronomic profits—is no less a product of these particular forms and histories 
of biomediatization than narratives of exciting breakthroughs and compassionate 
scientific geniuses.

The very premise on which both forms of boundary-work rest denies the 
depth and pervasiveness of biomediatization, even if more skeptical type II sto-
ries begin to admit the fundamental imbrication of capital, technoscience, and 
medicine. If pharma and biotech bring connections between these domains most 
directly into view, it is in the media-driven practices of marketing, advertising, 
and public relations that imbrication produces the greater discomfort and the 
sharpest criticism. We have suggested that the particularities of the complex, 
shifting, and unpredictable ways that professional logics and practices converge 
and the forms/events that assert their separability are of greater scholarly interest 
than now commonplace observations about profit motives corrupting science 
and medicine. Who is doing the conflating and who the boundary-work is not 
always predictable. PR/media consultant Johanna Rice recounted prepping a 
doctor as “third person” advocate for a morning news segment featuring a cli-
ent’s treatment for hyperhydrosis—excessive sweating—an example of what is 
often referred to as a “lifestyle disease.” Pharma marketing is much more regu-
lated than other forms, and the FDA had explicitly forbidden marketing it as a 
“permanent cure:”24

[T]his guy . . . he was calling it, “a permanent [solution] . . . a miracle.” 
And he was offering it to anybody. . . . One of the patients that we wanted 
to use for a morning news segment, . . . she had the treatment because she 
was the first to Like his Facebook page. She didn’t even suffer from the 
condition that it’s indicated to treat, which really made us nervous. . . . 
[W]hen he sent us a script or a kind of outline of the segment we just said 
“no, no, no, you can’t. . . you really shouldn’t say that.” . . . The doctor’s 
response was, “Well, that’s what drives sales. This is about marketing, de 
da da da.”

Boundary-work helps order medical and market domains hierarchically; here it is 
a media professional who is appalled as a physician elevates profit over medicine. 
Through biotech/pharma biomediatization, doctors and scientists have to a signifi-
cant extent internalized the logics of marketing and public relations, just as media 
professionals are integrated into logics of biomedicine.

Research on pharma as a social and cultural influence has focused significantly 
on advertising and marketing, as Dumit’s (2012) work suggests. But news coverage 
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Finding the “buzz,” patrolling the boundaries 163

is also central to the cultural reach of pharma, as Rice’s efforts to get her client’s 
product on the morning news suggests. The desire of pharma marketers to asso-
ciate their products with the cultural prestige of biomedicine and present what 
they do as something more than mere business, as serving humanity, enhances the 
importance of media interactions. So does the fact that their industry is regulated 
and in many ways also financed by the state. News coverage is central to how 
pharma interacts with other social and cultural fields. Reporters’ roles are complex, 
crossing and often merging many genres of reporting—business, consumer, sci-
ence, political. Journalists have a wide range of different stances, from celebratory 
to sharply critical.

Our argument against the “two cultures” theory can underscore this point from 
another angle. Journalism, like science and medicine, sees itself as an autonomous 
practice that serves the public interest. Its value system is defined to a significant 
extent in opposition to the values of capital, even as it is embedded in profit-making 
institutions and to a large extent serves to provide the flows of information and 
publicity on which capital depends. Journalists champion the autonomy of cultural 
fields. Here we have traced how journalists position themselves as celebrating those 
who seek to restore the integrity of technoscience and medicine when capital-
ism seems to corrupt them and position themselves as the best arbiters of these 
boundaries. We have also witnessed how they often seem in denial of their deep 
embeddedness in processes of biomediatization that help to constitute contem-
porary capitalism, science, and medicine alike, sandwiched between the ads that 
punctuate and finance their reporting or pop up next to stories in digital versions of 
newspapers, on Internet sites, and social media.

In covering the Vioxx scandal, journalists seemed reluctant to reflect on whether 
they themselves had something to do with “how Merck sold so much Vioxx.” The 
very ads they scrutinized appeared frequently on their news broadcasts. Journalists 
reported on Vioxx’s FDA approval in May 1999, but they did not pay much 
attention to Vioxx skeptics. Health journalists did not problematize their own 
role in making Vioxx into a blockbuster and protecting its aura, not to mention 
how Merck and other pharmaceutical corporations indirectly finance their report-
ing through advertising revenue. Bazell noted that public disclosure of Merck’s 
Vioxx cover-up “knocked $40 billion off the value of the company’s stock,” but 
mainstream journalists did not scrutinize the role their stories play in building the 
corporate reputations that help fuel stock prices and investor interest, a key reason 
that biotech and pharma CEOs and PR/media personnel want to talk to them. 
In light of our earlier findings about the generally upbeat character of coverage 
on new medical technologies—much of it facilitated by corporate PR—we could 
ask whether journalists might have profitably turned the heightened critical scru-
tiny that they were focusing on their fellow biomediatizers on themselves. This 
observation does not invite a simplistic handmaiden of biocapital interpretation 
of biotech/pharma reporting. Rather, it suggests that the central place of health 
news in biomediatization depends upon the usual denial of biomediatization, the 
reproduction of a boundary between biomedicine and media.
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Notes

 1 Vanessa O’Connell, “Ad Agencies Begin to Participate in Development of New Drugs,” 
13 Mar. 2002.

 2 No relation to the Stratton-Domenici’s consultant profiled in Chapter 2.
 3 Interviewed by Charles 14 Mar. 2007 and again by telephone on 21 Aug. 2013.
 4 Pellechia (1997) found a significant increase in the percent of newspaper stories on 

scientific research (most of which was health-related) that cited critical comments from 
scientists not involved in the study in question.

 5 SDU-T, 11 Jan. 2010.
 6 All are pseudonyms.
 7 Interviewed in San Diego by Charles on 22 Sept. 2006.
 8 Interviewed on 22 May 2007.
 9 Skype interview by Dan Hallin, 27 Feb. 2014.
 10 Jeffrey M. Jones, “U.S. Images of Banking, Real Estate Making Comeback,” www.gallup.

com/poll 23 Aug. 2013.
 11 USA Today/Kaiser Family Foundation/Harvard School of Public Health, The Public on 

Prescription Drugs and Pharmaceutical Companies. Menlo Park, CA: Kaiser Family Foundation 
2008. This poll found that 47 percent of respondents had a favorable view of the pharma-
ceutical industries, and 44 percent a negative view. In 2012, Harris found that 12 percent 
of the public considered pharmaceutical and drug companies “honest and trustworthy” 
(http://www.harrisinteractive.com/NewsRoom/HarrisPolls/tabid/447/ctl/ReadCustom 
percent20Default/mid/1508/ArticleId/1131/Default.aspx).

 12 30 Sept. 2004.
 13 4 Oct. 2004.
 14 Anna Wilde Mathews and Barbara Martinez, A1.
 15 Alex Berenson, Gardiner Harris, Barry Meier and Andrew Pollack, “Despite Warnings, 

Drug Giant Took Long Path to Vioxx Recall.”
 16 Barry Meier and Stephanie Saul, “Marketing of Vioxx: How Merck Played Game of 

Catch-Up,” 11 Feb. 2005.
 17 Stephanie Saul, “Ghostwriters used in Vioxx Studies, Article Says,” 15 Apr. 2005.
 18 David Armstrong, “Bitter Pill: How the New England Journal Missed Warning Signs on 

Vioxx,” 15 May 2005:A1.
 19 The first of these points is known as the indexing hypothesis (Bennett 1990); the second 

comes from Hallin (1986).
 20 Tony Fong, 17 Apr. 2002:C3.
 21 Gardiner Harris, “Panel Suggests Limit on Drug for Diabetes,” 14 Jul. 2010:A1, 23.
 22 Some changes were the product of a 2007 law intended to produce greater transparency 

(Wood and Perosino 2008)
 23 Alex Berenson and Andrew Pollock, “Doctors Reap Billions from Anemia Drug,” 9 May 

2007, http://www.nytimes.com/2007/05/09/business/09anemia.html?pagewanted=all.
 24 As Rice pointed out, the FDA restrictions are binding on the company and advertising 

or public relations agencies, but clinicians face fewer restrictions, which makes “third 
person” advocates valuable but potentially problematic.
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6
“WE HAVE TO PUT THAT  
FOUR-LETTER WORD, ‘RACE,’  
ON THE TABLE”

Voicing and silencing race and ethnicity in  
news coverage of health

As we noted in the Preface, in 1992 Charles made a trip to the Delta Amacuro 
of Venezuela, where he had done research since 1986, when he stumbled into a 
major epidemic of cholera, a preventable and treatable bacterial infection. Some 
five hundred people died there in less than two years. The epidemic was concen-
trated among communities classified as “indigenous” that lacked potable water, 
sewage facilities, and more than minimal access to healthcare. When thousands left 
the rainforest and began living under sheets of plastic in the towns on the mainland, 
seeking greater access to medical care, they became visible to local and national 
journalists, thereby opening up public health policies to possible scrutiny. Charles 
and Clara Mantini-Briggs, a Venezuelan physician who coordinated the public 
health response in the Delta, documented the subsequent media feeding frenzy in 
Stories in a Time of Cholera: Racial Profiling During a Medical Nightmare (Briggs and 
Mantini-Briggs 2003).

Media coverage forced the regional health service to send resources into the 
delta, but at the same time reflected a highly racialized interpretation of the epi-
demic which deflected blame from public health officials and, more broadly, from 
“modern” Venezuelan society. It was the culture of the indigenous people, “their” 
purported rejection of biomedicine in favor of belief in spirits and reliance on 
healers, that was responsible for an epidemic that challenged Venezuela’s image 
of modernity. Public health officials and politicians collaborated with reporters in 
portraying “cholera victims” as pitiful, helpless, ignorant, and pre-modern, locked 
in a world of cultural difference from which they could not escape, which threat-
ened their own health and that of their non-indigenous neighbors.

In Latin America, these sorts of structural inequalities of health have long been 
a central focus of critical epidemiology and Latin American Social Medicine (see 
Breilh 2003; Laurell 1989; Menéndez 1981). In the United States, 2002 was a 
watershed in bringing racial inequities to the attention of health professionals and 
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166 Biomediatization up close: three case studies

others. In January, the CDC presented a report focusing on racial differences in 
health outcomes (Keppel, Pearcy, and Wagener 2002). In April, the Institute of 
Medicine produced an exhaustive report documenting that, after controlling for 
socio-economic status and type of health insurance, African Americans and Latinos/
as receive poorer healthcare than whites (Smedley, Stith, and Nelson 2002).

Two bodies of literature point to ways that race is similarly connected to news 
media. Research suggests that news coverage plays a central role in connecting race 
and crime. An early study by Stuart Hall et al. (1978) focused on widespread per-
ceptions of an epidemic of mugging in the United Kingdom in the 1970s, largely 
consisting of black-on-white crime. Their study indicated that the phenomenon 
was created through journalists’ everyday practices and the resulting elevation of 
government officials as “primary definers” of news narratives. Studies of US televi-
sion news point to the overrepresentation of racialized minorities in crime news 
and the relative paucity of minority officials (Entman and Rojecki 2000; Gilliam 
et al. 1996; Gray 2004). Moon-Kie Jung (2015) argues that African American 
unemployment figures are contrastively underreported, reflecting stereotypes that 
project African Americans out of work as normal. Scholars have also looked at 
the production, particularly in the 1990s and 2000s, of Latino/a demographics as 
a threat. Leo Chávez (2001) analyzed covers of weekly news magazines portray-
ing migrants as providing visual images that made these statistical imaginaries seem 
real and emotionally and politically charged. Chávez (2013) has also examined 
biopolitical dimensions of what he calls a “Latino Threat Narrative,” looking in 
particular at how Latina bodies are projected as excessively, even pathologically 
overly fertile, thus posing a threat to the white body politic and public health sys-
tems. Otto Santa Ana (2002) examined metaphors in media coverage in creating an 
image of a threatening “tide” of brown bodies “flooding” the United States.1 De 
Genova (2005) argues that producing the image of the “illegal” immigrant is cen-
tral to reproducing a nativist understanding of a white social body and body politic. 
The few studies focusing on race and ethnicity in US health news led us to believe 
that health news might be similarly structured to coverage of crime and immigra-
tion and work politically in parallel sorts of ways. Research by Subervi, Vargas, and 
Brody (1998), Vargas (2000), and Vargas and dePyssler (1999) strengthened this 
hypothesis. They examined news coverage of Latinos/as, arguing that language, 
access to particular media, and stigmatizing images contribute to justifying racial-
ized health disparities.

Here, however, it was the limited number of the stories on race that surprised 
us. If you simply search for news reports on “African American health” or “Latino 
health” or “race and medicine,” the results are somewhat limited. We gathered 
material on particular diseases we thought might be represented in racialized ways, 
diabetes and obesity, for example, but did not find pervasive patterns of racializa-
tion, that is, of mapping health issues in terms of projected differences between 
whites, African Americans, Asian Americans, Latinos/as, and Native Americans. 
We asked U.C. Berkeley student Deirdre Clyde to search a large body of local 
television health news, looking at who appeared in what roles.2 The dominant 

D
ow

nl
oa

de
d 

by
 [

N
at

io
na

l L
ib

ra
ry

 o
f 

th
e 

Ph
ili

pp
in

es
] 

at
 2

3:
16

 0
1 

N
ov

em
be

r 
20

17
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pattern she found was the construction of a generic multiracial visual profile of 
patients to illustrate each story, but rarely explicit reference to race and ethnicity. 
We also began to notice stories in which journalists might have been expected to 
thematize race and ethnicity but did not. The same story could be handled in ways 
that strikingly foregrounded race and others that avoided it.

One of the most significant US examples of how race, health, and news intersect 
came in 2003 in widespread coverage of Jesica Santillan, who died after surgeons 
transplanted a heart and lung of the wrong blood type. As suggested by the con-
tributors to a volume that intensively analyzed the case (Wailoo, Livingston, and 
Guarnaccia 2006), strong public discourses circulated that connected the Santillan 
case to a wider narrative about “the Mexican illegal immigrant as a threat” (Chávez 
2006:261, 2013). Even as such forums as right-wing, anti-immigrant blogs, web-
sites, and newsletters reanimated alarmist rhetorics in constructing Santillan’s body 
as threatening the bodies of US citizens by usurping organs and illegitimately 
appropriating biomedical services (Chávez 2006, 2013), we were struck at how 
often stories in mainstream media avoided these themes, constructing Santillan as a 
deracialized “underdog fighting the heartless system” and as the victim of rampant 
medical error. They also largely avoided reference to the social context in which 
human organs circulate, which involves important patterns of racialization and 
immigration (Chávez 2013; Lederer 2006; Scheper-Hughes 2000).

We began to realize that patterns of racial and ethnic representation in US 
health reporting are much more complex than our initial hypothesis proposed. 
Stigmatization of racialized populations is certainly present. At the same time, 
when race and ethnicity are foregrounded in health reporting, coverage often 
centers on activists or mediators from racialized populations trying to focus atten-
tion on health issues faced by racialized populations; even positive treatments of the 
programs they direct may or may not succeed in overturning negative stereotypes. 
In many ways, however, the dominant pattern in health and medical reporting is 
overt deracialization, the non-representation of race and ethnicity. Health and medi-
cine are generally projected as fields where race is essentially irrelevant, eclipsed by 
the universalism of biomedical science and technology or by the individualism of 
the active patient-consumer. Health and medical reporting thus often fits patterns 
of “post-racial” discourse, deracializing health news either by excluding references 
to race and ethnicity or by projecting a multicultural image of a health system serv-
ing all, across social differences.

Health news coverage, we suggest, is nevertheless a crucial site for constructing 
racial difference in the United States for three reasons: First, the very process of 
deracializing health, of suggesting that racial differences should not matter, imbues 
the stories that do focus on race with particular importance; as racialized figures 
that stand out from the ground of deracialized health, their particular features play 
significant roles in shaping contemporary US racial landscapes. Second, deracializa-
tion does not render race irrelevant. Looking at which health issues get racialized 
and deracialized and how, we argue that deracialization pays a key role in the 
whitening of health, in constructing it as an aspirational state of wellbeing, and 
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168 Biomediatization up close: three case studies

associating particular diseases with forms of stigma fostered by racial stereotypes, 
especially for African Americans and Latinos/as. Finally, deracialization limits and 
contains attention to racial inequities of access to health services, the quality of 
those services, and the health outcomes of Latinos/as and African Americans versus 
other groups. Health inequities thus often get tied to particular populations rather 
than cast as basic structural features of the US healthcare system. We want to cau-
tion, however, that vast generalizations about race and health news are less useful 
than looking closely at its particular contours. In our view, tracing the differences, 
contradictions, and heterogeneities that emerge—sometimes in the same story—
and paying attention to the complex roles played by persons cast as spokespersons 
for racialized populations is more fruitful than offering sweeping generalizations or 
blanket accusations.

Invoking race

While most health news projects the notion that race is largely irrelevant where 
health is concerned, periodically a story does bring race into the picture, explic-
itly or implicitly. Using LexisNexis to identify press coverage of racial and ethnic 
health disparities, Annice Kim et al. (2010) report finding 3,823 articles appearing 
between 1996 and 2005 in 40 US newspapers (see also Niederdeppe et al. 2013). 
Through a variety of guises, from the most subtle to the most blatant, from one-
word allusions to entire broadcasts or articles, some health stories do indeed invoke 
race and ethnicity.

Most typically, race enters health news as part of a list of risk factors, usually 
unobtrusively, in the lower paragraphs of an article. A New York Times article on 
childhood accidents suggests that the types of accidents fatal to children are fairly 
constant worldwide but that the proportion of accident-related mortality varies 
widely within countries. Reporter Donald McNeil adds that US “rates were the 
highest for American Indians, lowest for Asians and about equal for blacks and 
whites.”3 Another NYT article, “Threat Grows From Liver Illness Tied to Obesity” 
(14 Jun. 2014:A1, 3), invokes race—cautiously—thirteen paragraphs into the story:

Fatty liver strikes people of all races and ethnicities. But it is particularly 
widespread among Hispanics because they frequently carry a variant of a 
gene, known as PNPLA3. . . . That variant is at least twice as common in 
Hispanic Americans compared with African-Americans and whites.

Further down, the story adds, “People of Asian descent . . . develop the disease at 
a lower body mass index than others.”

Given a common projection documented in this chapter, that health should 
be located within a post-racial social world, triggering frames are often necessary 
to authorize explicit racial referents. One of these is data on genetics, a frame 
that, ironically, involves the same sort of biological reasoning that in other cases 
seems to require erasing race–health connections. Another NBC news story, on 
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low Vitamin D levels, noted that the problem is particularly acute among African 
American girls due, it asserts, to their black skin. Drawing attention to pharmaco-
genetics, the study of how the effects and side-effects of drugs vary in accordance 
with the patient’s genes, opens up an arena that is hugely interesting for biotech 
and pharma companies due to their interest in expanding and controlling mar-
kets through market segmentation. Given the contentious nature of these debates, 
appeals to genetics are often located alongside other logics. A CNN broadcast thus 
placed the notion that genetic differences influence disease susceptibility and the 
effectiveness of medications alongside questions of access to healthcare, culture, 
communication, and economics.4

Some stories project disease and medicine as racially structured—only to explic-
itly deny the validity of these constructions. Two local television news stories 
invited health professionals to challenge the identification of anorexia and bulimia 
with “the stereotypical white, teenage, upper-middle-class, over-achieving girl.” 
Speaking in the first-person plural used by professional experts, who seemingly are 
not taken in by racial stereotypes, a Fox “medical expert” suggests “we’re seeing 
it in younger kids,” including boys, “and we’re also seeing it in minorities.”5 A 
health professional, in another story, also white, female, and seemingly middle-
class, comments: “[s]o the stereotype is that eating disorders only afflict young, 
white, affluent, heterosexual females, but in reality all segments of the population, 
regardless of age, race, ethnicity, social class can suffer from eating disorders.”6 
Here the racial association with anorexia and bulimia is white; in most cases race 
or ethnicity is not considered relevant unless incidence rates are higher among 
“minority” populations. These stories, in denying the relevance of race, could be 
said to restore the generic quality of whiteness, the ability of white bodies to rep-
resent the universal body. Particular diseases are also sometimes racialized as white, 
such as a 2013 NYT story on opioid abuse that brings in gender and class:

For years, drug overdose deaths in the United States were seen as mostly an 
urban problems that hit blacks hardest. But opioid abuse . . . has been worst 
among whites. . . . Some researchers say the epidemic has contributed to a sharp 
decline in life expectancy among the country’s least educated white women.7

Some stories avoid the word “race” or specific racial labels but portray racially 
delimited populations, using euphemisms and/or visuals to allow readers/viewers 
to fill in the blanks. In a local NBC-affiliate report on high HIV-positive rates 
in Holyoke, Massachusetts, a Latina spokesperson suggests that “it’s important to 
know the population we’re working with; a lot of people don’t want to know their 
status, so it’s important to get them out here so they know their status before they 
infect other people.”8 All names and faces seem to be Latino/a, but no racial labels 
appear. An NYT article9 on government incentives for building supermarkets in 
inner-city areas where fresh foods are reportedly scarce quotes a source character-
izing neighborhoods that are “poorer” or “like this”; a customer purchases collard 
greens. Racialized terms are absent, even as photographs project only African 
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170 Biomediatization up close: three case studies

American and Latino/a actors. An interesting twist on this pattern occurs in an 
investigative report in the San Francisco Chronicle on high rates of use of particularly 
expensive heart procedures at a hospital in rural Clearlake, California.10 A hospital 
spokesperson tries to explain those rates: “To find this sort of rural community, 
with this many overlapping health situations, it’s kind of like Haiti. You’re really 
dealing with Third World situations here.” The population of Clearlake is 73.8 
percent white.11 Its racial makeup is not mentioned in the story, but two white 
heart patients are pictured. The reference to Haiti and the Third World neverthe-
less invokes a racialized image of poor communities with poor health.

Stories that foreground race and ethnicity, while not common (we provide sta-
tistics below), do appear from time to time. Some project connections between 
particular pathologies and social categories. One important example is HIV/AIDS. 
As Lupton (1997) notes, the racial projection of HIV/AIDS shifted in the late 1980s, 
as manifested in a 1988 CBS report pegged to a Stockholm HIV/AIDS research 
summit. The central storyline was that HIV/AIDS had shifted from gay, white pop-
ulations to become “a minority disease.”12 Filmed while driving through a Black and 
Latino area of the Bronx, Columbia University epidemiologist Dr. Ernie Drucker 
observes, “This is where AIDS is in New York City.” Twenty-five years later, “Poor 
Black and Hispanic Men are the Face of H.I.V.” was an NYT front-page article.13 
The CBS story interviewed an African American official at the CDC. The NYT 
story included a spokeswoman for Gay Men’s Health Crisis and the president of the 
Black AIDS Institute of Los Angeles. Advocates of various kinds, sometimes in civil 
society, sometimes in government or from the professional/academic world, often 
themselves people of color, promote many of the stories and provide key triggering 
mechanisms for invoking race in health news, as we discuss below.

A long Los Angeles Times front-page story, titled, “Seeking to Help Latina 
Teenagers Avoid Pregnancy” cited statistics showing a decrease in US teenage 
pregnancies and explored reasons why it remained “stubbornly high” among 
California Latinas.14 Written by a Latina reporter, it cited Lucille Royball-Allard, 
a local congresswoman “involved in efforts to reduce teenage pregnancy,” and 
research funded by the California Wellness Campaign and the Latino Coalition 
for a Healthy California. The image of the pregnant Latina teen generated suffi-
cient moral panic that the California Department of Health Services placed ads on 
billboards and in magazines in the early 2000s featuring young women and men 
seemingly trapped by unwanted pregnancies—nearly all of them seemingly Latinos/
as (Tapia 2011). Chávez (2013:71–72) suggests that even as such stories draw atten-
tion to what they characterize as sudden, alarming demographic “threats,” they 
draw on a forty-year history of narratives that “have consistently represented the 
fertility levels of Latinas, especially Mexican and Mexican Americans, as ‘danger-
ous,’ ‘pathological,’ ‘abnormal,’ and even a threat to national security.”15

Statistics figure prominently in many health stories that invoke race and ethnic-
ity, a final triggering mechanism. Stories that foreground race and ethnicity often 
have their origin in research studies highlighting racial and ethnic differences. Many 
2000s news stories emphasized African American rates of heart disease. A March 
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2009 New England Journal of Medicine article, along with an editorial on racial dispari-
ties in cardiac care, received wide media coverage. “Black adults developed heart 
failure at a rate twenty times higher than whites, even dying of it decades earlier 
than the condition typically strikes whites” led the NYT.16 CNN cited “physicians” 
as concluding that “African-Americans must be screened earlier, more frequently 
and with greater sensitivity for high blood pressure.” The story cited higher African 
American obesity rates as a critical factor.17 In addition to neglecting questions of 
racial differences in access to care and quality of care, stories often overlooked a 
robust body of work in public health that relates African American rates of car-
diovascular disease and diabetes to the physiological effects of racism.18 Structural 
factors, including racism, are sometimes discussed. “Black adults are more likely than 
whites to skimp on sleep,” USA Today reported, “and the sleep gap is especially 
wide for black professionals, a new study shows.”19 The story, pegged to an American 
Journal of Epidemiology article, addressed possible reasons, including racial discrimina-
tion at work. Uses of statistics, as STS scholars have shown (Bowker and Star 1999), 
are powerful devices for naturalizing social categories; they do heavy-lifting in the 
work of aggregation and disaggregation that constructs racial categories. Health sta-
tistics in news stories create (dis)connections with dimensions of class, gender, and 
sexuality, creating a sort of light show that can illuminate race and racial inequities 
one moment and hide them from view the next.

News stories that focus on race and ethnicity do not simply re-present bio-
medical research but form crucial dimensions of biomediatization processes that 
co-produce research, clinical trials, tests, drugs, and so forth. Biomediatization, 
given its role in rearticulating notions of race and health, forms a crucial part of 
what Michael Omi and Howard Winant (1986) term “racial projects,” pointing to 
historically specific ways that racial identities are constructed and infused with social 
meaning. As scholars have suggested, race-based health inequities both reflect the 
structural effects of discrimination in housing, employment, crime, incarceration 
rates, education, and financial services as well as connect and extend them. In this 
complex field, we would cite two broad tendencies.

Starting in the late nineteenth century, anthropologist Franz Boas (1965[1911]) 
challenged reductions of US racial inequalities—especially black and white—to 
biological difference, paralleling efforts by sociologist W.E.B. Du Bois (1990[1903]) 
to scrutinize the role of racism in structuring racial economies and their destructive 
effects (see Stocking 1968; Baker 1998; Briggs 2005). Although reducing racial dif-
ference to biology in public discourse accordingly came to be widely seen as racist, 
conflations of race and biology hardly disappeared from white views of racialized 
populations.20 Chávez (2001, 2006, 2013) documents how news coverage reacti-
vated these connections in turning Latino/a immigrants into a biological “threat”; 
this biologization of stereotypes is also evident in the Latina teenager pregnancy 
coverage we cited. Shifting the locus of fears regarding HIV contamination from 
white gays to African Americans and Latinos/as transfers a powerful affective con-
nection, which initially centrally included Haitians (Farmer 1992), from sexual 
onto racial economies.21
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172 Biomediatization up close: three case studies

At the same time, these stories participate significantly in what Steven Epstein 
(2007) refers to as the “difference and inclusion paradigm” that emerged as race-, 
gender-, and sexuality-based social movements drew on clinical trials and other 
biomedical research in asserting biological bases for social difference. The role of 
pharmacogenetics in contemporary pharmaceuticalization connects targeted mar-
keting strategies with social movements. The 2007 scandal surrounding Avandia, 
a type 2 diabetes drug linked to heart problems, revealed GlaxoSmithKline’s focus 
on marketing to African Americans. “Pharmaceutical companies in general,” the 
NYT reported, “have been seeing a higher return on direct-to-consumer advertis-
ing to minority groups, because many of the people in those audiences may not 
otherwise go to a doctor about a problem.”22 This connection has generated con-
troversies, such as over BiDil, an antihypertensive marketed for African Americans. 
Rodney Hood, president of the National Medical Association (a predominantly 
African American physicians’ organization) praised BiDil in numerous news stories 
as countering health inequities, while others (e.g., Duster 1990) have criticized such 
cases as involving “bioethnic conscription” (Montoya 2009), the grafting of social 
identities and life conditions onto biological explanations of differences and disease 
causality. As Michael Montoya has suggested, this now-you-see-it, now-you-don’t 
quality is also evident in scientific research in genetics and the development of 
drugs (such as for diabetes) that it engenders; disclaimers that race is socially con-
structed fail to preclude “pathologizing the ethnicity of DNA donors” (2011:14).

Racialization beyond US borders: Reporting on Ebola

Reporting in US media on health issues in the global South typically fits the pattern 
of coverage that makes no explicit reference to race, while images, language, and nar-
rative conventions can unmistakably invoke it. News coverage of the Ebola epidemic 
that started in 2014 generally exhibits this pattern. Ebola generated enough self-
reflexive meta-coverage that racial representation was occasionally foregrounded. This 
happened most extensively when Newsweek published a cover story titled “Smuggled 
Bushmeat is Ebola’s Back Door to America,”23 picturing a chimpanzee on the cover, 
which, ironically, also referenced a story on “Post-Racial America.” Painting African 
immigrants in New York who consumed “bushmeat” as a possible scenario for US 
introduction of the virus, the story, as Laura Seay and Kim Yi Dionne put it, “placed 
Newsweek squarely in the center of a long and ugly tradition of treating Africans as sav-
age animals and the African continent as a dirty, diseased place to be feared.”24

Newsweek wasn’t alone. A Discovery Channel documentary in which “ABC’s 
chief medical correspondent, Dr. Richard Besser, takes us on a harrowing jour-
ney to the heart of darkness,” warned with music and tabloid-style narration, 
“Somewhere on the other side of the planet, in a hidden corner of a tropical 
rainforest, a new virus is surely incubating. A pathological killer that could unleash 
a deadly plague at any time.” This documentary started with an ABC news inves-
tigative report about “bushmeat” in New York markets that could “pose a hidden 
danger here at home.” It included footage of an African immigrant who had been 
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convicted of smuggling “bushmeat”; she is described as a “mother of ten,” which 
had no relevance—except to connect stereotypes of Africa as dangerous untamed 
nature with stereotypes of overly fertile African Americans. The story then shifted 
to its hero, a white “virus-hunter.”

Imagining Africa as a dangerous incubator of viruses that threaten “us” in the 
West and Africans as culturally backward permeated much Ebola coverage, in bla-
tant and subtle forms. US coverage began in late March 2014 but was sporadic until 
late July, when two US health workers were infected. It soared in October with the 
first US Ebola transmission. The first major NYT story appeared on 28 July:

Workers and officials, blamed by panicked populations for spreading the 
virus, have been threatened with knives, stones and machetes, their vehicles 
sometimes surrounded by hostile mobs. Log barriers across narrow dirt roads 
block medical teams from reaching villages where the virus is suspected. Sick 
and dead villagers, cut off from help, are infecting others.

“This is very unusual, that we are not trusted,” said Marc Poncin, the 
emergency coordinator in Guinea for Doctors Without Borders. . . .

Efforts to monitor [the disease] are grinding to a halt because of “intimi-
dation,” he said. People appear to have more confidence in witch doctors.25

It continues: “Wariness against outside intervention has deep roots. This part of 
Guinea, known as the Forest Region, . . . is known for its strong belief in tradi-
tional religion.” Paul Farmer (1999:23) refers to this pattern of displacing attention 
from structural inequalities—which would include in this case the lack of ade-
quate health infrastructures in affected West African countries—to culture as an 
“immodest claim of causality,” noting that it uses a single variable to explain com-
plex clinical manifestations and epidemiological patterns.

As is typical both of epidemics (Chapter 4) and of coverage of non-white 
population s, this article, like most stories of Ebola in Africa, adopts the linear, 
hierarchically ordered or biomedical-authority model of biocommunicability. 
The efforts of Médecins Sans Frontières (MSF or Doctors Without Borders) to 
transmit biomedical knowledge of Ebola prevention to Africans was blocked by 
logs placed across roads or armed youths at the entrance to “villages”; an MSF 
physician giving a health education talk “was met with indifference or hostile 
stares; some turned their backs on him.” Here, both Western physicians and jour-
nalists project Africans as irrationally equating biocommunicable trajectories with 
disease transmission and viewing MSF doctors as disease vectors. The MSF coor-
dinator deemed this lack of trust “very unusual,” springing from fear and panic. 
Nevertheless, poor West Africans are not the only ones to view MSF and other 
medical aid organizations critically. Former MSF President Didier Fassin (2012), 
now an anthropologist, argues that MSF philanthropy is guided by a “humanitar-
ian reason” that reproduces global inequalities in the name of ameliorating human 
suffering, thereby providing rationales for maintaining European and American 
geopolitical dominance (see also Redfield 2013).
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174 Biomediatization up close: three case studies

Although such portrayals of West Africans diminished as the story was covere d  
more extensively, sometimes replaced by more positive representations, they reemerged 
periodically. In October, as Ebola fear and stigmatization of those exposed spread in 
the United States, the NYT reported that CDC Director Dr. Tom Frieden “said he 
expected that type of reaction among uneducated people in developing countrie s, 
but not in the U.S.”26 Ebola images typically showed black bodies marked as 
dangerou s by the safety equipment and the distance between them and caregivers 
(Figure 6.1).

Ebola coverage was, however, complex. Similar to the pattern with H1N1 cov-
erage described in Chapter 4, mainstream media generally criticized calls to restrict 
travel. Reporters like Besser or NBC’s Nancy Snyderman, both of whom traveled 
to West Africa, emphasized global assistance to West African countries and expressed 
solidarity with health workers. Snyderman concluded a 3 October 2014 Nightly 
News report from Liberia saying: “Officials are vigilant” about tracking cases; local 
officials “want the world’s eyes to remain focused on Liberia.” NBC partnered with 
Facebook in promoting attention to the Ebola crisis, with a web-based campaign 
called “Spread the Story.” As the crisis continued, West African health workers 
became an important focus. They were typically represented, following a pattern 

FIGURE 6.1  Cute but dangerous: images of dangerous black bodies appeared in many 
forms during the Ebola epidemic. We first saw a version of this one, 
by John Moore of Getty Images, on the Mobile App of the Huffington 
Post on October 5, 2014. Later Ebola images were often less othering, 
portraying Ebola patients in closer proximity to caregivers, and with 
more agency.
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explored below, as mediators who could repair biocommunicable gaps between 
racialized populations and the world of biomedicine. A front-page NYT story fea-
tured US-trained epidemiologist and immunologist Dr. Mosoka Fallah, raised in a 
poor neighborhood of Monrovia, Liberia. “With his experience straddling vastly 
different worlds, Dr. Fallah acts as a rare bridge.” Photos show him at neighborhood 
meetings, educating residents.27

In conservative social media, Ebola was incorporated into virulently racist anti-
Obama discourse. Claims that President Obama is anti-white and anti-American 
and that he was trying to prompt a massive influx of black bodies into the United 
States joined, in cartoons, PhotoShopped images, stories, and blogs, with the claim 
that he was trying to create a massive US Ebola epidemic.28 Fox News presented a 
member of their medical staff, Dr. Keith Ablow, as claiming that Obama was actu-
ally spreading “Ebolophobia,” fear of Ebola, rather than taking the step continually 
promoted by anti-immigration crusaders: closing US borders to non-whites.29

Out of the loop: racialized others, biocommunicable failures

CBS correspondent John Blackstone, in the 1988 CBS story mentioned above, 
reported:

Community workers are struggling to spread the word. What once was con-
sidered a gay disease is looking more and more like a minority disease. In 
ghetto schools, students are taught that some 70% of women and hetero-
sexual men with AIDS are black or Hispanic. But, the students say, outside 
the schools the warning isn’t being heard.

In a biocommunicable call-to-arms, a student suggests: “You should bring it to the 
different communities and bring it more out on television than what you do now.” 
The story, titled “AIDS: Getting the Message,” shifts to African American Health 
and Human Services official Stephanie Lee-Miller, displaying educational mate-
rials targeting black and Latino/a drug users:30 “We have to really communicate 
with these young men and tell them that they are facing obsolescence as a group.” 
We then accompany Dr. Ernie Drucker through the streets of the Bronx: “This is 
where the information is needed,” Drucker says. “The warnings about AIDS now 
familiar to most Americans still haven’t reached here. . . . There are full-page ads in 
the New York Times . . . but these folks don’t read the New York Times.” “From the 
Bronx to Watts in Los Angeles,” Blackstone says, “the message about AIDS is being 
missed, and an unprecedented government pamphlet mailed to every household in 
the nation may not have reached those who need it most.” Juxtaposing biocom-
municability and epidemiology, Blackstone wraps up: “In the ghettos, many are 
working to spread the word, but the virus, it seems, is spreading faster.”

Save Drucker, the people in this story are African American or Latino/a. Driven 
by an advocacy agenda, common in health news dealing with race and ethnicity, 
the story suggests that minority health problems must be addressed by medical and 
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176 Biomediatization up close: three case studies

public health authorities. How the problem is understood is standard: it is one of 
biocommunicability, a failure of information to reach ethno-racially distinct popu-
lations. Anchor Susan Spencer, introducing the story from a conference of AIDS 
researchers in Stockholm says, “The doctors and scientists gathered here will tell 
you that education is indeed the key to fighting AIDS.” Many persons quoted in 
the CBS story may have understood the problem more complexly, but the story 
maps a starkly racialized geography of biocommunicable failure, similar in many 
ways to the Venezuelan cholera epidemic’s image of “indigenous” people whose 
failure to internalize widely disseminated information becomes the principal cause 
of the spread of disease. The CBS story’s visual structure strongly conveys racial-
ized otherness, as we survey the alien landscape of ignorance and disease from the 
window of the car, until Drucker steps out to approach several young men and 
“meet the problem face to face.” Bronx residents are perceived as failed receivers 
of biomedical information, certainly not as producing or circulating it.

As we began our research in 2002, fourteen years after that CBS story, we found 
similar themes recurring in stories on “minority” communities. Sometimes stories 
had a strong negative tone, often accompanied by themes identifying racialized 
populations as a threat to the health of the “community at large” or as a burden to 
the public health system. Even when they did not have a negative tone, stories about 
racialized populations rarely portrayed their members as active patient-consumers, 
which, as we saw in Chapter 1, is today the desirable biocommunicable slot. They 
appear typically as passive patients, and often—like the cholera cases in Venezuelan 
coverage—depicted as having failed to adequately play their parts. Right through 
the present, racial and ethnic differences in health outcomes, if not explained as 
reflecting genetic differences, are typically attributed to failures of such informatio n 
to reach racialized populations. Racialized populations purportedl y overlook bio-
medical information, suffering from resulting knowledge deficits. Often “they” are 
seen as listening to the wrong channels, privileging the voices of relatives, friends, or 
dubious alternative practitioners over those of legitimate biomedical authorities, or 
hobbled by cultural barriers contrary to ideal projections of modern, self-regulating 
health citizenship.

This pattern—in its more negative version—is strikingly evident in a 2002 
Associated Press article appearing in the SDU-T and other US newspapers.31 
Reporter Sandra Marquez frames the death of Salvadoran immigrant Roberto 
Caceres as caused by a Latina “faith healer,” part of a sector of “unlicensed” or 
“phony” practitioners. Citing how the healer arrested in the case “had been pub-
licized on a nationally syndicated Spanish-language radio show,” Marquez reports 
that “officials have launched a series of Spanish-language television ads inform-
ing people that they can instead turn to low-cost medical clinics.” The reporter 
invokes the idea that culture disrupts the proper flow of health information via the 
voice of Al Aldaz, a Latino Los Angeles Police Department detective investigat-
ing the homicide case, who explains that the healers’ patients “come from deep 
Mexico or El Salvador in the hills. . . . They believe in the supernatural.” The 
article constructs two biocommunicable circuits, biomedical knowledge moving 
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through legitimate clinical facilities and mainstream media and a communicative 
maze in which superstitious health beliefs born in subaltern sectors of immigrant-
producing countries are disseminated in other languages through ethnic media and 
“backroom clinics tucked in bridal shops, bakeries and other stores.”

Projecting an insurmountable, lethal, and, here, criminal chasm of cultural 
and linguistic difference is complicated by the reporter’s acknowledgment that 
Caceres only visited the healer after four dermatologists failed to diagnose or treat 
an unsightly skin rash. Rather than having been incarcerated on the irrational, anti-
biomedical side of a racialized biocommunicable divide, Caceres appears to have 
embraced a widespread US pattern, one often treated sympathetically in stories on 
middle-class whites—turning first to allopathic practitioners and then exploring 
complementary and alternative treatment when the former failed. Indeed, Caceres 
not only consulted dermatologists first, but only turned to the “faith healer” when 
threatened with loss of his job—and health coverage. Instead of asking why bio-
medical treatment proved unsuccessful, the story attributes his death to a widespread 
failure of immigrant biocommunicability. This story thus parallels the representa-
tion of Jesica Santillan as an organ-stealing menace when her story was positioned 
within the “citizen/foreigner, legal/illegal, deserving/undeserving” binaries that 
structure anti-immigrant discourses (Chávez 2006:287, 2013; Morgan et al. 2006).

Stories on Latino/a health, consistent with much immigration coverage in this 
period (Chávez 2001, 2013; Santa Ana 2002), often combined emphasis on cul-
tural barriers and biocommunicable failure with images of a “tide” of unhealthy 
“brown bodies” threatening U.S citizens. “California’s large and rapidly growing 
Latino population is developing diabetes at an alarming rate,” reported another AP 
story in the SDU-T:

While the report said diabetes is prevalent among the state’s black and 
American Indian populations, their numbers do not rival the Hispanic pres-
ence in California. About one in three residents is Latino—11 million people 
in 2000, a number projected to double by 2005, [thereby posing] new threats 
to an already-strained public health system.32

The LA Times teenage pregnancy story similarly dramatizes statistics on projected 
growth of the Latino/a population, concluding that the “stakes for California and 
the nation are enormously high.”

Reporting a UCLA social scientist’s research on high rates of hepatitis A among 
Latino/a youth, SDU-T reporter Leonel Sánchez33 cites another potential threat:

The study’s principal author, David Hayes-Bautista, said the findings are alarm-
ing because of the size of the states’ young Latino population and the potential 
for outbreaks that could spread beyond Latino neighborhoods. . . . Of special 
concern, the UCLA study pointed out, is the high number of young Latinos 
who work at restaurants, . . . and the potential for outbreaks due to improper 
handling of food.
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178 Biomediatization up close: three case studies

Another Sánchez story,34 on “high rates of asthma, tuberculosis, diabetes, obesity 
and other health problems” among Latino/a children, quotes Dr. Glen Flores, 
chairman of the Latino Consortium of the American Academy of Pediatrics Center 
for Child Health Research, as warning that “if the disparities continue, it has the 
potential to affect the health and productivity and well-being of our entire nation.” 
An op-ed piece by Irma Cota, director of community clinics providing low-cost 
service to thousands of Latino/a patients, was accompanied by a cartoon featuring a 
white male physician examining an endless line of little brown bodies (Figure 6.2).35

These newspaper stories are reported by Latino/a journalists; principal sources 
are exclusively or mostly Latino/as. These actors draw attention to the problems of 
populations underserved by the health system and, as we shall see below, typically 
intend to counter negative stereotypes. How, then, do we explain reproduction of 
these stereotypes? One important factor is surely the target audience of the metro-
politan newspaper. Otis Chandler, then publisher of the LA Times, stated in 1979 
that “it would not make sense financially for us” to target minority readers because 
“that audience does not have the purchasing power and is not responsive to the kind 
of advertising we carry.” He asked rhetorically, “how do we get them to read the 
Times? . . . It’s too big, it’s too stuffy. If you will, it’s too complicated” (Gutiérrez 
and Wilson 1980:53). Mainstream media have shifted as the Latino/a middle class has 
grown and marketing directed at Latino/as increased (Davila 2001). Nevertheless, 

FIGURE 6.2  Irma Cota’s op-ed “Improving the Health of Migrant Workers” was 
accompanied by a cartoon depicting a physician treating an endless line of 
little brown bodies. San Diego Union-Tribune, 22 Mar. 2002.
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the target audience of a newspaper like the SDU-T is largely understood to be 
middle-class whites; reporters sometimes feel the need to “sell” stories on “minority” 
health to readers by emphasizing how they will affect readers’ own health.36

These representations also reach deeply into the epistemological roots of white-
ness. More than in many other social arenas, blame-the-victim rhetorics can run up 
against a humanistic impulse in illness stories to express empathy for the sick and 
suffering. Stories of biocommunicable failure help turn the effects of medical rac-
ism—looming differences in access to and quality of care—into widespread health 
problems that result from individual and collective failures simply to pay attention 
to what health professionals are saying. A key language for framing biocommunica-
ble failure is what Arjun Appadurai (1988) analyzed as representations of racialized 
subjects as “incarcerated by culture,” purportedly trapped into ways of thinking 
and acting that contrast with unmarked, seemingly race-free rational and modern 
modalities. Medical anthropologists have examined the use of cultural reasoning 
by clinicians and public health practitioners that reify structural inequities as dif-
ferences of culture (Briggs and Mantini-Briggs 2003; Farmer 1999). Janelle Taylor 
(2003) critiqued the seductive logic of Anne Fadiman’s (1997) The Spirit Catches 
You and You Fall Down for projecting separate and incommensurable social worlds 
of Hmong shamanism and Western medicine, thereby reading inequalities of race 
and power as failures of cross-cultural communication.

The invocation of culture is often articulated by actors who are themselves 
members of racialized populations. It is typically used asymmetrically, however. 
“Cultural barriers” are identified as existing only on one side of the biocommuni-
cable gap: it is not doctors or public health officials—or media organizations—that 
are limited by “cultural barriers” from playing their ideal roles in the flow of bio-
medical information. “Culture” is a characteristic distinct to racialized populations 
and closely associated—with some exceptions—with projections of biocommuni-
cable failure and negative health outcomes. A 2004 LA Times article on teenage 
pregnancy explains that “traditional Latino households” are so pervaded by sexual 
taboos and failures of communication between family members that information 
about sexuality and family planning cannot break in. The executive director of a 
program seeking to educate young Latino males about sex and contraception is 
quoted as saying, “Especially in the Latino community, we have so many secrets. 
‘You don’t talk about this, you don’t talk about that. God will punish you.’”37 
Cota’s op-ed cited above suggests that “primary healthcare is just not part of the 
Latino culture. We must work to make primary healthcare and prevention part 
of Latino consciousness.” An SDU-T “Seniority” column titled “Program tells 
Latinos about diabetes” cites nurse Ana Perez, who manages a Latino-focused dia-
betes program: “‘Latinos go to doctors just when they feel sick; if they feel OK, 
they don’t go. But sometimes with diabetes there are no symptoms.’” The article 
goes on: “‘there is a tendency to define a disease as God’s will, that there is noth-
ing they can do,’ [Perez] says.”38 It would seem unlikely that Perez would present 
biomedical explanations of diabetes without scientific evidence. Nevertheless, she 
only seems to need the cultural knowledge afforded by her status as Latina to 
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180 Biomediatization up close: three case studies

elevate culture to the status of Farmer’s “immodest claim of causality.” As their 
voices emerge in these stories, Latino/a health professionals and social scientists 
themselves reproduce images of Latinas as incarcerated by tradition, superstition, 
and Catholic dogma, thereby, in Chávez’s (2013:15) words, imbuing features of 
the “Latino threat narrative” with “organic-like lives of their own. Once given 
birth, they grow and take on ever more elaborate and refined characteristics until 
they are able to stand on their own as taken-for-granted ‘truths.’”

Patterns of exclusion: health as whiteness

Racialization of health news also emerges in patterns of exclusion or relegation to 
subaltern status. Members of racialized populations appear relatively infrequently 
in health news, particularly in elite roles. Table 6.1 shows the composition of peo-
ple who appeared and spoke on camera in the network television stories in our 
2009–12 sample; 61.7 percent of soundbites are from males, 38.2 percen t are from 
females.39 Gender differences are more striking when the person’ s role in the story 
is factored in: 85 percent of physician soundbites are from males and around 70 

TABLE 6.1  Race/ethnicity and gender of people appearing in soundbites in network television 
coverage of health and medicine (Affordable Care Act stories excluded)

Professionals, health 
officials, researchers a

Business Public 
officials

Civil 
societyb

Patients, 
ordinary people

Other c

Black/African 
American

22 2 9 7 57 10

(4.4)d (6.5) (20.5) (14.3) (14.0) (10.1)
Latino 5 1 0 0 14 10

(1.0) (3.2) (0.0) (0.0) (3.4) (10.1)
Asian/Asian 
American

30 0 0 0 2 0

(6.0) (0.0) (0.0) (0.0) (0.5) (0.0)
White 421 28 35 39 321 77

(84.4) (90.3) (79.5) (79.6) (78.9) (77.8)
Other, 
undetermined

21 0 0 3 13 2

(4.2) (0.0) (0.0) (6.1) (3.1) (2.0)
Female 141 12 14 26 243 52

(28.5) (41.4) (31.8) (53.1) (60.8) (50.5)
Male 354 17 30 23 157 51

(71.5) (58.6) (68.2) (46.9) (39.3) (49.5)

Notes
a Includes health professionals, researchers, public health officials, representatives of healthcare institutions 

and of health-related NGOs.
b Includes non-health-related civil society organizations, community organizations, activists.
c Includes celebrities and athletes, writers, journalists, cultural figures, attorneys, First Lady, and others.
d Percent in parentheses.
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percent of researchers. Laypersons, on the other hand, are predominantly female: 
60 percent female to 40 percent male. On television, unlike newspapers, the audi-
ence can make identifications of race and/or ethnicity. In important speaking 
roles, racial diversity is clearly limited. More than 90 percent of health profession-
als appearing in television news are white or Asian American. Even in the role of 
patients and ordinary laypersons, whites make up 80 percent of soundbites, and 
diversity is mainly manifested in the modest inclusion—14 percent—of African 
Americans. Latinos seldom appear in any category. Asian Americans appear almost 
exclusively as professionals, rarely as patients. No Native Americans appeared in 
the 357 storie s in the sample.

A significant pattern of racialization also emerged when we looked at the 
SDU-T ’s weekly Health section. Like most health sections, it is generally highly 
positive in tone, providing upbeat advice and celebrating healthy lifestyles and 
consumer choices. When we asked SDU-T editors about the target audience, 
they stressed that they imagined the readers above all as fit and health-conscious. 
In 2005–9, as we were developing our ideas about the patient-consumer model 
of biocommunicability prominently featured in such service journalism, we com-
piled a sample of 73 Health sections. For the most part, they project a deracialized 
vision of health, speaking of generic patient-consumers and universalized bio-
medical knowledge. One issue did focus on “understanding the medical pitfalls 
associated with your ethnic origin.”40 It listed “health problems that may be more 
prevalent in some ethnic populations,” and explained, “Many of the comparisons 
are to Caucasians, because they are considered the majority population.”

The Health section prominently features photographs, often sizeable, in color 
and, typically upbeat, showing faces and bodies displaying the discipline, optimis m, 
and joie de vivre the texts describe (Figure 6.3). We coded the photographs in those 
73 issues for the race/ethnicity of those pictured and their roles and found 53 
white non-professionals (75 percent), 10 Latinos/as, 4 African Americans, 4 Asian 
Americans, and no Native Americans.41 All Asian Americans accompanied a singl e 
article—on martial arts. Given the section’s focus on the words and actions of  
non-professionals, not surprisingly, only 8 professionals appeared—all white. Class 
is relevant. Nearly all stories mention the occupation of actors—lawyers, marketin g 
specialists, social workers, accountants, and so forth are common. Reporters often 
match descriptions of their dedication to exercise regimes with mentions of their 
professional achievements. Occupations such as plumbers, waitresses, and domes-
tics are never represented.

In the preceding discussion of “biocommunicable failures,” we saw racialized 
subjects portrayed as deficient health citizens in need of external health education to 
correct their failings. In contrast, the individuals featured in the Health section quin-
tessentially embody patient-consumer biocommunicability, performing their status 
as expert patients (Dumit 2012:35). They know what health professionals recom-
mend, and they mobilize this advice through their own rationality and individual 
agency—markers of modern, self-governing subjects. Strikingly, this space of ideal 
health citizenship is strongly associated with whiteness—and is largely restricted to 
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182 Biomediatization up close: three case studies

middle-class whites. These patterns are not characteristic of all health coverage. But 
important components of health news do certainly portray a racialized split between 
aspirational health citizens—projected as white—tuned to the proper channels of 
information and using that information to achieve the ideal of a healthy life versus 
deficient subjects—projected as non-white—who remain “out of the loop,” suffer 
the consequences in the form of ill health, and often burden society and the health 
system. Equating patient-consumer biocommunicability and model patients with 

FIGURE 6.3  Fitness, Wellness and Whiteness: in the weekly Health section of the 
San Diego Union-Tribune fit patient-consumers are celebrated—the great 
majority of them white. 6 Mar. 2007.
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whiteness, as much as projecting biocommunicable failure with a black or brown 
face, forms an important way that health news is racialized. In this fashion, the 
health privileges bestowed by racial segregation and medical profiling on whites 
just seem naturally to be theirs. Racial health inequities—even when strikingly 
revealed—appear to lie beyond the need for any sort of medical affirmative action.

Talking back: viewing health news with Latino/a immigrants

Given the often negative images of racialized minorities and immigrants in health 
news, we wondered how audiences within these populations responded. Although 
we do not claim systematic knowledge of how different US populations receive 
and respond to health news, we conducted focus groups and interviews with indi-
viduals and small groups, as indicated in the Introduction. Participants were drawn 
from working-class and middle-class sectors, Spanish speakers and English speakers. 
Both by design and reflecting the composition of areas in which we worked, some 
groups were African American, Latino/a, white, or mixed. Some included only 
persons under age 25, others 40 and above. We matched interviewers/leaders and 
participants as closely as possible with respect to age, gender, and ethnicity. Both 
in interviews and focus groups we asked participants to talk in general about their 
media consumption and their perceptions of health news; we also provided exam-
ples of print and/or television stories for discussion.

One broad generalization emerges. The chosen setting fostered a skeptical atti-
tude, regardless of our attempts to frame the task as openly as possible; the groups 
seemed to invite participants to adopt a critical attitude regarding health news. 
Some positioned themselves as attending to health news and using it—along with 
interactions with health professionals—as a key mechanism for gaining biomedical 
knowledge, embracing biomedical authority biocommunicability. Others located 
themselves as neoliberal health knowledge seekers, actively searching print, radio, 
and television health news, the Internet, social media, magazines and books, and 
consulting friends and relatives. All focus groups and most interviews also yielded 
participants who rejected the subject positions in which they were interpellated. 
White, middle-class participants—those who seemed most directly interpellated 
by neoliberal patient-consumer stories—often rejected them as free advertis-
ing by pharmaceutical and medical-device corporations and physicians. Some, 
especially Charles’s Berkeley neighbors, skeptically claimed that they rejected all 
health news as mere “advertisin g”—standing above the mercantilization of health 
through news coverage.

We are particularly interested here in the critical responses that we heard in 
interviews and focus groups with Latinos/as conducted in San Diego County. 
Some discussions took place in clinical sites, others were held in churches or with 
Latino/a parents’ associations for local schools. As in all our focus groups, some 
participants accepted the positionality of the passive-patient recipient, as receivin g 
health knowledge transmitted by professionals through journalist s. These 
individual s—often middle-class and bilingual—were nevertheless outnumbere d 
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184 Biomediatization up close: three case studies

by respondents—frequentl y Spanish-dominant and working class—who distanced 
themselves from the biocommunicable positions in which they saw themselves  
as interpellated.

Two focus groups in particular stand out. One took place at a Catholic church 
in northern San Diego County, a region where recent immigrants live in close 
proximity to affluent middle-class residents. After attending the church for sev-
eral weeks, Charles and Clara Mantini-Briggs held a focus group after Mass. As 
interviews suggested that Spanish-language television was the most popular source 
of health news among potential participants, the prompts included an Univisión 
broadcast from San Diego focusing on an information campaign about health 
services available for children, regardless of immigration status. It had a didactic, 
paternalistic tone, saying that many Latino/a children were eligible for Medicaid 
or SCHIP (State Children’s Health Insurance Program) “y los padres no lo saben” 
(and the parents don’t know it).42 A Latina professional instructed viewers on the 
importance of seeing physicians and receiving vaccinations. Introducing an ele-
ment of meta-coverage, Univisión emphasized its own participation—the story 
began with an official reading out a number to call for information and saying, 
“Gracias, Univisión.”

A few participants aligned themselves with the proffered subject position. One 
interjected, “It’s true that we do lack information, I think that many families don’t 
have the least idea that there is health coverage for their children.” Most, how-
ever, reacted skeptically. They recounted, in fascinatingly detailed form, collective 
processes in which members of their knowledge-production network—family, 
friends, and co-workers—had acquired information related to these programs. They 
described how specified individuals visited the offices mentioned in the reports, 
only to be refused services projected as freely available. Participants accordingly 
reversed the story’s projected knowledge hierarchy: in their estimation, bureau-
crats and Latino/a health professionals are ignorant regarding the services their 
agencies actually provided. The story’s projected recipients envisioned themselves 
as possessing detailed knowledge of the services available for their children.

The social scientific literature on services available to immigrants, documented 
or undocumented, would question any easy dichotomy between ignorance and 
knowledge. Indeed, the problems faced both by health professionals and patients 
in negotiating the labyrinth of complicated and often conflicting regulations, not 
to mention the transportation costs and lost work days, suggest that these patients 
might indeed be more knowledgeable.43 Indeed, research suggests that ignorance 
and confusion are sometimes hardwired into Medicaid and other health services 
precisely in order to save money by limiting the extent to which people can 
overcome forms of “bureaucratic disentitlement” created through “withholding 
information, providing misinformation, . . . and requiring extraordinary amounts 
of documentation” (Danz 2000:1006). Participants chillingly noted the differen-
tial cost for undocumented immigrants of struggling to find accurate information 
and demand health rights: fear of deportation. Research underlines the value of 
their insights here too: fear that a visit to the clinic will lead to an encounter with 
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immigration authorities—along with a social climate shaped by anti-immigrant 
rhetoric—has been shown to be a barrier that limits undocumented patients from 
seeking care, even for US-born children (Heyman, Núñez, and Talavera 2009; 
Horton 2014).

The second focus group that stands out was organized by a Venezuelan immi-
grant mother, Clara Mantini-Briggs, president of a middle-school Latino/a parents 
association. Mantini-Briggs invited parents to stay after a meeting for a focus group, 
led by herself and a Latina student. They showed another Univisión segment pictur-
ing a reporter interacting with workers in northern San Diego County fields who 
seemingly had just discovered that they had been exposed to unacceptable levels of 
pesticides and complained that they had no idea that their symptoms were due to 
pesticides. The 40 focus-group participants included some 15 agricultural workers. 
They quickly rejected the subject-position of the unaware workers, foregrounding 
their knowledge of the effects of particular pesticides (including those named in 
the report and several others) and specified which of their relatives and coworkers 
had been affected, what symptoms they reported, their interactions with physi-
cians and state advocates, and inadequate responses by employers, doctors, and state 
officials. Rather than lauding journalists for revealing a hidden situation to ignorant 
Latino/a audiences, they chided reporters for their limited knowledge and interest. 
One worker, who had been laid off for months due to pesticide exposure said:44

If only they had spent more than a few hours in the fields with us. If they had 
even stayed an entire day, we could have taught them something. But they 
just get a little bit and go on to the next story—they aren’t really interested, 
they don’t really care.

Thus, some members of these focus groups did their own critical analysis of media 
projections of hierarchically ordered subject positions, rejecting their interpellation 
as ignorant, subaltern subjects. They placed the issue of pesticide exposure within 
an agricultural-medical-industrial complex that produces fresh fruit and vegetables 
at low cost to consumers, with migrant laborers paying the human costs through, 
in Seth Holmes’ (2013) terms, “broken bodies” whose legacy of disabilities is only 
minimally addressed through available health services. These participants critically 
assessed, in short, the intersectionality between structural effects of agricultural 
labor, medical racism, and biocommunicable projections. It is obvious that the par-
ticipants in these and other focus groups bore little resemblance to stereotypes of 
Latinos/as as passive and ignorant, as incarcerated by culture, tradition, and religion 
(see Chávez 2013). In analyzing why non-Latino anthropologists had reproduced 
these sorts of stereotypes, Américo Paredes (1977) hypothesized that their Mexican 
American interlocutors had playfully invoked stereotypes as a means of inviting 
their interlocutors to join them in critiquing them and constructing alternative nar-
ratives (see also Briggs 2012). These focus groups provide flesh-and-blood examples 
of the sort of critical encounters that Paredes imagined: participants turned them 
into sites for identifying stereotypes that they saw as lurking within the health news 
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186 Biomediatization up close: three case studies

stories, critiquing them, collaboratively constructing alternative biocommunicable 
models, and positioning themselves complexly in biocommunicable terms.

Surmounting biocommunicable failure: the role of mediators

Clearly, members of racialized minorities are not passive objects either of racializa-
tion or of deracialization in health news, but have important roles in voicing race 
and ethnicity and shaping how it is covered. The central actors and main sources in 
stories that foreground race and ethnicity are typically professionals from minority 
racial or ethnic groups—researchers, physicians, teachers, directors of community 
clinics, and peer educators—often individuals who lead programs addressing health 
inequities. Thus, paradoxically, stories on health in racialized populations, which 
often project biocommunicable failure, centrally include and are sometimes initi-
ated by actors of color who epitomize successful biocommunicability.

We have suggested that journalists generally project a post-racial view of health 
that similarly limits explicit attention to race-based inequities. El Hispano reporter 
Graciela López, profiled in Chapter 2, argued that race and health was a topic that 
health officials tried to avoid. If you ask them about Latinos/as, “it is as if you had 
put on the handbrake! They tell you, ‘well, I don’t know, I can’t comment on 
that.’” López sees such reluctance as going hand-in-hand with a Latino/a stereo-
type, including its positive and negative dimension:

On the one hand, the Latino is happy and chubby (el gordito alegre), but on 
the other hand, they tell you that ‘they have to eat less fat.’ But on the other 
hand you have to preserve your culture, you should eat tamales.

Here she chuckled, marking the irony. A reluctance to talk about Latino/a health 
and reliance on stereotypes rather than acquaintance with San Diego’s Latino/a 
population, she observed, went hand-in-hand with a lack of Spanish-language 
spokespersons. It is in this context that the role of what we call mediators, health 
professionals from minority populations who frequently appear in health news, is 
particularly significant, given their systematic efforts to draw attention to health 
inequities. Mediators do not inhabit a pure realm of agency and power but give 
witness to the particular complexities and contradictions that characterize racialized 
dimensions of biomediatization.

A typical news story built around mediators appeared on 5 March 2009 on 
NBC Nightly News. Part of a series on “Hispanics in America,” it began with 
the standard reference to Latinos/as as “the largest and fastest growing minority 
in the country,” which, correspondent Robert Bazell observes, “suffers dispro-
portionately from health problems.” University of Illinois, Chicago, Professor 
Aida Giachello then discusses the problem of jobs with no health insurance. Bazell 
continues, “but another factor is a cultural divide. That’s why a unique program 
here trains people in the neighborhood, people like Lucy Rosa, to help others 
stay healthy.” Giachello explains: “To be able to treat a population, you need to 
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have understanding of their cultural beliefs.” The story details food deserts (with-
out using the term), noting the program’s recruitment of store owners to offer 
more fresh fruits and vegetables. “Food deserts” have been a focus of much health 
activism and are one of the most common structural factors in health disparities 
encountered in news coverage. Bazell summarizes, “the store also carries Mexican 
products, like this cactus, which is also very healthy. Mixing traditions from home 
countries with best practices here to maintain the health of this rapidly growing 
slice of America.”

This story violates established truths. Although television, we know, is doomed 
to tell over-simplified stories, this one, like the H1N1 stories we examined in 
Chapter 4, throws an intricate mélange of complicated discourses at viewers 
simultaneously, paralleling the complexity of the public health literature on social 
and economic determinants of health.45 Racialized subjects, we know, are often 
reduced to a small range of problematic roles, characterized by simple subject posi-
tions, in opposition to the complexity and heterogeneity of white subject positions 
(see Gordon 1997). In health news, in contrast to the paucity of minority officials 
in television crime news (Entman and Rojecki 2000), minority health professionals 
are practically ubiquitous in stories focusing on minority health issues, and they are 
generally portrayed as sympathetic and authoritative.

We interviewed a range of “mediators,” health professionals from racialized 
communities who frequently appear in health news; here we highlight four indi-
viduals in California, all of whom have played this role in regional and national 
news for decades. Trained as a social scientist, John López46 directs a health-focused 
research center at a leading medical school. Darryl Jackson is a physician in pri-
vate practice who served in high office at the National Medical Association. Jim 
Montoya, whom we met in Chapter 2, and Gloria Gallegos are both senior exec-
utive officers of community clinics and have graduate degrees in public health. 
Gallegos, Jackson, and Montoya seldom appear in stories not related to health, but 
López is used as a source in articles and broadcasts that deal with a wide range of 
Latino/a-related topics.

All four actively monitor news stories relating to race and health. Montoya has 
worked for years with a media-consulting firm that helps with press releases and 
contacts; López’s medical school has a public relations office that contacts him 
regularly. They both initiate press contacts to suggest stories on their programs 
and issues that concern them; Gallegos reports that her organization sends out at 
least one press release each week, “because we want our name out there.” When 
Montoya holds press conferences at his community clinic, he recruits physicians 
with strong media skills and they, in turn, enlist patients. The four stay on the 
lookout for loaded questions from journalists, trying to avoid “walking into a trap” 
(López) or confirming racialized stereotypes. They have reason to worry; actors 
like themselves sometimes are principal sources in stories that reproduce stereo-
types. They expressed frustration and a touch of anger in describing the stereotypes 
and overt acts of discrimination they encountered with non-Hispanic white offi-
cials and journalists. Gallegos, López, and Montoya work with Spanish and English 
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188 Biomediatization up close: three case studies

media outlets. López reports that Spanish-language journalists are more likely to 
attend his press conferences, and

it’s easier for me if it is a Spanish language [reporter] because [s/he] is not 
going to out of hand say ‘Oh he’s just a Mexican, what does he know!’ And I 
do get that from the English language press. ‘Oh you’re biased, you’re Latino.’

They report audience reactions that range from “Finally someone told the truth—
that’s my story too!” to hate mail. López noted, “There are groups out there that 
want to pound you down every time you stick your head out.”

These individuals did not speak with a single voice, but we see four sub-
stantive areas of overlap. First, they framed their media interactions as part of 
multifaceted efforts to confront racism and health inequities. These included 
providing accessible healthcare, participating in research, serving on regional and 
national advisory groups and professional associations, and building relationships 
with policymakers. López argued that non-Hispanic whites in general have a 
“pretty negative” view of Latinos/as; the impact he projects for his work is 
hardly utopian: “I’d like in 20 years to at least have increased that, so at least it 
would be neutral.”

Second, each framed media interactions as motivated by the perception that 
health news—like other media foci—often reproduces racial inequalities, simulta-
neously perpetuating denigrating stereotypes and creating illusions of a post-racial 
society. López used research to confront stereotypes with facts, recruiting journal-
ists to respond to anti-immigrant and anti-Latino/a voices. Jackson argued that 
President Obama’s election and his healthcare reform efforts had promoted the 
sense that racism was a thing of the past and that “all we need to do is get every-
body access and that’s really going to eliminate health disparities.”

Third, rather than attacking stereotypes head-on, they attempted to complicate 
and recontextualize them by locating minority populations beyond rigid binaries 
and projections of separate, bounded, and autonomous racialized worlds. López 
noted how publicity about the “Hispanic health paradox”—the finding that recent 
Latin American immigrants are generally healthier than either non-immigrants or 
the descendants of immigrants—helped counter stereotypes that all Latinos are 
“illegal immigrants, teenage pregnant mammas, welfare, gangbangers, or on drugs” 
(López), therefore threatening the health of whites. They emphasize the hetero-
geneity of all populations and promote the sense that diversity lies at the core of 
Californian and US identities. Jackson thus suggested that providing health educa-
tion and screenings in churches and barbershops (a common focus of news reports 
on African American health) “has been proven to be a very effective mode [to 
reach] the African American community,” but emphasized that this approach does 
not mean that African Americans do not also occupy the same biocommunicable 
circuits as whites.

Finally, none of the four identified with the idea that health reporting is a tool 
for educating deficient lay populations—the common assumption of the linear 
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transmission model of health communication. Gallegos was particularly clear. The 
press materials she generates

are not necessarily designed in a way to compel the reader to make behav-
ioral changes. We do that here at the clinic. Because my background is in 
public health, because to get the individual or the family to make positive 
decisions and lifestyle changes . . . you really need the one-on-one.

She used the Spanish language news media—television, the SDU-T ‘s weekly 
Spanish section, and radio—largely to publicize programs that provide “healthcare 
for those who don’t have insurance or who have limited ability to pay their bills.” 
When she reaches out to the English language media, particularly newspapers, 
“generally it’s for visibility and PR.” She wants audiences to know that

we are comprehensive and that we care about our clients, because you never 
know when those individuals are going to be reviewing a proposal or when 
they [will] get a phone call and someone asks, ‘tell me what you know’ 
[about my clinics].

Beyond reaching donors, a key audience is small business owners; since many do 
not offer their employees health insurance, she wants them to tell employees about 
her clinic’s free or low-cost care. Montoya suggested that he sought media atten-
tion just before a key set of policymakers was about to decide an issue about which 
he cares, but Gallegos, Jackson, and López were skeptical about the possibility of 
shaping policy this way.

Thus, to the extent that these communicators framed their media engagement 
pedagogically rather than as PR, it was a pedagogical project primarily aimed at 
displacing racial stereotypes harbored by white audiences. Overcoming post-racial 
erasures by fostering coverage of racial health inequities is crucial, they suggested, 
for this reason. They wanted to show, in short, that members of racialized popu-
lations can experience health problems without becoming social problems and 
can develop solutions of value to everyone. Oscar Gandy et al. (1997) argue in 
the case of black/white inequalities that audiences are more likely to invoke 
blame-the-victim perspectives when causal mechanisms are not addressed. Kim 
et al. (2010) similarly suggest that pinning inequities on individual behavior may 
limit public support for policies that attempt to eliminate racial/ethnic inequities. 
Taylor-Clark et al. note that the majority of the stories they examined focusing 
on African American healthcare inequalities described no responsible causal agent 
and that approximately half “did not report actors who are working to ameliorate 
healthcare inequalities” and failed to “call on any actor to address disparities” 
(2007:405). These patterns suggest why efforts by these and other mediators to 
shape health news are both so important and so precarious.

The research, institutions, and programs created by people like López, Jackson, 
Montoya, and Gallegos are central in much reporting that foregrounds race and 
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190 Biomediatization up close: three case studies

ethnicity. Such programs are popular material for journalists, because they infuse 
stories with a positive spin that, journalists assume, will appeal to audiences: stories 
“about taking charge and facing . . . risks head on,” in the words of NBC anchor  
Brian Williams.47 Journalists typically build stories about “social problems” 
around initiatives to solve those problems. These mediators are often pictured 
as remedying failures of biocommunicability, bridging gaps that purportedly 
isolate racialized populations from biomedical knowledge. In the NBC story 
on Latino/a health in Chicago, peer educator Rosa and sociologist Giachello 
make biocommunicable gaps seem real and causal but surmountable. After Bazell 
speaks of a “cultural divide,” Rosa says on camera, “I’m just like them, they have 
confidence in me; they trust me.” Rosa then teaches residents to read nutritional 
labels. Being “just like them”—and possessing symbolic capital conferred by their 
training—enables mediators to bring fellow Latinos/as into the biocommunica-
bility loop. Such figures function as mediators in two senses: mediating between 
biomedical science and “the community,” and between racialized population s 
and the audience—imagined as predominately white and middle class. They speak 
about race and cultural differences while reassuring audiences that barriers can be 
bridged and racial and ethnic others brought within dominant norms of health 
citizenship and biocommunicability.

Important elements of the racialized biocommunicability explored earlier 
in this chapter persist. Racialized subjects are typically presented as not being 
properly integrated into biocommunicable circuits unless they join the programs 
featured in the stories. The NBC story on Latinos/as in Chicago emphasizes that 
participants’ need to learn nutritional basics, “something that is not always easy, 
especially for someone who has moved from another country.”48 But portrayals 
of masses of ignorant brown bodies are generally absent; and participants in these 
programs often look happy and active. The mediators themselves, of course, are 
presented as active, authoritative participants in the flow of biomedical knowl-
edge. In some cases the stories are also complicated by a secondary focus on 
structural factors in health disparities, which professional mediators introduce. Just 
as the 2009 NBC story on Chicago mentioned jobs with poor access to health 
insurance and food deserts, a 1 December 2008 NBC story on diabetes and obe-
sity among Latina women showed the director of a program called Mujeres en 
Acción taking Bazell on a tour of a mainly Latino/a neighborhood; for women 
who live there, she explained, it may be unsafe to walk.

Professional status gives first-line mediators—researchers and program directors— 
authoritative voices and influence over the storyline. When laypersons were 
mediator s, however, their role was much more restricted. One story from NBC 
Affiliate KCRA in Sacramento49 asserted that 54 million people have pre-diabetes 
“and many of them don’t even know it.” It focused on peer educator Gary King, 
an African American with type 2 diabetes. King is presented positively; he is clearly 
not understood as one “doesn’t even know.” The story is an opportunity for him 
to promote his program, saying (as he holds up chess pieces), “We’re hopin g to 
turn pawns into kings.” As the story goes on, however, a white American Diabetes 
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Association spokeswoman plays the authoritative role of transmitting biomedical 
information, while King describes his family history and efforts to confront diabe-
tes. Race and ethnicity are never mentioned, but the common cultural association 
between disease and ethnicity is invoked as King says, shifting for the first time into 
African American Vernacular English, “I miss them ribs; them pork chops.” Even as 
stories featuring mediators generally avoid strongly negative versions of stereotypes, 
appeals to cultural reasoning are also evident, sometimes reframed as offering posi-
tive health advantages.

Michelle Obama’s childhood obesity initiatives represent an unusual but 
prominent example of an intervention by a lay mediator. Her media presence is 
in general seen as a symbol of “post-racism”—a symbol of a discourse that asserts 
the passing of rigid racial inequalities. Focusing on the fight against obesity put 
Obama on a consensual terrain where she was unlikely to be portrayed—as she 
was in much coverage of Barack Obama’s first campaign—as an “angry black 
woman” raising racial grievances. Stories on her Let’s Move! campaign often 
made no explicit reference to race, portraying happy multiracial images of fit-
ness. Ralina Joseph, however, has argued that Obama’s strategic use of post-racial 
discourse should be seen as a form of resistance to the erasure in public discourse 
of racialized populations and issues of racial inequality. “Michelle Obama,” she 
argues, “uses the very tools of postidentity to argue against the tenets of postidentit y” 
(2011:59).

Let’s Move! injected African American identity into the discourse of fitness in 
particularly subtle and important ways, troubling the “unbearable whiteness” usu-
ally attached to images of fitness (as in the SDU-T Health section). She appears 
“visibly Black while living healthily”50—a rare image in mainstream media report-
ing. This quotation, like the “unbearable whiteness” phrase, comes from African 
American blogger Erika Nicole Kendall, editor of BGG2WL: Black Girl’s Guide 
to Weight Loss, which challenges fitness/whiteness connections and critiques 
patient-consumer discourses about individual choice. While mainstream media 
rarely reference the “black and green” health culture represented by activists 
like Kendall, Obama can make challenges to standard connections between race, 
health, and nutrition newsworthy. In March 2009, Obama enlisted Washington-
area school children to cultivate an organic garden on the White House lawn. 
CNN’s report included soundbites from the usual—white—faces of the sustain-
able food movement, chef Alice Waters, for example, but center stage went to 
Obama and an “army of fifth graders” who were multiracial but predominately 
African American. In April of 2011 she partnered with singer Beyoncé on a video 
that similarly centered on both children of color and African American popu-
lar culture. “Let’s Move” is set in a school cafeteria. It begins with a chubby, 
light-skinned child and a thinner Black child moving to the center of the floor 
where they begin to dance to Beyoncé’s hip-hop tune, and are joined by Beyoncé 
and a chorus overwhelmingly made up of children of color (Figure 6.4). Obama 
was often seen in news reports dancing to popular music associated with African 
American culture with similar groups of children.
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192 Biomediatization up close: three case studies

Deracializing health

Here’s the paradox we’re tracing: health news is an important arena for construct-
ing race at the same time that stories in which race is an overt, central focus 
are relatively uncommon. A search of the Vanderbilt Television New Index and 
Abstracts, covering the evening news on ABC, CBS, NBC, and CNN, for racial 
references from 1 January 2000 through 31 December 2013, using all combina-
tions of the term African American, Latino, Hispanic, Asian American, and Native 
American with Health and Medicine, reveals, after culling irrelevant stories, about 
34 health-related stories that mention race and ethnicity directly, some short or 
only briefly touching on these themes. Health and medicine are central foci of the 
evening news; if you search “Medicine” during this period, there are over 11,000 
stories; those that evoke race and ethnicity form a tiny percentage indeed. In our 
historical NYT and Chicago Tribune sample, 4 percent of health stories referred to 
African Americans or blacks as a group and 2.3 percent to Latinos/as or Hispanics. 
News coverage largely projects health and medicine as arenas in which race enters 
only under particular, unusual circumstances. The dominant pattern of racial rep-
resentation in health news is thus overt deracialization, sometimes involving the 
invisibility of race and ethnicity and sometimes the construction of an ideal, “post-
racial” vision of diversity and inclusiveness.

Some stories construct a universalist biological essentialism that imagines 
individual human bodies admitting of characteristics of age, gender, sexuality, dis-
ability, or other categories, but not race. Breast cancer stories thus often construct 
“women” as a homogeneous, naturally defined category; those on prostate cancer 
construct “men” in equally post-racial terms. (A male/female gender binary just 
seems self-evident, universal, and exhaustive.) Diabetes affects “the elderly” or 
“children” in ways that render differences of race and class irrelevant. An Atlanta 

FIGURE 6.4  Beyoncé dances with a chorus mainly made up of children of color in the 
2011 “Let’s Move!” video. Part of the NABEF’s Flash Workout.
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Fox affiliate ran a story entitled “Men’s Health Problems” on 12 August 2010.51 In 
the anchor’s words, “research shows men just don’t make it in to see their doctor as 
often as they should.” Seemingly projecting a homogenous affective and biological 
status to persons occupying the status of “men,” neither racial differentials in access 
to healthcare nor the co-construction of categories of race, gender, and sexuality 
(Gutiérrez 1991; Stoler 1995) complicate a gender binary.

Race also often disappears through a different universalizing rhetoric: the 
effects of individual choices. ABC Boston affiliate WCVB produced a story on 2 
November 2010 that reported claims by a nutritional “expert” that “fat genes” are 
“not an excuse to be overweight.” Suggesting that what really matters are individ-
uals’ nutritional choices, the story echoes the neoliberal logic of, in Emily Martin’s 
(1994) terms, flexible bodies, registers of individual agency and responsibility that lie 
at the core of contemporary frameworks of biomedicalization. Flourishing in self-
help columns, lifestyle and health sections, and health segments of television news 
broadcasts, such stories advance patient-consumer biocommunicability—readers 
or viewers are receiving what the WCVB anchor called “the secret ingredients” 
that teach viewers how to overcome “fat genes.” The visuals show the slender, 
blond, elegantly dressed reporter and nutritionist walking through a supermarket, 
contrasting their bodies with those of obese and overweight shoppers; all are cut 
off above the shoulders—a standard technique in television coverage of obesity 
(Figure 6.5). This camera framing makes the race and ethnicity of “overweight 
bodies” difficult to determine, though if the viewer looks closely they represent 
the multiracial mix typical of most health stories. The role of white reporter and 
nutritionist would seem to reinforce the association of fitness with whiteness.

Other stories project forces acting on vast populations, abstracting racial and 
ethnic patterns. US “epidemics” of obesity and diabetes are sometimes character-
ized as the effects of aggressive marketing of unhealthy food and drink. A CBS 
News segment on 8 August 2002 argues that educating individuals to adopt better 
nutrition and exercise “just hasn’t worked” due to how the food industry “hooks” 
children on fast foods. The segment focuses on a “victim of McDonalds” who is 
suing McDonalds and other fast-food outlets. Although the plaintiff appears African 
American, there is no discussion of race. Stories periodically characterize the effects 
of lack of health insurance. An NBC story on uninsured Americans52 interviews a 

FIGURE 6.5  Two slim blondes give nutritional advice; outside, a multiracial cast of 
headless fat bodies. WCVB, 2 Nov. 2010.
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194 Biomediatization up close: three case studies

waitress, Rosa, who reports that her diabetes was inadequately treated due to lack 
of insurance. Racial differentials in access to health insurance are not mentioned. 
Much coverage of New York City Mayor Michael Bloomberg’s proposal to ban 
the sale of sugary beverages over 16 fluid ounces by delis, fast-food restaurants, and 
other facilities similarly focused on obesity as applying to all consumers.

News stories commonly project health and medicine as post-racial through 
visual images of a multiracial dramatis personae. An ABC local news broadcast from 
Baltimore outlined how women can reduce breast cancer risk. Although most 
patients were white, an African American physician was the central professional 
voice, alongside white physicians and X-ray technicians. A local ABC affiliate 
in New Haven, Connecticut reported on genetic testing that personalizes treat-
ment regimes; it features an Asian American journalist and a medical team with 
white and Latino/a members led by a Latino immigrant, a highly specialized 
physician.53 Stories commonly build series of images of patients or laypersons-
in-the-street, constructing a multiracial “anybody” or abstract individual. In our 
collection of local and national television stories on diabetes and obesity, most 
stories made no mention of race, and also avoided any clear racial association in 
the images. This does not happen by chance. Kathy Knight, the network producer 
profiled in Chapter 2, when asked where they found the people appearing in 
“character-driven stories,” explained that PR offices for research institutions and 
pharmaceutical companies knew what TV needed and provided articulate patients 
and researchers. She continued, “They know that diversity is very important to us, 
and that we really strive to show a real picture of what’s happening out there in 
the country.” The findings presented in Table 6.1, showing that the great majority 
of crucial speaking characters in television health coverage are white, qualify this 
picture. Nevertheless, the combination in much health news of scripts void of any 
reference to race or ethnicity, let alone racial health inequities, and racially diverse 
casts of professionals, patients, and potential patients projects a vision of post-racial 
biological citizenship (Petryna 2002; Rose and Novas 2005).

“It’s stunning to hear that”: covering racism in medicine

“We Americans like to think we have the world’s best healthcare,” said the 
anchor of the CBS Evening News, introducing a Weekend Journal feature about 
race and healthcare.54 “We also like to think that we’ve created a largely color-
blind society. Worthy ideals, but not entirely true.” Studies that point to racism 
in health systems were particularly challenging to the dominant post-racialism 
ideal that structures most health and medical reporting. We close this chapter 
by looking at news coverage of biomedical racism. As we mentioned, two stud-
ies released in 2002 drew significant attention to racial health inequities: a CDC 
study of racial differences in health outcomes (Keppel, Pearcy, and Wagener 
2002) and the Institute of Medicine’s Unequal Treatment (Smedley, Stith, and 
Nelson 2002). The latter was commissioned by Congress, largely at the insistence 
of the Congressional Black Caucus, and, according to Darryl Jackson, one of our 
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“mediators,” thanks to the initiative of the National Medical Association. Jackson 
helped shape the report’s impact by his strong media presence. Unequal Treatment 
was covered widely but not prominently in the press, with short articles appear-
ing on inside pages of newspapers. On television, only one network, CBS, carried 
the story. Since 2002, mentions of medical racism interrupt overt deracialization 
only occasionally.

A CBS Weekend Journal story55 formed the exception that proves the rule. 
Pegged to a study showing that minorities were less likely to be treated for pain, 
it featured a Latina who visited a physician for stomach pain, only to have the 
doctor ask, “How much did you have to drink last night?” The doctor scoffed 
and left, she says, when she told him she didn’t drink. An African American doc-
tor stated, “You wouldn’t think healthcare would exhibit that level of racism,” 
before confirming that research showed clear disparities in the treatment given to 
patients of different races. Even the strongest medical racism stories almost always 
contain such expressions of surprise, referencing the assumption that medicine is 
post-racial. In a lengthy CNN story,56 Dr. Sanjay Gupta interviews three African 
Americans, asking them to raise their hands if they believe the medical system is 
racist. All three do, a bit hesitantly, as if saying, “What do you think?” Gupta says, 
“It’s stunning to hear that. I think that maybe you think about people waiting 
longer in clinics or seeing different doctors each time, but to say it’s racist is a pretty 
remarkable thing.” His surprise, clearly not shared by his interviewees, identifies 
him with audiences that assume a post-racial medical system, an assumption that 
makes it difficult for this sort of message to circulate more broadly.57

In November 2007, NBC did a week-long Nightly News series on “African-
American Women: Where They Stand.” Two of the five reports featured Chief 
Medical Correspondent Dr. Nancy Snyderman. The first, aired on 27 November, 
fit within Epstein’s (2007) “difference and inclusion” paradigm, mentioning rac-
ism only indirectly. Snyderman reported that doctors had been using a model to 
estimate breast cancer risk developed in 1989 and based on “data gathered solely 
from white women.” Interviewing an African American woman diagnosed with 
an early-onset, aggressive form of cancer and two researchers working on breast 
cancer in Africa, Snyderman argued that breast cancer may be a “completely 
different disease” for African Americans. Snyderman wraps up:

Early detection really matters, and if you’re a black woman and you have 
a family history of early-onset breast cancer, you really need to consider 
getting breast cancer screening. . . . Talk to your doctor about your risk. 
And, Brian, I cannot drive it home enough, clinical trials matter. This is not 
experimentation. This is how doctors and scientists gather information. We 
need people of all ages and races in these very important trials.

Here, Snyderman briefly acknowledges a history of racial medical inequality, 
urging African Americans to make the individual choice to get screened and 
participate in clinical trials.
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196 Biomediatization up close: three case studies

Two days later, anchor Brian Williams introduced Snyderman’s second story as 
a “powerful piece of reporting”:

It’s about what happens when a black woman and a white woman, similar 
in every other way, walk into a hospital with the same ailment, in this case 
heart disease. Black women are more likely to get it, less likely to receive 
quality treatment for it.

Snyderman gives statistics on heart disease among African American women, 
then focuses on one patient. “In New York, the message to get healthy is taking 
a little longer to sink in for Deborah Jackson. So her physician, Dr. Lori Mosca, 
decided to scare her straight.” The patient recounts how her doctor took her to 
observe an open-heart surgery. Snyderman continues, “Deborah faces an uphill 
battle, as several studies show a troubling disparity, that black women are less 
likely than whites to receive quality care.” Snyderman continues, “Dr. Mosca 
says, it’s time the medical community does a better job of bridging the gap 
between race and medicine.” The story continues with a soundbite from Mosca, 
“It may be related to communication issues, and us, really, in the medical estab-
lishment, not reaching out to the communities in the way we should and the 
patients the way that we should.”

Snyderman concludes: “So here is the bottom line: you really have to come to 
your doctor’s office with a list of questions written out and bring someone with 
you,” standard active patient-consumer advice.

And Brian, I hesitate to put it all on the patient, but we have to put that 
four-letter word, ‘race,’ on the table, because we’re talking about disparity. 
We can no longer just give it lip service. And now really there has to be 
recognition and action.

Williams interrupts, “A kind of racism institutionalized, baked into the medical 
system.” “It’s so baked in,” Snyderman goes on, “that we make assumptions about 
each other. It’s not that doctors want to make the wrong decisions. We make 
assumptions that we really don’t have the right to make. And that’s when people 
fall through the cracks.” “It’s a crime in this case,” Williams concludes. “Powerful 
piece of reporting, as we said.”

Lacking a clear “peg,” Snyderman clearly decided to cover this story because 
she thought it important. Williams’ dramatic opening and closing frames suggest 
that television news is uncomfortable with such stories, however. Snyderman 
has trouble fitting the story into the conventions of reporting that she normally 
deploys masterfully. The story starts out essentially reproducing the common “out 
of the loop” portrayal, attributing racial disparities to biocommunicable failure—
describing how physician Mosca sent Jackson to watch open heart surgery to “scare 
her straight”—before shifting abruptly to medical racism. In her commentary, 
Snyderman moves back into her familiar role of advising viewers on how to “take 
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“We have to put that four-letter word, ‘race,’ on the table”   197

charge” of their own health as patient-consumers, only then to apologize for put-
ting the onus on the patient, even as she calls for action on medical racism.

Unequal Treatment and subsequent studies have never been adequately integrated 
into health coverage. Take the multitude of stories on racialized minorities’ pur-
ported reluctance to visit doctors or that project them as “people who might be 
uncomfortable in a medical clinic” (quoting a SDU-T story about an outreach 
program directed to African Americans, carried out in churches).58 These stories 
rarely mention racism or invoke Unequal Treatment, instead displacing inequities 
from the medical system to “culture.” Many stories on African Americans refer to 
the Tuskegee syphilis experiment in the 1930s (Jones 1981) as having engendered 
African American disengagement from biomedical treatment and mainstream bio-
communicability. Two months after Unequal Treatment appeared, SDU-T reporter 
Cheryl Clark quoted researchers connecting Tuskegee with conspiracy theories 
that HIV/AIDS is a government plot to kill African Americans, generating “‘sus-
picion about research’” that leads fewer minorities to participate in clinical trials.59 
An NYT article on the racial gap in breast cancer survival rates stressed that “many 
of the women admit to never getting a mammogram and avoiding doctors.” It 
observes, “Years of racial discrimination and distrust of the medical establishment 
dating back to the Tuskegee, Ala., syphilis experiments on black men in the 1930s 
continue to influence health decisions made by African-American families in the 
South.”60 Beyond failing to mention that the “experiment” only ended in 1972, 
such projections fail to consider that the effects of one example of unconscion-
able abuses that ended over three decades before might exert less direct influence 
on efforts to seek care than ongoing experiences of discriminatory treatment by 
medical professionals, including the acts of infantilization and reprimands delivered 
in response to what are deemed patients’ biocommunicable failures. In projecting 
health inequities as belonging to the past, such stories buttress white stereotypes of 
racialized populations.

Conclusion

We have traced a heterogeneous range of ways that race enters into biomedia-
tization. They are, however, far from the only ways the story could be told. 
One of the most deeply rooted ways that health and has been tied to race in the 
United States is through race-based social movements. The Black Panthers—
still regarded as a key symbol of African American resistance—co-constructed 
with journalists and officials an image of militancy and violence (Rhodes 2007). 
Although some of the Panthers’ major foci were challenging health inequities 
through providing healthcare, critiquing medicalization, exploring complemen-
tary and alternative treatments, and focusing on maternal and infant nutrition 
(Nelson 2013), these received little mainstream media attention. Access to 
healthcare for farm workers and their families was of central importance to the 
United Farm Workers, and the Chicano Movement pressed for equal access 
more generally. Chicano anger (see Romano-V 1968) over Madsen’s (1964) and 
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198 Biomediatization up close: three case studies

Rubel’s (1966) reproduction of cultural logics that depicted Mexican Americans 
as relying on healers and notions of the evil eye and fright sickness rather than 
on biomedicine would seem to spring, in part, from how these works erased 
contemporaneous Chicano/a struggles for access to healthcare and significantly 
lower access to doctors and hospitals.

Some social movements focus on environmental racism, organizing coali-
tions of professionals and laypersons for documenting the unequal distribution 
of toxic hazards and pressing for environmental justice (Bullard 1990; Brown 
et al. 2011). In Chapter 1 we summarized two of the rare stories that focus on 
such collaborations, both in the SDU-T. These were examples of public sphere 
biocommunicability in which African American and Latino/a San Diego-area 
residents teamed up with the Health and Environment Action Network to docu-
ment exposure to metal plating and lead poisoning and demand action.61 Native 
American nations, largely invisible in US health news, have in some cases chal-
lenged environmental racism and, recently, have used casino and mineral revenues 
to set up their own healthcare systems.

Highlighting such efforts would impact how people construct both health and 
racial difference. Nevertheless, the most common pattern is overt deracialization. 
As many scholars have recently observed, the dominant discourses about race and 
ethnicity today are discourses of “post-racism” (Ono 2010; Bonilla-Silva 2010) 
These take many forms; as Joseph (2011:58) noted, “post-identity. . . is presented 
in the mainstream media somewhere along the spectrum from fact to aspiration,” 
and can be used in the service of a variety of political and cultural projects. In the 
case of health and medicine, the general ideology of post-racism is reinforced by 
strong assumptions about the universalism of medicine and science. These vary, 
again, from assumptions that science simply stands apart from racial difference and 
understands a biological human body that has no social characteristics, to a norma-
tive conviction that medicine should serve all equally across social differences.

The deracialization of health news can be admirable. For example, it is note-
worthy that mainstream journalists largely rejected the racialization of the H1N1 
pandemic as a Mexican or immigrant threat, despite the persistence of anti-
immigrant rhetoric in social media, conservative blogs, and comments sections of 
newspaper and television websites. But deracializing health news and projecting 
a post-racial medical ideal have their dangers. Herman Gray (2004) was among 
the first to point this out, in the context of The Cosby Show, an early fictional 
representation of an African American health professional: portrayals of American 
society as post-racial, of racialized subjects as happily integrated into the dominant 
society, can obscure social inequalities and hierarchies, can make those who suffer 
from those inequalities seem individually to blame and those who contest them 
ungrateful and out of touch with reality. Post-racial representations, as Tyrone 
Forman (2004:44) argues, contribute to a climate of racial apathy among whites, 
a “lack of feeling or indifference toward societal racial and ethnic inequality and 
lack of engagement with race-related social issues.” While “mediators” succeed in 
getting media coverage, usually quite favorable, for their programs and prompting 
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journalists and officials to address racial health inequities, and while journalists like 
Gupta or Snyderman may express sincere dismay over the reality of racial dispari-
ties in health outcomes and institutional racism in the health system, the truth is 
that these themes enter the news agenda only on rare occasions, often with obvious 
discomfort and apology to the audience. Journalistic conventions often make it dif-
ficult for strong, coherent stories to be built around these themes.

Given both the degree of racial segregation in the United States and the general 
association of health issues with notions of privacy and confidentiality (as codified 
in the Health Insurance Portability and Accountability Act Privacy Rule), people 
who are not health professionals usually lack direct knowledge of how people 
who live on the other side of racial, ethnic, class, sexual, or disability borders think 
about health and disease, of how others acquire and circulate health knowledge and 
how they pursue wellness and react to illness, and the barriers that they face. The 
centrality of HIV/AIDS to representations of gay men and Haitians in the 1980s 
provides a striking example of how important media representations can be for just 
this reason and of their effects on policies, epidemiology, everyday interactions, 
and forms of resistance (Epstein 1996; Farmer 1992; Treichler 1999).

It is not only laypersons alone who learn about patient populations through 
health news. It seems highly likely that negative perceptions by physicians of African 
American and Latino/a patients’ biocommunicable capacities—cited as a factor pro-
ducing unequal treatment (Smedley et al. 2002)—are affected by clinicians’ reception 
of health news. Charles’ interview with his physician (Chapter 2) pointed to how 
biocommunicability, race, and class enter into perceptions of patients. Richards 
embraced patient-consumer communicability, remarking that he was delighted 
when his patients brought material they found in media sources—including 
advertisin g—into his examining room. But there was a catch: most of his patients 
“are the last people who will get information over the Internet.” Referring to them 
as “poor or elderly” sidestepped another dimension. Located near Richmond, 
CA, many of these patients are low-income Latinos/as and particularly African 
Americans. Richards’ wish that more patients brought printouts from websites or 
inquired about pharmaceutical advertisements suggests that his faith in the patient-
consumer model was more aspirational than universal, that it applied only to a 
minority of his patients, those not included in particular demographics. Despite his 
commendable commitment as a private practitioner to treat patients who could pay 
nothing (which ended when he was forced to join an HMO), they did not seem 
to qualify for this communicably exalted status. That class, age, and race entered 
into the way he constructed patients in biocommunicable terms does not prove that 
Richards treated them differently; on this score, we have no data. More broadly, 
the role of news coverage in shaping physicians’ communicable construction s of 
patients certainly does not emerge apart from the influence of medical training, 
continuing medical education courses, “cultural competence” training, professional 
publications, and other factors. Nevertheless, Richards’ remarks suggest that bio-
mediatization, race, and class intersect in important ways in diagnosis and treatment; 
these connections cry out for more research.
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Researchers have documented the pervasiveness of an ideological pattern 
underlying US “racial formations” (Omi and Winant 1986) that turns white racial 
identities into an unmarked baseline, a racial position that seems to precede and 
stand outside of discourses of race. Charles Mills argued that this process amounts 
to a “racial contract” based on an “inverted epistemology,” requiring both implicit 
recognition of how society is structured through racial inequalities (1997:18) and 
a “structured blindness” (1997:19) emanating from the public dogma that a race-
less social contract includes everyone. George Lipsitz (2006, 2011) suggested that 
whiteness exerts not just ideological but substantial material effects, spatialized 
through segregation, affording advantages in housing, education, credit, insurance, 
and other areas, like a credit transferred at birth through racial identity. Given that 
whiteness confers health benefits—as measured in terms of access to care, quality 
of care, and health outcomes, turning white subjects into normative neoliberal 
patient-consumers and parading bodies of various races across the screen but failing 
to address how race shapes health protects white biomedical privilege. Taylor-
Clark et al. (2007) suggest that a growth in news coverage of African American 
healthcare inequalities and of public awareness of the issue between 1994 and 2004 
went hand-in-hand, however, with a decrease in public support for actions taken 
by the federal government to address them.62 Examining both halves of the raciali-
zation process—the overt deracialization of most coverage and the character of 
stories that racialize health—helps us understand this connection between greater 
awareness and diminished support for state intervention. The period in question is, 
of course, one in which conservative demands to eliminate any forms of affirmative 
action went, to change the metaphor, fist-in-glove with efforts to undermine state 
responsibility in favor of market mechanisms.63

Several notes of caution are in order. We are clearly not saying that health 
journalists are responsible for these complex and consequential phenomena: bio-
mediatization is co-produced by medical and media professionals and others, 
including laypersons. Moreover, our analysis has insisted throughout that there is 
no singular, simple, stable pattern underlying biomediatization. H1N1 is not diabe-
tes. Class, gender, and sexuality are crucial. Biocommunicable models, which are 
recurrent and abstracted patterns, do not exist in isolation, and the biocommuni-
cable cartographies that emerge in individual stories often combine and sometimes 
contradict them in complicated ways. The actors we have referred to as mediators 
use incredible skill as biomediatizers, often aided by PR/media consulting firms or 
ex-journalists employed by their institutions, working within these unequal pat-
terns of (non-)representation to draw the attention of policymakers, funders, and 
members of mass audiences who might have a “pretty negative” (López) view of 
Latinos/as and African Americans to racial inequities and efforts to confront them. 
Nevertheless, some—but not all—of the articles that most directly reproduced the 
biocommunicable underpinnings of racial stereotypes were written by Latino/a 
journalists and relied primarily on Latino/a professionals.

Analyzing the complex way that racialization unfolds in biomediatization leads 
us to conclude that it matters which stories appear in news coverage. The predominant 

D
ow

nl
oa

de
d 

by
 [

N
at

io
na

l L
ib

ra
ry

 o
f 

th
e 

Ph
ili

pp
in

es
] 

at
 2

3:
16

 0
1 

N
ov

em
be

r 
20

17
 



“We have to put that four-letter word, ‘race,’ on the table”   201

focus on individual risk factors, lifestyle issues, and patient-consumer biocommu-
nicability goes hand-in-hand with the predominant non-representation of racial 
and ethnic difference in diverting attention from structural factors. By their very 
rarity, pieces that highlight race and ethnicity become figures that stand out sharply 
against this race-shouldn’t-matter ground. As George Lipsitz (2011:112) put it 
with biting parsimony, “people who have problems are problems” in white imagi-
naries, and the image of biocommunicable failure plays a large role in effecting this 
transformation from victim to unsanitary subject to threat.
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CONCLUSION

This book centers on two concepts, biocommunicability and biomediatization. 
We use these concepts to make a case for the importance of health news as a site 
not merely for the transmission of health information, but for the formation of 
fundamental concepts of health and its “publics,” not to mention citizenship, the 
state, the market, and more.

Bicommunicability refers to the cultural models of health knowledge and its 
circulation that are projected in health news, along with myriad other sites. The 
image of biocommunicable failure we traced in Chapter 6 is a particularly dramatic 
illustration of why it is important to think critically about biocommunicability. 
As a way of representing racial otherness, it is widespread and persistent. Strongly 
evident in US Ebola coverage starting in 2014, it was partially muted in later Ebola 
coverage as stories that positioned ex-patients and traditional healers as effective 
communicators of biomedical messages about the disease began to challenge it. But 
it reappears regularly, as in mid-2015, when the NYT portrayed West Africans’ 
irrational fears and mistrust of doctors as impeding clinical trials of Ebola vaccines 
and treatments.1 It is certainly not confined to US health news. We referred to its 
prominent visibility in a 1992–93 cholera epidemic in Venezuela’s Delta Amacuro 
rainforest. Health officials and journalists collaboratively explained away extremely 
high morbidity and morality by claiming that “the indigenous Warao culture” 
placed rainforest residents in a biocommunicable circuit dominated by “shamans,” 
rendering people classified as indigenous incapable of understanding physicians’ 
advice on cholera prevention, including basic hygiene. This biocommunicable car-
tography became so firmly ingrained that it was readily recycled in 2007–8 when a 
mysterious disease—probably bat-transmitted rabies—killed scores of children and 
young adults.2

Why would images of biocommunicable failure provide such a powerful 
way to represent not just racial health inequities but race and health in general?  
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Conclusion 205

Biomedical authority models project medical knowledge as embodying hierarchi-
cally organized ways of knowing and acting. Individuals and populations have 
similarly long been evaluated with respect to their perceived rationality and agen-
tivity through what is projected as their communicative capacity. Bauman and 
Briggs (2003) trace the roots of modern notions of language and communication 
to John Locke’s (1959[1690]) separation of knowledge into the distinct and sepa-
rate “provinces” of nature and language. Locke’s insistence that they required 
separate epistemologies, now vested in science and linguistics—and that strict 
boundary-work was required to separate both from politics—formed the basis 
for the language versus medicine binary that is still going strong. As Bauman and 
Briggs suggest, this formulation repositioned language and communication as the 
use of abstract signs selected for their ability to precisely, transparently, and ration-
ally convey thoughts. At the same time that boundary-work overtly separated 
language from political and social relations, how individuals speak became one of 
the most important sites for evaluating their rationality, modernity, and ability to 
participate in civil society.

At the same time that health inequalities figured importantly in the poli-
tics of whiteness in the United States, linguistic anthropologists have analyzed 
predominant identifications of whiteness and Americanness with English, as man-
ifested in Official English policies and attacks on public uses of other languages 
(Woolard 1989), seemingly humorous deployment of Spanish words by mono-
lingual English speakers (Hill 2008), and xenophobic acts of aggression: “This is 
the United States—speak English!” (Zentella 2003). Generations of scholars have 
traced efforts to brand varieties of English tied to African American identities as 
substandard and deficient, as rendering their speakers irrational and illogical.3 The 
image of biocommunicable failure thus combines bio and communication forms 
of racialization powerfully, merging what are projected as two seemingly separate 
modes of evaluating rationality, agency, and modernity into one. It is accordingly 
far from surprising that racialized perceptions of biocommunicable success and 
failure enter significantly into structuring clinical interactions.

Projections of biocommunicability are complex, as we have seen, both in the 
representation (or erasure) of racial difference specifically, and in health news 
more generally. Projections of lay passivity and ignorance compete and sometimes 
mix with projections of agency and competence. These projections are highly 
consequential, and the role of health news in producing them deserves far more 
attention from scholars and practitioners alike than it has received to date.

Biomediatization

As we noted in the Introduction, the rapidly growing literature on mediatization at 
times parallels accounts of medicalization, projecting a growing colonization of other 
social spheres by respectively “the media” and “medicine.” On the surface, these 
interpretations appear contradictory. Sorting out what happens where these two 
processes come together, understanding what we have called “biomediatization,” 
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requires going beyond formulations that project a linear process of influence between 
clearly bounded social fields. Recent works on mediatization have emphasized the 
importance of moving away from formulations that conceive of media as influencing 
other social fields from the outside, substituting media logics for those of other social 
fields (e.g. Deacon and Stanyer 2014; Marcinkowski and Steiner 2014.) Couldry 
(2012) argues that understanding mediatization requires going beyond “mediacen-
tric” forms of analysis that isolate the role of media from wider social processes. We 
build on that work by looking at mediatization and biomedicalization simultane-
ously, by placing both media and biomedicine in larger social contexts of capitalism, 
for example, or racial formations, and by understanding health news as co-produced by 
journalists, biomedical professionals, public relations professionals, social activists, and 
many other actors.

Biomediatization takes place in a context, as Clarke et al. (2003) have argued, 
in which biomedical institutions are not only expanding their social influence, 
but also, as part of this process of expansion, becoming entangled with other 
social fields—not only with media but with business, government, education, 
and more—and becoming increasingly complex internally. Mediatization is a 
key part of the process by which this expansion of social influence takes place. If 
biomedicine is reshaping our conceptions of health, illness, life, death, and the 
body, transforming capitalism, and catalyzing new forms of citizenship—these 
effects are produced to a large extent through the media—not only through 
marketing and advertising, as documented by Dumit (2012) and others, but also 
through health news. At the same time, mediatization can be seen as a consequence 
of the increasing complexity of biomedicine. As biomedical fields have become 
increasingly complex internally, increasingly interconnected with other social 
fields, and as their social impact has grown, raising the stakes for a wide range of 
actors, the diverse range of actors now involved in biomedicine are more likely 
to be drawn into mediated public spheres, sometimes by their own choice, to try 
to expand markets, shape policies, etc., sometimes by other actors, including, in 
many cases, journalists.4 Here we have detailed ethnographically how biomedical 
institutions use or interact with media in attempting to manage their relations 
with the complex range of actors with which they are involved—government 
regulators, investors, patient-advocacy organizations, and social movements, 
resulting in the complex relationships through which bodies, diseases, and 
treatmen ts are co-produced.

We have also detailed the ways in which journalists interact with and enter into 
biomedical institutions. We have seen that they are heavily influenced by bio-
medicine, with a heavy presence of biomedical “experts” as “primary definers”; 
with specialist health reporters often deeply integrated into biomedical cultures; 
and physicians serving as “medical editors” on television news. We have also 
seen that health journalism is highly complex and often highly active. Very often, 
health news involves not settled, unitary results of either scientific research or 
market logics, but social conflicts involving wide ranges of actors both inside and 
outside biomedicine—clinicians may come into conflict with pharma companies 
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Conclusion 207

over the pricing of medications, for example, or conflicting alliances of scientists, 
physicians, pharma companies, consumer groups, and patient advocacy organi-
zations may mobilize to influence the outcome of a regulatory decision. These 
conflicts are shaped by the presence of news media, by the fact that health issues 
are considered highly newsworthy, and that actors compete for access to the news 
media in order to get public attention, at the same time that they seek to avoid 
negative scrutiny. And in these cases, journalists play a highly active role in medi-
ating among competing perspectives.

Biomediatization, then, involves neither the colonization of media by bio-
medicine, nor the other way around, but the creation of a complex field of 
boundary-objects and hybrid practices. We could view the centrality of com-
municative practices in biomedicine as having rendered any claims to professional 
autonomy, either of journalism or of medicine, as obsolete: perhaps they have 
now simply merged. The problem is that we could not have been in dialogue 
with health journalists, health officials, clinicians, patients, and others for over a 
decade—not to mention (in Charles’ case) living with a physician and training 
graduate students in a PhD program divided between a medical school and an 
anthropology department—without coming face-to-face with a major problem of 
this claim. Even as medical and media domains are deeply enmeshed, boundary-
work is equally central, consisting of daily efforts to make these domains appear 
separate. CNN’s charter health journalist Donald Schultz distances himself from 
Bristol-Meyer advertising, even as he acknowledges the “conflicts” that emerged. 
Susan Norris, San Diego’s Public Health Officer, declared that her extensive 
dedication to biomediatization was evidence-based and complained about media 
sensationalism, even as she acknowledged, sotto voce, that politicians could press 
her into portraying access to ER facilities in ways that violated her best judgment 
as a public health professional and acknowledged her dependence on media to 
accomplish public health objectives. Linda Kelly asserted that the health of her 
readers was “their doctor’s problem, not my problem,” even as she stressed her 
commitment to evidence-based medicine and took pride in health profession-
als’ comments that her articles had sometimes been more effective in inducing 
patients to follow biomedical guidelines than the urgings of clinicians or public 
health officials. Such boundary-work was evident not only in our conversations 
with journalists and health professionals but in nearly every health news story.

We have never suggested that such apparent contradictions turn either journal-
istic or medical logics into false consciousness, into proof of bad faith or professional 
malfeasance. We have rather argued that there is something deeper and more 
interesting going on here. Biomediatization points to how the practices of health 
journalists, public health officials, clinicians, researchers, patients, and others are 
imbricated. The extensive boundary-work performed by these actors can never 
stabilize clear separations between these practices, and we would be seriously mis-
led if we were to accept them uncritically as a basis for analyzing biomediatization. 
Nevertheless, this boundary-work is a real and central part of the biomediatization 
process we have traced in this book.
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208 Conclusion

Biomediatization and biocommunicability beyond US 
borders

As we noted in the Preface, our research took us to various parts of Latin America, 
particularly Cuba and Venezuela, and involved partnerships with colleagues in 
Argentina and Mexico. Dan is collaborating with researchers in Italy and Norway. 
Charles conducted research in Singapore. Nevertheless, we chose to focus on bio-
mediatization in the United States here. The reason is simple: there was too much 
to be documented and too many complexities to be explored to try to launch a 
global comparison right off the bat. We are well aware that the US case is distinc-
tive in many ways: the US has highly commercialized media and health systems, 
direct-to-consumer drug advertising, and powerful pharma and biotech industries. 
US health institutions at all levels generally have embedded PR/media profes-
sionals. Moreover, the political process is distinctive in important ways, from the 
role of lobbyists and corporate campaign contributions to the strength of “national 
security” institutions. We do think, however, that documenting biomediatization 
in different political, health, and media systems is quite important. We thus offer a 
few preliminary generalizations, based on our own fieldwork, collaborations with 
colleagues in other countries, and the published literature in order to stimulate 
what we hope will be a broad and deep current of further research.

One initial observation is that health news is everywhere: we have found no 
country in which news coverage of health is absent. It is flourishing in the shift to 
digital media. It may not, however, be as central in some parts of the world as in 
the United States. Francescutti, Martínez Nicolás, and Tucho Fernández (2011), 
for example, find much more limited health content in television news in Spain 
than we did in the US. At the same time, “service journalism”—of which health 
news is often an important component—is growing in many systems (Hanusch 
2012). Thus, even as there may be countries where health news is more or less 
dominant, it may also vary across “platforms,” between print, radio, and television 
forms of “traditional” media, not to mention the mix of glocal (simultaneously 
local and global) Internet and social media venues.

Second, many of the patterns of biomediatization we have described seem to be 
present in much of the world at the same time that variation is evident in their extent 
and the specific networks and practices through which they are enacted. Marchetti’s 
(2010) analysis of the mediatization of medicine in France—the most extensive pre-
vious analysis we know of—similarly describes an increasingly important mediating 
role for journalists and an increasingly complex process of co-production of health 
information. His analysis does give the impression, though, that in the French case 
the role of political actors and therefore political journalism is relatively greater than 
in the United States. “All medical institutions,” he writes in his conclusion, “have 
developed a communication practice (travail de communication) to legitimate their 
work to their interlocutors in politics and the state” (2010:168).

Eduardo Menéndez and Renée Di Pardo (2009), whose exhaustive study of 
health coverage in Mexico focused on the ten newspapers with the greatest national 
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Conclusion 209

circulation, stressed that stories largely pictured physicians as the source of knowl-
edge about health. They found a dominant negative quality in health news, which 
often characterized the public health system as a “catastrophe.” Remarkably, not 
only left and right politicians but public health officials themselves—not to men-
tion scholars—collaborated in producing this impression. We found, in contrast, 
that US coverage was primarily positive. Other patterns were more similar, like 
an important effect of organized social interest groups on health news agendas. 
Menéndez and Di Pardo found, much like US biomedical authority coverage, that 
laypersons are largely constructed in Mexican print news as bystanders, waiting for 
specialists with medical knowledge to pass it along to them (via reporters)—rather 
than as being themselves producers of knowledge about health.

Charles’ research in Singapore suggested health is much less biomediatized there 
than in the United States. As in most of the world, there is no direct-to-consumer 
pharmaceutical advertising. Very few health institutions have persons trained as 
journalists on staff, even at the higher levels of the Ministry of Health. The excep-
tion is the robust biotech and pharmaceutical sector (Ong in press), whose media 
efforts are directed at least as much at global as Singaporean audiences. Journalists 
are not constantly inundated by press releases or contacts from people pitching 
stories; much more dependent on enterprise reporting, extensive links between 
professionals in this island nation-state enable journalists to search for story ideas. 
Singapore is not a single-payer system, but the Ministry attempts to guarantee 
access to healthcare for all. Despite these differences, however, health news looks 
rather like US coverage, consisting of a mix of biomedical-authority and patient-
consumer stories. The leading national newspaper, the Straits Times, has a weekly 
Mind and Body section that is packed with patient-consumer stories and columns, 
much like the SDU-T.

The biomedical authority/passive patient model is evident everywhere we have 
looked, regardless of whether the politico-economic system is classified as socialist 
or capitalist, the health system single-payer or market oriented, media institutions 
are government owned or for-profit. As we suggested in Chapter 4, this type of 
biocommunicability predominates during what are characterized as health crises. A 
comparison of H1N1 coverage in April–July 2009 in Argentina, the United States, 
and Venezuela pointed to a similar pattern of positioning health professionals as 
knowledge producers in all three countries, despite differences in political, health, 
and media institutions.5 Differences are also apparent, even within this pattern. In 
those three countries, public health authorities were overwhelmingly portrayed in 
positive terms, although nearly 32 percent of Argentine stories were negative in 
tone, versus 17.5 percent for the United States and a surprisingly low 8.2 percent for 
Venezuela, despite intense criticism of the socialist government by opposition media.

The reporting of the 2009 H1N1 pandemic may well have been studied more 
extensively across media systems than any other health story; in H1N1 coverage, 
there seems to be evidence of a common pattern in much of the world of heavy 
coverage dominated by the messages of global public health authorities. At the same 
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210 Conclusion

time, that event showed important differences rooted in the nature of the media/
politics/public health nexus in different countries. Cornia et al. (2015), in a rare com-
parative analysis, found that Swedish media presented the pandemic in consensual 
terms, treating the actions of public health authorities as technical and non-political ; 
Italian media followed partisan lines, praising or condemning the public health 
response depending on their relation to the party in power; and the British media 
played a watchdog role, criticizing many aspects of the public health response but not 
following partisan lines. In parallel to our analysis of H1N1 biomediatization in the 
United States, Menéndez (2010) suggested that health professionals and journalists 
collaborated in producing a sense of alarm and in juggling tremendous uncertainty 
and the perceived imperative to intervene.

Patient-consumer biocommunicability is often much less visible than in the 
United States; as would be expected, it is virtually absent in Cuba. Nevertheless, 
biocommunicable models do not correlate one-to-one with either political or 
healthcare systems. Charles’ research in Cuba did not suggest that news coverage 
in the government press was revolutionary; largely linear and didactic, it projected 
Cuban citizens primarily as in constant need of injections of health knowledge. 
He found there a different model, which he called logros de la revolución (“achieve-
ments of the revolution”), that projected health professionals as producing health 
knowledge and healthcare through intense revolutionary commitment; laypersons 
were largely cast as spectators, watching admiringly and gratefully benefitting from 
care. In interviews, however, many laypersons projected themselves as being just 
as knowledgeable as their physicians, due to having paid close attention to the 
plethora of health news in the Cuban press throughout their lives (Briggs 2011a). 
Given President Hugo Chávez’s emphasis on popular participation in shaping 
revolutionary ideologies and practices, Charles and Clara had suspected that gov-
ernment-owned and -controlled newspapers and television stations in Venezuela 
would project laypersons as participating in the production and circulation of health 
knowledge. Despite intense polarization in the political system and large differences 
between opposition and government media in nearly all other arenas, however, 
government and opposition media differed very little in how they covered health.

Biomediatization, health, and justice

We make no claim here to be clairvoyant or omniscient, to be able magically to see 
and analyze what is invisible to others. Indeed, it took us twelve years to reach the 
point where we had learned enough about biomediatization and had devised what 
we think are valuable ways of thinking about it to feel comfortable drawing our work 
to a close and presenting this book. Working in a cross-disciplinary fashion has been 
crucial, not only combining insights but challenging each other’s premises and forms 
of disciplinary boundary-work. We built our own network of journalists, research-
ers, health officials, clinicians, and laypersons, and most of the insights contained in 
this book were inspired by our interlocutors. We have tried to acknowledge these 
contributions specifically in many cases, but they inevitably go beyond what we can 
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Conclusion 211

attribute in this way. This book is a collaborative product, even as it is clearly limited 
by what we did and whom we met as well as the many other things we could have 
done and possible interlocutors with whom we did not speak.

Our work is analytic, attempting to document areas about which too little is 
known, reveal their complexities, and explore ways of understanding them. We 
have tried to avoid the reductionism and moralism that would underlie any over-
arching evaluative position. Starting with PR/marketing consultant Jeff Harrison, 
we have found all of the practices and perspectives we encountered complex and 
fascinating. Although some coverage, particularly stories stigmatizing immigrant 
and racialized individuals and populations, made us uncomfortable, we have not 
set ourselves up as judges of right versus wrong, professional versus unprofessional 
practices, or naïve versus sophisticated viewpoints or forms of participation, trying 
to elevate some individuals or classes of actors above any others. Indeed, if bio-
mediatization is consequential—and we think it is—then a better goal would be 
to stimulate all parties to go beyond assumptions of a media versus medical divide 
and the relegation of news coverage to the status of secondary representations of 
technoscientific and medical facts. We hope to have inspired readers to think more 
critically about biomediatization and to engage in debates about its place in shaping 
health, capitalism, and social relations.

As we prepare to leave these issues in your hands, we think it fair to offer some 
reflections about what we see as problems that might be fruitfully addressed in sub-
sequent research. As we have suggested throughout, stories project a very limited 
number of biocommunicable subject positions and use them in constructing the 
characters they introduce and interpellating readers, viewers, and listeners. Being 
projected as a consumer-patient is very different than being recruited as a passive 
patient or as a citizen-participant in public sphere debates; they offer very different 
types of what we can call biocommunicable citizenship. And both of these projected 
subject positions is different than being classified as coming from a population that 
has purportedly excluded itself from biocommunicable citizenship, whose mem-
bers are characterized as needing to recuperate their citizenship through individual 
remedial action, usually participation in health programs and internalization of the 
knowledge and biocommunicable models the managers of those programs deem 
appropriate. Being judged as a biocommunicable failure—and thus possibly classi-
fied as an unsanitary subject who is responsible for his or her own health problems 
and as a potential threat to family members, neighbors, and the body politic—places 
people in a highly stigmatized position. As our interviews suggested, stigmatized 
subjects are less commonly interpellated than represented, placed implicitly outside 
the story’s audience, often construed as a homogenous category, as a “they.”

Nevertheless, the implications extend to all persons, including those who are 
not health or media professionals. In the biomedical authority model, the priv-
ileged status of knowledge producer is granted to some, denied to most. This 
strikes us as problematic. A better point of departure would be to view all of us as 
knowledge producers, as having something worthwhile to contribute to under-
standing health, even if the contributions we can offer are distinct. The correlation 
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212 Conclusion

between poorer health outcomes and diminished access to healthcare on the one 
hand and biocommunicable stigma on the other seems the most problematic. Our 
immigrant focus groups were extremely instructive here; participants had exten-
sive knowledge of health problems and of available health services, as well as their 
shortcomings. By designating them in advance as ignorant subjects in need of 
injections of knowledge, the biomediatization process produced ignorance—the 
ignorance of policymakers and practitioners regarding what these individuals could 
contribute to debates. Insofar as biomedical authority models project laypersons as 
being required to grasp biomedical information in some two to three minutes or a 
thousand words of text, assimilate it, and turn it into new ways of acting and relat-
ing to others, we are all doomed to failure. Health communication is accordingly 
like development projects, designed to fail (Ferguson 1990).

Patient-consumer models are more complex in this regard. Laypersons are sel-
dom precisely positioned as knowledge makers; their job is rather to use biomedical 
knowledge—as provided by their doctors or perhaps a television advertisement—
to identify their risk factors and then search out knowledge provided by a wide 
range of sources, evaluate them all critically, and then make rational decisions about 
which pills, treatments, and the like to consume. Health thus becomes another 
arena in which citizenship is demonstrated through consumption (García Canclini 
2001). Some stories construct patient-consumers as comparative shoppers, finding 
out what birth facilities hospitals offer and deciding which most suits their tastes. 
When patients are trained to ask questions of their doctors, both to understand 
better but also to make sure that doctors are on the ball, or, like Kathleen Turner, 
to find out which doctors truly are knowledgeable and help to bring them up to 
speed about a condition, this role comes to border on participation in knowledge 
production. Even then, the cost seems to be reducing an active role in ecologies 
of health knowledge and healthcare to individuals pursuing their own self-interest 
and a thorough marketization of health. We have commented in various places, 
particularly Chapter 6, on the naturalization of race and class privilege, inequi-
ties of access to healthcare, and unequal treatment in largely reserving the role of 
patient-consumer to middle-class whites. Moreover, it is, like biomedical authority 
communicability, a pretty daunting job to grasp the full range of available forms 
of knowledge about health, including different biomedical specialties, comple-
mentary and alternative medicine, food supplements, dietary regimes, exercise 
programs, and the like, sort out truth from “hype,” marketing, and malfeasance, 
and make complex medical decisions. We have the illusion of freedom, but are 
doomed again to failure.

Public sphere models of biocommunicability, we have shown, are more common 
than people imagine. Health news is often treated as “political,” though much report-
ing projects a restricted public sphere in which the active participants are biomedical 
insiders. There is also a strong tendency to shift attention away from structural causes 
of health and illness, focusing instead, if not on biology and technology, then on indi-
vidual behavior and “health education.” Menéndez and Di Pardo (2009) similarly 
pointed out that the majority of Mexican print stories pictured the causes of disease 
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Conclusion 213

as individual, particularly as the product of behaviors and personal circumstances, 
thereby detracting attention from structural factors. The model most appealing to us 
in many ways is less common, but not unknown—this is the kind of public sphere 
model centered on social movements. Here it is not self-interest that seems to moti-
vate people but participation in collective debates and the fostering of collective 
welfare, understood in various ways. No population, including physicians, enjoys 
a completely privileged status. Laypersons, like the woman in San Diego’s Barrio 
Logan (see Figure 1.4, p. 45), are sometimes explicitly represented as knowledge 
producers, although their participation often gets qualified as being, as the director 
of HEAN, the environmental activist organization, put it, not “hard scientific infor-
mation” but a combination of science, “commonsense,” and “demand for change.” 
In cancer cluster stories, journalists may elevate laypersons to the status of primary 
biomediatizers, only to demote them again to the status of scientifically uninformed 
subjects once state-employed scientists take charge. We should not romanticize 
these social-movement-oriented stories; they are generally reported when health and 
media professionals—albeit with activist bents—participat e in the same techniques 
of building relationships with journalists, figuring out news angles that will appeal to 
journalists, and recruiting laypersons. As the HEAN director suggeste d, in trying to 
figure out how to make a story “sexy enough for TV” and to avoid getting covered 
only in print or on “some obscure web post board or something,” she looks for a 
figure that will appeal to journalists:

I think a mom who’s talking about her child who’s been lead poisoned is a 
hell of a lot more effective than, you know, some corporation that says they 
don’t want to pay for getting the lead out of candy.

This example suggests a strong note of caution. In suggesting that the role of 
knowledge producer not be restricted to small cadres of health professional elites, 
we are not issuing a call for individual empowerment. The illusion of individual 
empowerment is, of course, the ideological “platform” for creating new pharma 
marketing strategies, for empowering individuals to identify with diseases, quan-
tify their own symptoms, ask the right questions of their doctor, and request the 
medication featured in the ad. It gets fused with the patina of social movements 
in the work of patient advocacy groups that are so often sponsored by pharma-
ceutical corporations (Stokes 2008). As Taussig, Rapp, and Heath (2003) skillfully 
document, convergences between social movements, scientific research, and clini-
cal intervention through discourses and technologies of genetics can extend both 
individualism and forms of normalization imposed on bodies classified as abnormal. 
Medicine is structured in hierarchical terms, and it would be utopian if not foolish 
to suggest that health news should dress it up as an egalitarian world in which eve-
ryone’s opinion counts just the same. Similarly, greater openness to debate must be 
tempered with keeping the precarity as well as the power of biomedical authority 
in mind. One of the most common responses we got from laypersons when asking 
about health news was fear and uncertainty. “I’m terrified,” one woman noted in 
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214 Conclusion

thinking about news coverage of shifting recommendations. As we suggested in 
Chapter 5, high levels of distrust in pharma go together with faith that prescrip-
tion drugs make lives people’s lives better, not to mention massive consumption of 
medications. Just as we have insisted all along that biomediatization and biocom-
municability are complex, suggestions for critical interventions must be equally 
nuanced and sophisticated.

For us, denials of biocommunicable citizenship and the imposition of biocom-
municable stigma are crucial issues, given the way they affect clinical judgments 
and policy decisions. Few spaces are available in dominant biomediatization pro-
cesses that allow people the right of reply when they have been denigrated. Here 
comments sections in on-line news provide important opportunities, along with 
social media, blogs, and Internet sites. Critical voices that emerge in such contexts 
are, however, likely to encounter aggressively xenophobic and racist discourses 
that are often inserted in response to calls made by the moderators of highly parti-
san on-line forums to stack comments sections with particular messages. We have 
encountered social movement organizations that monitor news coverage of racial 
and sexual minorities and the disabled and expose what they see as abuses.

The demands placed upon the ideal active patient-consumer are just as daunting 
as those of the passive patient. Tracing biocommunicable models has enabled us 
to pinpoint how they project the bio and communicative dimensions as separate, 
subordinating the latter, only to bring them together in such a way that being 
projected as a communicative failure in relation to health knowledge seems to 
provide direct evidence of failure as a biomedical citizen. We hope to have made 
a significant contribution here to public debates and policy as well as scholarship 
by helping to open up biocommunicable models and biomediatization practices to 
critical scrutiny. Scholars and journalists alike have frequently decried the dangers 
of allowing PR/media consultants to invisibly orchestrate not just news coverage 
but medical journal articles and even research and clinical trials. What we have 
added here is awareness of the crucial role that biocommunicable models play in 
these debates by constructing biomedical knowledge and non-knowledge, its pro-
ducers and receivers, sites and temporalities, in particular sorts of ways, as well as 
by our efforts to document the complex practices used in seeming to bring these 
models to life. We have similarly suggested that calls for greater transparency or for 
enhanced fidelity of health stories to clinical and epidemiological “facts” reproduce 
the very reifications that make it possible to present corporate, state, and other 
communicative interventions as simply the outpouring of new discoveries, neces-
sary efforts to save publics from ignorance, misinformation, or panic, or the key to 
freedom and self-fulfillment.

If it takes a network to do biomediatization, it will take coalitions to foster 
broader debates and open up new collaborative possibilities. Journalists play pow-
erful roles here. We would hope that more space could be created for journalistic 
self-reflexivity, a space that is greatly restricted by how journalists generally place 
their own roles in the background and by how health professionals cast journal-
ists as, ideally, just transporters or translators of medical facts. We have argued that 

D
ow

nl
oa

de
d 

by
 [

N
at

io
na

l L
ib

ra
ry

 o
f 

th
e 

Ph
ili

pp
in

es
] 

at
 2

3:
16

 0
1 

N
ov

em
be

r 
20

17
 



Conclusion 215

singling out journalists for critical scrutiny is mistaken. Forms of stigma tied to 
biocommunicable models spring out of clinical and public health sites into public 
discourses and debates through news coverage of health and then reenter as health 
professionals and patients alike use their experiences as readers and viewers in struc-
turing clinical interactions. Focusing critical attention on complex intersections 
between biocommunicable models, assumptions about patients’ communica-
tive abilities, and clinical practices could form a major contribution to the broad 
shift from “cultural competency” to “structural competency” in medical educa-
tion (Metzl and Hansen 2014). As Dutta (2008, 2010) has argued, public health 
relies on health communication strategies that reproduce both local and global 
inequalities. If, as the public health officials we interviewed in San Diego County 
suggested, health news reaches many more people than health education, efforts to 
overcome health inequities are not likely to succeed if they project the people fac-
ing the worst health conditions as being unable to learn or to participate in public 
debates and contribute to finding new solutions.

In short, we offer no magic bullet, no one-size-fits-all prescription for bette r 
health and communication. In the end, however, we would like to encourage 
efforts to question the power of biocommunicable models and biomediatization 
practices that are based on commonsense notions about where medicine ends 
and media begin. All of us are part of biomediatization networks, and we all fall 
under the spell of biocommunicable models. That’s not the problem. The issue is 
that we need to sit down together, all of us, and talk about how about they shape 
our fundamental assumptions about what is knowledge and what is non-knowl-
edge, about who knows, who needs to listen, and who is just plain tuned out.

For journalists, biocommunicable models can foster standardized storylines 
and lists of characters at the same time that they make it more difficult to con-
ceive of new types of sources. Challenging dominant biocommunicable models 
can thus lead to more innovative health journalism. For clinicians, there are keys 
here for better diagnosis and treatment by curtailing stereotypical judgments about 
patients’ communicative capacities and enhancing clinician–patient exchanges. 
If patients are constructed as valuable partners in the construction of knowledge 
about health—both by clinicians and in health news—they will be much more 
likely to be capable partners in constructing and carrying out treatment plans. For 
public health professionals, constructing “the public” as either in constant need of 
injections of biomedical knowledge or as self-interested maximizers of information 
and services might thwart the possibility of stimulating a deeper sense among lay-
persons of being able to contribute actively to facing both individual and collective 
health problems; it similarly might open up the possibility of creating healthier 
health policies. For laypersons, we hope that a look inside biocommunicability and 
biomediatization could help fuel not demands for drugs but demands to be taken 
seriously as fellow participants in the production of health knowledge and help 
generate tactics for responding creatively and effectively when faced with denigrat-
ing biocommunicable projections, whether in examining rooms, news stories, or 
heath communication programs. Finally, we hope that scholars have found new 
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research foci, new analytic possibilities, and a broader range of ways to contribute 
to public debates, public policies, and clinical practices.

We accordingly hope that readers will pull these arguments out of the pages of 
this book and bring them into their living rooms, news rooms, examining rooms, 
conference tables, and classrooms. Doing so, to repurpose the title of our book, 
will make health public in a refreshing new way.

Notes

1 Norimitsu Onishi and Sheri Fink, “Vaccines Face Same Mistrust that Fed Ebola,” 13 Mar. 
2015.

2 The literature on colonialism and medicine suggests that projections of hygiene, medical 
knowledge, reliance on physicians versus other practitioners, and health-related practices 
have been central means of producing and rationalizing racial and ethnic hierarchies for 
centuries (Anderson 2006; Arnold 1993; Hunt 1999).

3 For examples, see Labov (1972), Morgan (2002), and Perry and Delpit (1998).
4 At the same time, we do not share many of the assumptions of the structural-functionalism 

within which their discussion is framed; our argument is parallel in some ways to that of 
Marcinkowski and Steiner (2014), who write

The higher the internal complexity of a social system and the greater the diversity of 
the resulting demands, the greater is the need for attention and acceptance, and the 
more important its ability to observe and effectively stimulate the issue-structure of 
mass-mediated communication.

5 The Argentine analysis was conducted by Anahi Sy and Hugo Spinelli. Health profession-
als were dominant sources in each country, accounting for 54.5 percent of Argentine, 51.3 
percent of US, and 61.2 percent of Venezuelan citations.
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