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The 2003 Severe Acute Respiratory Syndrome (SARS) outbreak presented a

challenging period for public health in Toronto. Many old and new public health

measures were implemented at local, national and global levels, in an attempt to

control the outbreak of the disease. Among these, surveillance mechanisms

dominated, which involved new epidemiological techniques and statistical profiling

strategies. In this paper, Gramsci’s concept of hegemony is used to further

understandings of public health governance during the outbreak of emerging

infectious diseases. Specifically, the function of the discourse of ‘risk’ in public

health governance is examined, along with public health as a ‘moral agent’ in the

naturalization of specific public health measures. In addition, the pervasive

discourse of ‘security’ is discussed in relation to current public health practices.

These characteristics of public health are examined with consideration of their

potential for propagating social exclusion and stigmatization of individuals and

communities. The specific case of SARS in Toronto is used to examine the

implications of public health as a mechanism for social control and reproduction

rather than the promotion of equality in health throughout the population.
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BACKGROUND: THE SARS OUTBREAK IN TORONTO

In late February 2003, a physician from the Guangdong Province in China
who had treated patients with an unclassified form of atypical pneumonia
stayed at the Metropole Hotel in Hong Kong to attend a nephew’s wedding.
The physician himself became ill and during his visit, 12 guests of the hotel
became infected with the disease later to be identified as SARS; however,
these guests continued their travel to various locations, including: Singapore,
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Hanoi, Toronto, and other areas of Hong Kong. One 78-year-old Canadian
woman was among these, and following the return to her Toronto home, her
44-year-old son also became ill and subsequently visited local hospitals
for treatment. On 5 March 2003, the woman died and her son passed away
two days later. During their hospital stay, many patients and staff were
unknowingly exposed to the severe acute respiratory syndrome (SARS) virus
through various pathways (Naylor et al., 2003). The first case of SARS was
reported to Toronto Public Health on 9 March 2003 as a possible case of
tuberculosis. Toronto Public Health held a press conference on 14 March 2003
and activated its emergency response plan. A week and a half later, the
province of Ontario pronounced an unprecedented provincial health
emergency, where 13,374 people were placed in quarantine for the first time
in 50 years (Basrur et al., 2004).

A month later, on 12 April 2003, a cluster of SARS cases was identified in
a close-knit religious community. The exposure for these cases was traced
back to mid-March at which time several members of a large extended family
had visited the Toronto-area hospital that was the initial outbreak epicentre
(Naylor et al., 2003). Within one month of the index case, there were in total:
13 SARS-related deaths, 97 probable cases, and 1,137 suspected cases in the
Toronto area. By the following month, the total number of cases appeared to
reach a plateau and on May 16, 2003 an official announcement was made that
SARS had been defeated in this city (Naylor et al., 2003). One week later,
however, a second wave of SARS patients appeared in a Toronto-area hospital
as five patients were quarantined; this second outbreak was referred to as
SARS II (Naylor et al., 2003). Approximately 700 Toronto Public Health staff
worked in some capacity relating to the SARS response between mid-March
and the end of June, when Canada was removed from the World Health
Organization’s list of SARS-affected countries (Basrur et al., 2004).

Shortly after the SARS outbreak in Toronto was officially declared to have
ended, several independent inquiries were established to investigate different
aspects of the outbreak, including the National Advisory Committee on SARS
and Public Health (NACSPH) established by the federal government. The
NACSPH and subsequent reports have discussed some of the outcomes of the
SARS outbreak. While these documents generally called for the strengthening
of public health through the expansion of investment in existing programs
(e.g. the extension of surveillance technologies), they tended to be less critical
of the potential for state institutions (e.g. those in the public health sector) to
contribute to discriminatory outcomes, such as the social exclusion
experienced by Asian communities in Toronto, and the members of a
number of healthcare professions, especially nursing. The recommendations
to increase efficiency and expand public health responses to infectious
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disease may offer some limited insight into the weaknesses of public health in
its existing state; however, the approach neglects to consider the potential
contribution of public health in the manufacturing of such exclusionary
effects.

In this light, we seek to expand understandings of social and economic
inequality by addressing the potential role of state institutions, specifically
public health, in the perpetuation of such disparities in current society
through the use of Antonio Gramsci’s (1971) concept of hegemony. This
theoretical analysis of public health is supplemented by empirical research
concerning the Canadian experience of SARS in 2003. The data were collected
principally from the federal report published by the NACSPH (Naylor et al.,
2003) but were also drawn from reports prepared by the Ontario Expert Panel
on SARS and Infectious Disease Control (Walker et al., 2003) and a second
provincial committee referred to as the SARS Commission (Campbell, 2004).
In addition, the analysis was supplemented with data from local and national
newspaper articles focusing on the SARS outbreak. On this basis, we argue
that (through the specific context of the SARS outbreak) the current
composition of public health establishes an institutional backdrop in which
processes of differentiation (and subsequently marginalization) can occur.
Central to this analysis is the proposal that the institution of public health has
the potential to function as a hegemonic structure within current society. The
sections within this paper thus comprise a framework for the new public
health hegemony, with surveillance, risk, morality and security as compo-
nents governing public health that contribute to social reproduction within
capitalism. We begin by reviewing the notion of hegemony and then explain
how it is relevant to studying the ideological effects of the new public health.

HEGEMONY

The concept of hegemony originates from the works of Antonio Gramsci
(1971), and explains how the dominance of one group emerges in society
through the acquisition of compliance from the general population. Such
acquiescence is based on broader cultural and ideological currents that are
accepted and taken for granted by the populace (Gramsci, 1971; Williams,
1977). Consequently, social control is maintained through the ‘voluntary’
acceptance of the dominant worldview (reflecting specific values, ideas and
experiences) rather than through the overtly coercive measures of the state
and industry. While all members of society may be implicated in and
participate in the hegemonic structure, there are significant differences in the
cultural production of hegemony between classes, which result from
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disparities in the acquisition of influence, such as economic and political
authority. This power differential results in the universalization and
naturalization of those values and ideas held by the dominant class; that is,
an ideology that is necessary for the reproduction and perpetuation of the
capitalist system as a whole.

Gramsci emphasizes the role of the intellectual in organizing and
acquiring the ‘consent’ of the masses in support of the dominant class
through the prestige of their expert positions (Gramsci, 1971, p. 12). The
prevailing ideologies that maintain the positioning of the dominant class are
further sustained through the institutionalization of dominant values and
ideas. Within state structures, the role of professionals and intellectuals (all
‘experts’ who acquire their status through various forms of educational – and
other – capital accumulation) are fundamental to the ‘establishment of
universally recognized definitions of social reality’ (Johnson, 1995, p. 14).
The construction of problems, norms and solutions by the expert within the
institutionalized context of state governance functions as a system of
legitimation for the governing process.

The ‘spontaneous consent’ that is conferred by the general population is a
crucial component of hegemony and is ultimately a product of bourgeoisie
stature in society. This compliance is supported by state apparatuses;
however, the concept implies an unthinking acceptance of the social order,
regardless of the dominated state of those complying with rules and practices.
In rare cases, when spontaneous consent is not achieved, coercive means of
discipline will be implemented to eliminate the threat of opposition or
resistance; however, in such situations, Gramsci asserts that the force
exercised is represented as supporting the needs and interests of the majority.
Accordingly, Gramsci refers to the ‘crisis of hegemony’ when describing those
situations where the consent is threatened. For instance, this occurs when
classes abandon their political parties in favour of a growth in the power and
autonomy of civil society accompanied by the consequent decline in state
power.

The concept of hegemony has been used in many areas of academic
study, such as cultural studies (e.g. Wood, 1998), literary studies (e.g.
Williams, 1977) and international politics (e.g. Chomsky, 2003); however, it
has been neglected in enquiries focusing on public health or medicine. Thus,
we assert that hegemony is a valuable concept that provides an important
entry point to the study of the state institution of public health during an
infectious disease outbreak. This is because a disease outbreak situation may
serve as a catalyst for the re-examination of how public health functions
within a society, thus serving as a potential triggering point for a hegemonic
crisis.
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THE NEW PUBLIC HEALTH HEGEMONY

Petersen and Lupton (1996) write about the emergence of the ‘new public
health’ and contrast that with the ‘old public health’. Whereas the latter
focused more on the environment and public hygiene and was closely
connected to the sanitation movement’s attempts to improve living
conditions to restrict the spread of disease, the new public health does not
focus on social and physical structures but rather emphasizes the individual’s
responsibility for being a ‘healthy citizen’. From this perspective, an
individual is implicitly measured against standards that establish compliance
with behaviours and affiliation with environments that are consonant with
the public health prescription of a ‘healthy lifestyle.’ For example, such an
implicit thrust can be found in public health dialogues that advise the public
about behaviours pertaining to the use/avoidance of tobacco, alcohol,
engagement in proper exercise, monitoring one’s diet and so forth – all of
which are based on an assumption of self-surveillance among members of the
population. In this context, Petersen and Lupton (1996) assert that the
‘healthy body’ is increasingly being used as a means of indicating one’s moral
worth, where the individual can publicly express the virtues of self-control
and discipline and simultaneously one’s conformation to the criteria of being
‘normal’, healthy individuals – as prescribed by the dictates of the new public
health.

The new public health’s emphasis on the ‘healthy citizen’ and the
individual’s responsibility in maintaining of good health complements
neoliberal ideologies and policies that enforce the reduction of state
programmes and the dominance of private markets and interests in all
realms of social life. These values inherent to neoliberalism and the new
public health emphasize individual responsibility and subsequently minimize
the obligations of collective institutions of civil society in matters of public
health. As a result, processes such as the racialization and feminization of
disease are obscured through a narrow focus on normative discourses on
health and a profound belief in the myth that existing markets and structures
are subject to fairness and equality. Such narrow understandings of health
and the widespread conviction that egalitarian values are represented in
structures relating to the health of the population assist in the maintenance of
the ‘spontaneous consent’ of the general population, where most citizens
unquestionably accept the governance of health within society.

In addition, instead of being democratically defined, measures of health
and health intervention programmes or procedures are identified primarily by
public health ‘experts’. This conceptualization of the new public health is
informed by Michel Foucault’s work on power, which views the state as
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governing through laws, language and knowledge in its definition of
normalcy for the subjects of the state, where regulation is not directly
performed by the state, but where individuals are called upon to regulate
themselves (Petersen and Lupton, 1996; Armstrong, 1995a). In public health,
experts assist in the process of self-governance, by offering an enlightened
perspective in health-promoting advice and endorsing social institutions that
promote ‘healthy’ lifestyles and choices. Individuals are expected to engage in
self-regulation based on these directives; however, in this process, there is
insufficient recognition of the potential for differences in ability to conform to
directives, the social cost of participation and the consequences experienced
for those who do not participate. The role of experts is essential to the new
public health, because it represents the dominance and pervasiveness of
scientific knowledge in the rational-legal governance of the body in Western
societies. In this vein, Brown and Duncan (2002) note ‘the discursive
practices of the ‘new’ public health [represent] new forms of governance,
regulations and social controly[that] serves to legitimize ideologies and
social practices by making statements about how individuals should conduct
their lives’ (p. 364).

The new public health structure is connected to Gramsci’s concept of
hegemony in its propagation of the interests of dominant groups through tacit
means of domination and social control, accomplished through the general
compliance within the population, which in the case of the SARS outbreak
was accompanied by the ‘intermittent threat’ of discipline. Furthermore,
novel forms of governance that are dominant in the current era are vividly
demonstrated during an infectious disease outbreak such as SARS, as the
urgency of such situations allow for, and require, less tacit forms of social
control, such as strategies of surveillance.

SURVEILLANCE

A discussion of surveillance within public health can be informed
by Foucault’s (1977) exploration into the transformation of discipline
toward more rationalized forms of punishment within modern society.
Foucault documents the shift to modern manifestations of power, where
the object of discipline transfers from the site of the individual body
to the entire population. This is accomplished through more insidious
systems of governance, which focus on surveillance strategies that
continuously monitor populations (referred to as ‘disciplinary techno-
log[ies]’) and simultaneously induce self-regulation by the individual
(Dreyfus and Rabinow, 1982, p. 188).
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Foucault’s analysis of power is characterized by the normalization of the
obedient subject, one who habitually complies, accompanied by the
construction and control of deviance (Wuthnow et al., 1984; Johnson,
1995). In this highly complex structuring of power, individuals are governed
by institutionalized forms of knowledge and technology, which function to
perpetuate and legitimize their command over the docile body. This control is
embodied in a system of expertise, epitomized by emerging disciplines of
professional understanding, such as medicine and psychiatry, where power
structures are reinforced and sustained through categories of knowledge
(Wuthnow et al., 1984). In this context, the construction of a society of
subjects focused on self-surveillance allows for an increase in the efficiency
and anonymity of surveillance over the entire body of the population. Such a
power structure ultimately results in the exclusion and marginalization of
those individuals and groups that are labelled as deviant due to their failure to
conform to prescribed behaviours and norms.

The concept of an increasing and tacitly governed citizenship has
regularly been applied to the field of health. Armstrong (1995a, b) discusses
the rise in ‘surveillance medicine’, which has adjusted its focus away
from the ‘unhealthy’ body toward the monitoring of ‘healthy’ populations,
where the responsibility for monitoring health is transferred to the indivi-
dual. In this sense, health has become fundamental to the governance of
populations in Western societies (Brown and Duncan, 2002). The role
of ‘experts’ is essential within this system of power, as it is their responsibility
to provide the directives, informed by privileged knowledge, through which
the individual can self-monitor. A system of health experts under the new
public health hegemony contribute to the compilation of ‘technical’
information (which is represented as being politically neutral) and conse-
quently encourage the naturalization of continual self-monitoring in
accordance with prescribed social norms. Such expertise is especially
significant in cases of infectious disease outbreaks, where information is
necessary in the preservation of the social order and the aversion of a ‘crisis
in hegemony.’

Health surveillance involves the tracking of health events or health
determinants through the continuous collection of data by ‘experts’. Data are
analysed, interpreted and then used to make decisions about issuing
advisories, alerts or warning (Naylor et al., 2003). The SARS outbreak was
accompanied by an extensive reliance on epidemiological techniques used by
public health for the surveillance of the population in order to track the virus.
Strategies used by public health units in their attempts to control the SARS
outbreak included surveillance, contact tracing, isolation and quarantine, and
travel restrictions (Gostin et al., 2003). Surveillance networks relevant to the
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SARS outbreak in Toronto include the provincial Reportable Disease
Information System (RDIS), the integrated Public Health Information System
and the Global Public Health Intelligence Network (GPHIN) (D’Cunha, 2004;
Basrur et al., 2004). These surveillance devices are representative of the
disciplinary technology discussed by Foucault in their responsibility for the
maintenance of the existing social order and minimizing disruption to the
neoliberal capitalist economy. Furthermore, such surveillance systems
function to reaffirm the value and power instilled in the realm of medical
knowledge and public health expertise within society.

According to Dr Sheela Basrur, the Toronto Medical Officer of Health at
the time of the outbreak, ‘[t]he main roles of Toronto Public Health (TPH)
were case investigation and management, identification and quarantine of
contacts, disease surveillance and reporting, health risk assessment and
infection control advice to health institutions and other community settings’
(Basrur et al., 2004, p. 22). Surveillance techniques intended to monitor
SARS-invaded all social spaces, including airports, religious institutions,
hospitals, schools and private homes (Naylor et al., 2003; Basrur et al., 2004).
Despite extensive acknowledgement of airport surveillance as ineffectual, the
practice continued throughout the SARS outbreak. The Naylor et al. (2003)
report refers to one perspective speculating that airport screening in SARS
surveillance actually functioned to enhance business confidence (p. 206),
suggesting that this specific surveillance mechanism existed more as a result
of business interests in the wake of SARS, than to protect the health of the
population, thus serving to maintain the hegemonic dominance of capitalist
interests.

The continual observation of such spaces throughout the outbreak was
complemented by the expectation that citizens would partake in personal
monitoring of themselves as potential SARS cases. Along with pervasive
surveillance techniques implemented by the state, individuals were instructed
(through the use of the media) by public health officials to monitor
themselves for symptoms of SARS and identify themselves as at-risk for the
virus through criteria such as, their exposure to other SARS patients and
travel patterns. In general, compliance to directives was widespread and there
were regular reports of city residents claiming abnormal health states that
may have represented possible SARS cases (Basrur et al., 2004; Naylor et al.,
2003). The tendency toward self-surveillance throughout the SARS outbreak
is representative of a form of spontaneous consent under the new public
health hegemony. This spontaneous consent is emblematic of an unreflexive
acceptance of the role of scientific authority in everyday lives, where
scientific knowledge has increasingly developed to dictate ‘ideal’ practices
and lifestyle.
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In Toronto, approximately 23,300 people were documented as contacts of
SARS cases and just less than half of these were placed in quarantine (Basrur
et al., 2004). Imperative to these processes was the cooperation and
compliance of Toronto residents with those directives outlined by public
health officials. In the event that these systems of surveillance failed to induce
self-monitoring and identification by individuals, Section 22 of Ontario’s
Health Promotion and Protection Act requires mandatory disease reporting
and control, empowering the province to order involuntary isolation if
necessary (D’Cunha, 2004; Speakman et al., 2003). In Toronto, 27 isolation
orders were issued for individuals who failed to comply with quarantine
directives (Basrur et al., 2004). While isolation orders may have been
temporarily harmful to the Toronto economy, by weakening the labour force,
such measures represent the sacrifice of short-term circumstances in favour
of long-term success within the neoliberal economy. That is, short-term
economic losses were considered minimal in comparison to the potential
damage caused by an uncontained epidemic. In addition, the flexibility and
impermanence of the workforce under neoliberal agendas means that the
removal of a small percentage of workers from their jobs due to health
problems is fairly inconsequential given their potential to be replaced by
other healthy workers.

RISK

Accompanying the increasing importance of surveillance in the governance of
modern populations is the individualization of responsibility for ‘personal’
health. Fundamental to this specific form of social control is the use of the
discourse of risk in providing directives on maintaining healthy normative
behaviours and lifestyles (Crawford, 1977). That is, surveillance medicine
transforms signs, symptoms and disease into general categories represented
as ‘risk factors’, which rather than representing the actual occurrence of
disease indicate the potential for disease in the future (Armstrong, 1995b).
Armstrong (1995b) asserts that the subject of surveillance medicine is, in fact,
the ‘risky self’, where ‘surveillance machinery deployed throughout a
population to monitor precarious normality delineates a new temporalised
risk identity.’ (p. 403)

Mary Douglas’ (1966) analyses of the systematic ordering and classifica-
tion of matter where the existence of everyday objects such as dirt can only be
understood when examined within a symbolic system of purity, can
contribute to a discussion on the construction of risk in society. The relativity
of such a system is emphasized in this analysis where that which is perceived
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of as ‘dirty’ can only be defined in relation to that which is ‘clean’. The
analysis of the creation of socially defined boundaries that distinguish
between ‘dirty’ and ‘clean’ spaces or people is relevant to discussions of
public health, where attempts to identify healthy versus unhealthy popula-
tions dominate discourses relating to risk. Inherent in conceptualizations of
‘risk groups,’ relevant to health, is the distinction between the tainted and the
pure, and by extension results in the ‘othering’ of groups based on (potential)
ill-health statuses.

The term ‘risk’ has come to dominate public health dialogues with the
identification of ‘risky behaviours’, ‘sources of risk’ and ‘risk groups’ that
relate to health. As mentioned, the surveillance of populations for explicit
‘risk factors’ affecting health indicates a shift in conceptualizations of illness
as a phenomenon that transpires within the individual body to one that
inhabits a novel ‘extracorporal space’ (Armstrong, 1995b, p. 395). One
outcome of this adjustment has historically been (and arguably, continues to
be) that disease is attributed to specific populations and related spaces within
society. The epidemiological understanding of ‘risk groups’ as neutral and
empirical descriptions can inadvertently/intentionally result in the identifica-
tion of these risk groups as responsible for the spread of disease. The
presentation of ‘risk groups’ as arising from objective value-free criteria leads
to the treatment of individuals as consumers who have unrestricted choice in
their exposure to risks. Furthermore, the role of discrimination and
marginalization within the construction of dominant understandings of risk
groups and the reality that these risk groups often overlap with social groups
is frequently overlooked. For example, the history of conflating AIDS risk
groups with the gay population in the U.S. has not only reinforced existing
attitudes of discrimination, but has also led to inadequate understandings of
the disease (Fee and Krieger, 1993). Simultaneously, the representation of
disease in populations based on potential ‘risk groups’ versus social
groupings, based on race, class or gender, effectively functions to depoliticize
potentially contentious understandings and realities of health experiences.

The use of ‘risk’ in public health can be interpreted as a mechanism for
the construction of deviance and marginality and in turn as a tool for social
control. Within the conceptualization of risk is the implicit process of
differentiation, whereby there is an ‘othering’ of populations associated with
the risk-taking behaviour or source. The distinction between an ‘at-risk’
versus ‘safe’ population in public health programmes can function to (further)
marginalize groups associated with risk-taking behaviours (Fischer and
Poland, 1998). The call to increase the efficiency of surveillance and
diagnostic systems reflects a constructed need to control populations to
prevent the further spread of disease. The creation of categories of risk
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through the management of risks in public health strategies can be
interpreted as serving as a technique for governance and consequently
perpetuates a form of governance that is implemented through mechanisms
of exclusion and social control (Fischer and Poland, 1998). Such control of
spaces and people through their identification as at-risk is vital to the
maintenance of hegemony, as the fragility of spontaneous consent is
accentuated by displays of ‘deviance’ within society. Thus, the divergence
from the standard norms must be labelled and managed in order to indicate
the depravity and difference of dissent or non-compliance by people within
social spaces.

The unknown was prevalent during much of the SARS crisis, demon-
strated by a constant defining and redefining of borders through changing
knowledge of the disease and disease transmission (McGillis Hall et al., 2003;
Affonso et al, 2004). For example, transforming understanding regarding the
effectiveness of face masks in preventing transmission resulted in changes in
the use of this equipment both in the hospitals and the community (Affonso
et al, 2004). In addition, the federal and Ontario governments provided
dissimilar definitions of what constituted probable and suspected SARS cases
and ‘[b]oth jurisdictions revised their definitions intermittently’ (Naylor et al.,
2003, p. 40) illustrating the shifting boundaries in knowledge of the disease.
As a result, people were constantly adjusting their responses and perceptions
to identify potential threats or risks. The anxiety surrounding, and inability to
deal with, uncertainty experienced within the SARS outbreak, coupled with
the weak and confused public health infrastructure, meant that much of the
SARS experience was characterized by the struggle to identify exact clinical
definitions of SARS and set procedures necessary for the control of SARS
(Naylor et al., 2003).

This was exacerbated by the criticism made towards public health
officials regarding the number of ‘voices’ involved in risk communication,
where there appeared to be greater public concern stemming from the fact
that there were a number of different people speaking authoritatively about
SARS, thus frequently providing the public with conflicting information
(Naylor et al., 2003; Affonso et al., 2004). Furthermore, the reliance on
quarantine measures to separate the healthy from the unhealthy (or more
accurately, the potentially unhealthy), during the outbreak, implicitly
distinguished between ‘clean’ and ‘dirty’ spaces and citizens that in turn
promoted the myth of purification regarding people and spaces. As will be
discussed, such practices of differentiation have the potential to be severely
detrimental to those groups associated with disease due to constructed ‘risk
factors’ by reinforcing processes such as the racialization of disease and the
pathologization of places and communities (Bashford, 2002; Craddock, 1995).
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Furthermore, the preoccupation of health officials and workers to provide
an exact definition for the categorization of SARS patients can be attributed to
society’s inability to manage situations where boundaries are not explicitly
distinct. It also demonstrates a need to eliminate such ambiguities in order to
maintain control over situations such as the SARS outbreak. In the case of
SARS, risk became a collectively (but not equally) experienced phenomenon.
At the same time, the individual in Toronto was responsible for monitoring
personal symptoms in the quest to maintain of a healthy populace. Such
mechanisms are powerful at maintaining of a generally compliant population,
primarily through the instillation of fear of contracting some unknown
disease. Simultaneously, risk discourses perpetuate social exclusion through
the identification of groups with disease and consequently the construction of
the ‘other’ in space.

While the increased risk of infection with SARS may not be connected to
a specific behaviour, there are practices that are interpreted as increasing or
lowering one’s chances of acquiring the infection. This was exemplified
during SARS by the intensive monitoring of airports, hospitals, religious
gatherings and schools in order to isolate people with symptoms of infec-
tion, and spaces associated with these behaviours (Naylor et al., 2003;
Basrur et al., 2004). This monitoring results in the differentiation between
people based on specific clinical definitions that distinguish between
SARS (probable, suspected, etc) and non-SARS cases, which could in
turn lead to the isolation, and subsequent exclusion, of those fitting the
SARS ‘profile’ or those who were considered more ‘at-risk’ of acquiring
the virus (as was seen by the stigmatization of many hospital workers
in Toronto). Hospital workers and their families reported the experience
of severe social exclusion throughout SARS. Examples include the description
of members of the public blatantly avoiding the homes of nurses, nurses who
had difficulty finding daycare services for their children and taxi drivers
refusing to transport nurses to their places of employment (McGillis Hall
et al., 2003).

Not surprisingly, it is the populations associated with risks, that most
often represent previously marginalized groups who have diminutive power
over the definitions of ‘risk groups’. These populations then responsible for
reaffirm their constructed deviance within society. For example, there has
been a long history of associating immigrants (perceived of as ‘foreign’ like
the disease for which they are deemed responsible) with disease in Western
societies. Craddock (1995) documents the ‘metonymy between place and
disease’ in 19th century San Francisco, where the Chinese community and
Chinatown were explicitly scapegoated for the progression of smallpox within
the city (p. 61).
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While SARS was not explicitly linked to a specific population by public
health, it was overtly and tacitly associated with the Chinese community and
spatially with Chinatown in Toronto. The identification of sites of ‘risk’ (in
this case of SARS, these sites included China and other areas in Asia) often
results in spaces, and consequently people, being associated with disease.
Although in Canada the general trend has been that overtly racist stereotypes
have been replaced by new, more covert racialized articulations and attitudes
(Hier and Greenberg, 2002), extreme circumstances such as the outbreak of
infectious diseases may serve as the catalyst for the return of more overt
forms of racism. Thus, such situations where the infected or exposed to SARS
are separated from the healthy can potentially result in public health
functioning as a ‘subterfuge for discrimination’ (Gostin et al., 2003, p. 3233).

It was evident that racism was experienced by many Chinese Canadians
in Toronto during the SARS outbreak. For example, there were reports from
Chinese-Canadians that many in their community faced daily exposure to
racist attitudes, which ranged from people refusing to sit next to them on the
public transit system to overt expressions of blame for the SARS outbreak
(Leung and Guan, 2004). Several Asian-Canadian tenants were told to move
out by their landlords; a government official visiting a nursing home caring
primarily for Chinese-Canadian seniors insisted on wearing a mask during
her entire visit to do routine testing and commented to the nursing home staff
that she only wore the mask at the particular institution; domestic workers
from the Philipino-Canadian community were laid off; while staff from the
Canadian Immigration and Refugee board insisted on wearing masks only
during those hearings involving those of Chinese descent (this practice was
dropped after a formal complaint was lodged by Asian Canadian Labour
Alliance). Furthermore, the Chinese Council of Canadians noted that they had
received several racially-based voice messages that singled out the Chinese
community for the outbreak (Sorensen, 2003).

The call to increase the efficiency of surveillance and diagnostic systems
reflects a socially constructed need to control populations in order to prevent
the further spread of disease. The creation of categories of risk through the
management of risks in public health strategies can be interpreted as
perpetuating a form of governance that is implemented through mechanisms
of exclusion and social control (Fischer and Poland, 1998). The SARS
experience was monopolized by the practices of risk assessment and
management that involved an expansive system of surveillance involving
epidemiological techniques attempting to define, map and ‘efficiently’ control
the virus. This, in turn, extends to the control of people and places/spaces.

In the case of SARS the ‘risk’ was identified by experts within public
health and the healthcare profession, who were essentially responsible for the
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construction of categories and boundaries of what constitutes and what is
excluded through the identification of ‘risk.’ Such constructions are generally
labelled as subject to individual choice but are frequently affected by broader
issues, such as economic positioning, often overlooked within public health
dialogues.

MORALITY

Another component relating to the new public health hegemony is the
underlying ideological element of public health as a ‘moral enterprise’. This is
founded on an understanding of public health as an essentially moral
enterprise that provides directives on the way we should live our lives both
individually and collectively (Petersen and Lupton, 1996). Furthermore, a
discussion of the role of risk discourses during the SARS outbreak connects to
this section by addressing the more tacit element of morality within the public
health system. From the very definition of risk follows the obligation to
minimize risks and purify people and places, and by extension the distinction
between ‘clean’ versus ‘dirty’ or ‘good’ versus ‘bad’. Several Canadian
researchers assert that public health campaigns that target activities and
conditions such as smoking and obesity reflect the underlying social values
that certain behaviours are harmful to the morality of the population
(Robertson, 1998; Fischer and Poland, 1998; Bercovitz, 2000). Implicit in the
construction of norms that reinforce ‘healthy’ behaviours is the distinction
between acceptable and unacceptable behaviours/environments, and conse-
quently people and places.

The power disparities inherent in the construction of norms and
guidelines with respect to health risks are habitually overlooked within
discussions of health (Poland, 2000). That is, the social positioning of those
experts providing directives, and the consequent potential for the reproduc-
tion of inequalities based on characteristics such as class,‘race’ and gender, is
a neglected topic within public health discussions. In fact, the presentation of
expertise as a neutral endowment allows for an effective means of fulfilling
the interests of the dominant class, while dissociating expert decisions from
political/public contention. In short, the experts who define problems,
whether they relate to health, the environment, economic issues, and so
forth, are conveyors of a political discourse that substantiates their official
privilege through their alleged neutrality. This is very much a class issue, as it
is primarily those individuals with higher levels of educational, social and
cultural capital who hold occupational positions that dictate social norms and
impose needs (Bourdieu, 1984; Craddock, 1995; Johnson, 1995).
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Fundamental to this reproduction of inequality is the reality that the
construction of legitimacy monopolized by one privileged group results in
dominated groups who are less able to conform to such norms, having no role
in the construction or implementation of these standards. According to
Crawford (1977), the process whereby individuals are deemed responsible for
minimizing their risk of contracting disease or other health implications
encourages a form of social control where by vulnerability to risk reveals a
psychological or moral shortcoming in the individual. Consequently, the
importance of structural causes of inequality and disease is routinely
overlooked in a world where the view of the individual as a free agent is
widely held. This produces a ‘victim-blaming’ effect where the individual’s
failure to conform to normative health discourses is the result of an inherent
moral shortcoming in the person. Such an outlook is a powerful tool in the
legitimation of structural causes of inequality, where differences are
rationalized through emphases on inconsistencies between ‘personal’ life-
style decisions as if they were individual consumer choices (Poland, 2000;
Musheno, 1997).

In the case of SARS in Toronto, the discourse of morality involved
the promotion of individual sacrifice for the collective good of the population.
The favouring of public versus private interests, in this case, diverges from
the more dominant tendency to value individual freedoms and rights. This
focus on the collective good could be at least partially attributed to the
potential for the universality of the SARS threat (as well as the political
context of the situation). That is, during the outbreak there was the general
representation that one could be infected with SARS, regardless of
characteristics such as, class, geography and sexual behaviour, instead of
being specific to one particular (usually marginalized) group. It is important
to note, that while the actual experience of stigmatization resulting from
SARS was unequally endured by specific social groups, such as Asian
Canadian communities and healthcare workers (representing a dispropor-
tionate number of female workers), public health dialogues on the infectious
disease continually neglected discussions of race and gender with respect to
the effects of SARS in Toronto. While SARS was partially represented as a
universal threat, the emphasis on individual responsibility for recognizing
risks and protecting the remaining population encouraged the neglect of
potential for differences in ability or inclination to conform to safety protocol,
as demonstrated by the trepidation experienced when individuals failed to
conform to ‘official’ regulations. For example, anxiety was expressed when
three hospitalized psychiatric patients who were quarantined as suspected
SARS cases refused/were unable to conform to quarantine regulations
(Naylor et al., 2003).
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The moral discourse emphasizing individual sacrifice was perpetuated in
all environments throughout the SARS outbreak. Within the hospitals, there
were a number of situations where health workers were criticized for minor
breaches in safety procedures (Naylor et al., 2003). The emphasis on the
individual’s responsibility to minimize others’ exposure to risk throughout
the SARS outbreak disregarded the reality that abilities and inclinations to
control behaviours affecting exposures to risk were not homogeneous
throughout the entire population. In this case, the individual was responsible
for self-surveillance and identifying one’s self as a ‘risk’ to the rest of the
population and consequently adhering to quarantine measures and other
directives identified by public health officials. This was encouraged by a
number of surveillance measures including voluntary quarantine measures,
and involved a clear stigmatization of those who were unwilling or unable to
adhere to the safety protocol. The necessity for compliance to identified
protocol was consistently emphasized throughout the SARS outbreak, with
the media announcing failures to comply, public health workers regularly
calling the homes of those in quarantine (sometimes once or twice per day) to
ensure compliance, and in some cases the assignment of court directives
forcing compliance (Basrur et al., 2004). Those who were unwilling to
comply were at times openly reprimanded by public health officials. Members
of one Toronto high school that was closed due to the mass quarantine of
1,500 students and staff into their homes faced harsh warnings from Ontario’s
commissioner of public health were they not to follow quarantine regulations,
as he threatened to impose fines or lock violators in hospitals with guards at
the door (Gostin et al., 2003).

SECURITY

The political climate in North America following the events of September 11,
2001 have given rise to the legitimation of heightened surveillance and
scrutiny in the U.S. and Canada under the rubric of ‘national security’. As a
result, there has been a pervasiveness of national security discourses within
the recesses of everyday activity. This has been especially the case in public
health arenas, where political paranoia regarding security threats such as
bioterrorism has remained a thoroughly contemplated topic. Correspond-
ingly, there has been an extraordinarily narrow and specific conceptualization
of who is considered a threat to national security; a construction of danger
that is an explicit process of differentiation between ‘us’ and ‘them’, the
‘them’ a continuous representation of a specific ‘racial profile’, which clearly
serves as a mechanism to justify specific highly contested/problematic
political ‘interventions’ by U.S. leaders.
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Historically, there has been a tendency to conflate ‘race’ and migration
issues with public health concerns, which has provided some level of
legitimacy to racist ideologies through the support of epidemiological or
medical observation (Markel and Stern, 1999, 2002; Bashford, 2002). Indeed,
this is exemplified by recent U.S. immigration policies, where the Clinton
administration restricted incoming migrants with HIV, providing the rationale
that these people would be a ‘drain’ on the healthcare system (Markel and
Stern, 2002). In the post-September 11 environment, there appears to be a
permissiveness surrounding forms of social control that promote racism and
exclusion. In part, this permissiveness stems from pervasive representations
that perpetuate fear and uncertainty in the everyday lives of individuals.
Unfortunately, there is great potential for the exploitation of this ‘climate of
fear’ by state institutions, such as public health, for the advancement of
specific (conservative) political agendas. Public health security is increasingly
a central concern within the new public health hegemony, and represents a
seemingly neutral approach to existing health threats. In actuality, govern-
ment concerns for public health security closely parallel the need for the
maintenance of the neoliberal capitalist system that commands an
unregulated movement of goods and resources in an effort to maximize
profits and efficiency. The threat of SARS to such a system is unmistakable,
with international concern surrounding the danger of exposure to Canadians
and Canadian goods developing throughout the outbreak.

It is possible to parallel the heightened security and racial profiling in
current climates with the scapegoating and racialization of disease
experienced in Toronto during the SARS outbreak. The perception of
immigrants (from specific origins) as threats to public health undoubtedly
served as a backdrop to, and subtly influenced, the response to Chinese-
Canadians during the SARS crisis. Hier and Greenberg (2002) note that
although expressions of explicitly racist stereotypes appear to have dissipated
in Canada, they have in fact re-appeared in a variety of new racialized
discursive articulations that do not make reference to explicit biological or
genetic terms. These articulations are covert in nature and include such
stereotypes as ‘unneighbourly houses’, ‘unusual aesthetic values’, ‘substan-
dard social integration’, and ‘criminality’ (examples given in: Li, 1994, 1998;
Tator et al., 1997; Henry and Tator, 1994; Ma and Hildebrandt, 1993). Extreme
situations such as disease outbreaks may, however, serve as the impetus for
the return of more overt forms of racism.

In this light, one outcome of the specific approach to public health
discussed in this paper is the clear stigmatization and exclusion of
communities and groups within Toronto. The Chinese Canadian National
Council compiled as impact report entitled Yellow Peril Revisited: Impact of
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SARS on the Chinese and Southeast Asian Canadian Communities
which details the personal and general experiences of discrimination by
community members throughout the SARS outbreak (Leung and Guan,
2004). Furthermore, frontline health workers, especially the nursing profes-
sion, experienced a great deal of prejudice due to their perceived proximity
to the disease.

CONCLUSION

While analyses of constructions of the healthy citizen are fundamental
to critiques of the new public health, the healthy citizen is also undoubtedly
essential within capitalist systems of production. Simultaneously, there
is arguably an inherent contradiction within capitalism, in its reproduction
of unhealthy citizens, characterizing inequality in health outcomes within
society (Navarro, 1986; Navarro and Berman, 1977). The objective of
this paper has been to indicate the potential for the reproduction of
inequality and marginality (conditions that are harmful to the health of the
general population) through the naturalization of procedures by the state
institutions of public health, which demonstrates a specific example of
hegemony. Furthermore, Toronto’s public health response to SARS provides a
specific example of the perpetuation of inequality within everyday social
practices.

This has been demonstrated through an analysis of the implementation of
rigid codes of behaviour outlined by the public health expert, the
identification and surveillance of risk groups and the role of science as the
primary authority within public health. As well, the persistence of rhetoric
perpetuating ‘security concerns’ and the role of public health workers as
moral agents, further support the public health hegemony. These components
of public health function as powerful tools for social control and mechanisms
of exclusion, and essentially reproduce existing hierarchies. In addition, we
have demonstrated the intricate relationship between force and consent
characterizing hegemony through the description of public health practices,
such as surveillance technologies, which were vital to maintain social control
during the SARS outbreak.

Finally, an important feature of hegemony as indicated by Williams
(1977) is that ‘while by definition it is always dominant, it is never either total
or exclusive. At any time, forms of alternative or directly oppositional politics
and culture exist as significant elements in the society’ (p. 113). It is our
assertion that the increasing acceptance of surveillance and reliance on
surveillance mechanisms within public health, evident in the numerous
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reports and recommendations published following the SARS outbreak, may
result in a diversion of funds and energy away from other essential areas of
public health that promote the objective of social justice; those areas
that support the ‘oppositional politics’ challenging dominant hegemonic
structures.
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