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Within any culture, at a particular time, there is some consensus about those activities that fall into the moral domain, and those that fall outside it.  This rough dichotomy is far from stable: moral status for an activity may ebb and flow over time.  This paper deals with those changes in which an activity that was previously outside of the moral domain enters into that domain.  This process will be called moralization.  It is quite common in both cultural evolution and individual development.  It affects both the course of history and individual lives, and is of particular relevance to the understanding of attitudes to health and the body.  Because moralization has not been previously framed as a specific phenomenon, it has not been a focus of scholarly investigation and analysis.


In this paper, I will first consider some definitions and follow with a discussion of the significance of moralization.  I will then consider the parallel processes of cultural and individual moralization and deal with the moral emotions, particularly disgust, and their role in the process of moralization.  Next, I will consider the processes through which moralization in individuals occurs.  Then, I will consider the human predisposition to make moral interpretations of significant events, followed by a consideration of those factors that seem to promote moralization.


Throughout the paper, I will focus on moralization of health-related issues, although I believe that moralization extends well beyond the health domain.  In each section, I will illustrate the principles discussed using the example of the moralization of meat consumption in the United States; that is, the increasingly prevalent belief in the United States (and other countries) that eating meat is immoral.  


Some definitions


I will define moralization as the acquisition of moral qualities by objects/activities which were previously morally neutral.  Examples of this process at work at the level of culture in the United States, include the moralization of slavery in the 18th and 19th century, and the moralization of cigarette smoking in the late 20th century (Katz, 1996).  Since there is both an ebb and a flow in moral categorization, there must be an inverse process, which I will call amoralization.  In the United States, this has happened for many individuals with respect to attitudes to homosexuality.  A particular species of amoralization is sometimes called medicalization; in these cases, an illness which originally was linked with moral failings loses some of this moral loading, and comes squarely into the domain of medicine.  Many aspects of mental illness, including alcoholism, have made some of this journey in the 20th century.


For present purposes, something is in the moral domain if the word "ought" (or "ought not") applies to it.  Another gloss holds that if something is in the moral domain for person A, then A is concerned that other people hold and behave according to the position held by A.  These criteria are exemplified in the contrast between pure "moral" (or "ecological") and "health" vegetarians, a subset of all vegetarians (many of whom .  Pure moral vegetarians avoid eating meat only because of the moral implications (killing animals, wasting resources, etc.), whereas pure health vegetarians avoid eating meat on the grounds that it is unhealthy (Amato & Partridge, 1989; Rozin, Markwith & Stoess, 1996).  In contrast to health vegetarians, moral vegetarians attach an "ought" to avoiding meat and are concerned that others eat meat.  We might say that for moral vegetarians, the eating of meat enters into the domain of values, whereas for health vegetarians, it is a matter of mere preference.  Of course, this distinction has its limits; it is a major premise of this book that health issues typically have a moral component (see Katz's discussion of secular morality in this volume).


The significance and consequences of moralization

Moralization and institutional mobilization

At the level of culture, there are major consequences of moralization.  Once moralization has occurred in a substantial part, or especially powerful or influential segment of the population, the force of government and major institutions align with it, quickening the pace of further moralization.  In the contemporary United States, communication media, laws, courts, charitable institutions, universities and granting agencies openly support the spread of consensus moral positions.  In science there has been a motivated attempt to discover third party effects (passive smoking and side-stream smoke) to support opposition to smoking on moral grounds (Gostin, 1996; Katz, 1996).  Gostin notes that the courts have been willing to accept limits on cigarette advertising without evidence that it is effective in encouraging smoking.  Gusfield (1996) reports that with the moralization of alcohol abuse, statistics on alcohol-related automobile deaths are skewed by scientists, public health officials and others, to maximize the number.  Accidents in which either driver is legally intoxicated are classified as alcohol-related.  Most clearly, laws are passed forbidding moralized activities like smoking, and penalties for violation may be increased.


Institutional mobilization may serve as justification for moral censure of those who violate the now regulated activity.  In America today, one can approach and censure a smoker in many circumstances, whereas such a behavior, 20 years ago, would have been considered rude.  

Moralization and parent-child transmission

Moralization increases the likelihood of transmission of attitudes, preferences and habits across generations.  The transmission process, from parent and others to child may be different for values (including moral matters) and preferences.  Two studies (Cavalli-Sforza, Feldman, Chen & Dornbusch, 1982; Rozin, 1991) suggest that transmission of values (e.g., attitudes to abortion or drugs) from parent to child is much more effective than transmission of preferences (e.g., food or music tastes).  Transmission of preferences across generations is poor (mid-parent child correlations in the 0 to .3 range, compared to .3 to .6 for values).

Moralization and internalization

When an individual chooses outcome A over outcome B, we say there is a preference for A.  Attribution  of a preference to a person is essentially a matter of observing behavior.  The reasons for the occurrence of a preference are many (Damon, 1983; Kelman, 1958; McCauley, Rozin & Schwartz, 1996; and Rozin & Vollmecke, 1986, in relation to food choice).  At the extremes, the choice may be made habitually (without thought), or it may result from a careful, "rational" consideration of costs and benefits for each option.  However, the motivation of many preferences lies between these extremes.  Some of these preferences can be described as "compliant" or "extrinsic;" that is, they are motivated by some end extrinsic to the items being chosen.  One might choose cottage cheese over cream cheese because the former is lower in calories (serving the end of weight control), or one might stop at red lights because of the fear of receiving a ticket.   Other preferences can be thought to result from intrinsic forces; these are called internalized preferences.  Internalized preferences or behaviors occur for their own sake (Kelman, 1958; Lepper, 1980; Deci & Ryan, 1985).  Common internalized activities are participating in or watching sports, playing a musical instrument, scholarship for most academics, and eating one's favorite foods.  The same behavior may be internalized in one person and performed under compliance for another.  For example, some people exercise because they love to do so (it has been internalized), and others find it unpleasant, but do so in compliance with their long term health goals.

  
We do not know much about what causes a behavior or a preference to be internalized.  We need no account of behavior motivated by compliance; someone who is afraid of dying will comply with requests to wear a safety belt and not eat wild mushrooms she finds in the fields.  The puzzle for psychology is why some of these activities become internalized in some people.  In general, it seems that subtle social influences play an important role in internalization (Lepper, 1980; Deci & Ryan, 1985; McCauley et al., 1992).  


Internalization is important because behaviors or preferences that are internalized and, hence, liked for their own sake, tend to endure, even under conditions of stress or in the face of information that argues against them.  They are woven into the self. The compliant exerciser will stop exercising if he is highly stressed, or if the latest medical wisdom indicates that exercise really does not improve health.  This is not so for the exerciser who has internalized exercise.


Moral values are often referred to as internalized.  They are or become a part of the self.  It is reasonable to suppose that preferences and behaviors that are somehow attached to internalized values will themselves function as internalized.  An action that is performed in the service of a value is likely to be more resilient and durable.  One reason for this is that moral linkage may encourage an hedonic shift.  In other words, an object or activity that is aligned with one's moral views may come to be liked, and one that is in violation of such views may come to be disliked.


A compliant vegetarian believes she derives health benefits from meat avoidance but is tempted by the aroma of meat and is fighting the tendency to eat it.  Under stress (strong hunger or problems in her life) she is likely to succumb, and she is probably on the lookout for information that will absolve meat of its health-damaging properties.  The moral vegetarian, on the other hand, cannot imagine that she will change her mind and decide that killing animals for food is acceptable, and she is looking for confirmation of her meat avoidance, not a reason to stop it.  Often enough (see below), the moral meat avoider experiences an hedonic shift, and actually comes to dislike or be disgusted by meat.  Now she is not even tempted to consume meat.  This opportune result internalizes the meat avoidance.  Such an hedonic shift may be less likely in health-oriented vegetarians.

Parallels between historico-cultural and individual moralization


Culture-wide moralization of a particular entity would usually come about as a result of the growth of a large or politically powerful collection of individuals who accept and promote such a moralization.  When the influence of such a group reaches a critical level, a culture-wide acceptance, by law or common consensus may occur.  After this happens, children will regularly acquire these new values.  The same factors that cause a shift in moralization at the cultural level may also act at the individual level.  Insofar as this is true, the study of the psychology of internalization may inform attempts to understand moralization in a cultural-historical context, just as the historical record may inform those interested in the psychological processes operating in the individual.


This parallel may exist for meat avoidance, in that the justifications offered by cultures/religions that avoid meat overlap heavily with the justifications offered by individuals (in non-vegetarian cultures) who are becoming vegetarians.


Emotion and moralization: The moral emotions


Robert Frank (1988) proposes that one function of emotions is to keep us on a biologically and culturally adaptive track.  In his view the "emotion" of love is a way of reducing infidelity and helping to secure a monogamous relation.  A number of emotions can be thought of as in the service of socialization, and hence vehicles for relating morality to behaviors and preferences.  Unpleasant emotions such as embarrassment, shame, guilt and disgust direct behavior by causing us to avoid doing things that will arouse them, and by causing us to cease doing things that have already aroused them.  These emotions are elicited primarily by situations dictated by our socialization experience.


The emotion of disgust, which seems to have originated as a form of food rejection, has expanded, through cultural evolution, so that elicitors in many cultures include moral or quasi-moral violations (Rozin, Haidt & McCauley, 1993).  A powerful feature of disgust is contamination (negative contagion): when disgusting things simply touch other entities, those entities become undesirable.  It is probably universal that people reject wearing clothing that had been previously worn by an offensive other person (a stranger, a disliked person, a despicable public figure) or eating food that had been prepared or sampled by such a person (see Rozin & Nemeroff, 1990, for a review).  This feature of disgust effectively removes a person from disgust elicitors or things that have contacted them.


Disgust evolves, in culture and in individual development, from an emotion that deals with potential harm to the body from foods, to one that deals with potential harm to the soul.  In the end, disgust is a powerful tool for negative socialization; a very effective way to get people to avoid something, and to have this avoidance internalized, is to make the entity disgusting.


Among educated persons in American culture, disgust is at least superficially accounted for in relation to the risk of disease and filth, and we do not explicitly acknowledge it as a moral emotion.  


In other cultures, the domains in which disgust is elicited are more explicitly moral.  In general, in more traditional cultures and in lower social classes, people are more willing to attribute immorality to disgusting activities (Haidt, Koller & Dias, 1992).  This may be because morality in the developed Western cultures, at least among the elite, is restricted to violations of individual rights.  Shweder et al. (1996), in this volume, have suggested that the rights violation moral system is only one of three moral codes that exist across cultures.  They point out that in Hindu India, the two moral codes of community of divinity (including purity and pollution) are more dominant than the Western code of autonomy (rights violations).  Disgust seems to be an emotion that links into the divinity code; hence, in a culture in which the divinity code is active, disgust becomes a moral emotion.  A similar argument can be made for the moralization of anger with respect to the autonomy code, and contempt with respect to the community code (Rozin, Imada, Lowery & Haidt, 1996).


Insofar as disgust is involved with purity/pollution violations, it is an emotion particularly involved with both morality and body/health issues.  That is, moralization may promote disgust.  Health vegetarians are less likely to find meat disgusting than are moral vegetarians (Rozin, Markwith & Stoess, 1996).  With the moralization of smoking, we would expect to see an increase in disgust responses to cigarettes, smokers, and cigarette ashes than previously found.





Modes of moralization


How does moralization occur at the individual level?  I propose that there are two orthogonal dimensions to this problem.  One is whether the cause of the change is primarily cognitive or affective.  Cognitive causes imply a primary role for knowledge and information in the process of moralization.  Cognitive changes are principled or reasoned.  Affective causes indicate a primary role for emotional events, such as the co-occurrence of an activity with an emotionally/morally meaningful event.  Affective changes are less reasoned and principled.  The second dimension of moralization has to do with whether the moral issue is new for the target person ("moral expansion") or whether an existing moral issue is extended to a new entity ("moral piggybacking").  These two dimensions generate four possible modes of moralization.  I will use examples from the study of meat avoidance to illustrate different aspects of moralization, citing individual examples from our own unpublished study on the origins of vegetarianism, or from Amato & Partridge's (1989) excellent book on this same subject.

Moral piggybacking

Moral piggybacking is the extension of an existing moral principle to a new object/activity.  In this case, I will assume that the person in question has already decided that killing animals is immoral, but has yet to "apply" this principle to eating.



Affective route.  A subject reports on the onset of meat avoidance: "Visited McDonald's meat packing plant and experience was too much; the stench, the blood, the stale air, the flesh -- left such a mark that could not even imagine eating red meat."  

Cognitive route:  One subject stopped eating gelatine desserts on finding out that gelatine had an animal origin.  Another "began not to be able to forget the tortures and abuses which preceded the production of food" that he was eating.  The general expansion of vegetarianism from a red meat base (Dwyer, Mayer, Kandel & Mayer, 1973; Amato & Partridge, 1989; Rozin, Markwith & Stoess, 1996) proceeds along the same lines; for example, the realization that a distinction between mammals and fish cannot be maintained.

Moral expansion


This mode involves creation of a new moral domain.



Affective.  One example from our data base cites the experience of watching the slaughter of seals in the Arctic, which  caused the person, in an emotional context, to believe that the killing of animals by humans is immoral.



Cognitive: One of the most common causes of vegetarianism is exposure to reasoned arguments about animal rights and the cruelty of the treatment of animals raised to be food for humans.  Peter Singer's (1975) Animal Liberation, has created many vegetarians by establishing a moral principle.


Once moralization has begun, it often moves ahead with the force that a moral justification can motivate.  Red meat avoidance often proceeds to a wider spectrum of animal food avoidances, and the degree of moral commitment tends to increase.  Social psychologists have shown that people strive for cognitive consistency, and try to resolve apparent contradictions in their attitudes and behaviors.  Furthermore, it has been shown (e.g., Frey, 1986) that when people take a strong and irrevocable position, they tend to selectively seek and process information in such a way as to reinforce this position.  While a mere preference for A over B would be unlikely to invoke such selectivity, a moral position is quite likely to.  For these reasons, vegetarians of long-standing usually offer many reasons for their meat avoidance. In particular, there is a tendency for moral vegetarians to offer more reasons for their vegetarianism than do health vegetarians (Rozin, Markwith & Stoess, 1996).


Food, vegetarianism and moralization


It is no accident that vegetarianism has been a convenient exemplar for illustrating moralization.  The food domain is predisposed to moralization.  In many cultures, diet is linked to health, and health to morality.  In the history of Western culture, there have been tendencies to see both the animal aspects of humans and the experience of pleasure as immoral activities.  Eating and food are both major sources of pleasures and properties we share with animals.  In the cultural evolution of disgust, we have posited that in the stage following disgust to foods based on their nature and origin, reminders of our animal origin (death, inappropriate sex, violations of the body boundaries) become the next set of disgust elicitors (Rozin, Haidt & McCauley, 1993).  Later, as we have said, disgust elicitors expand further, into the explicitly moral domain.  Food is also central to Shweder et al's (1996) divinity (purity/pollution) moral code.  It is not surprising that four of the chapters in this book (Belasco, Courtwright, Gusfield and Mintz) have ingestion as a major concern.


Our interaction with food involves the intimate act of taking something that is outside the self, and incorporating it into the self.  This accounts, at least in part, for the strong feelings about eating.  Such feelings are accentuated by the widespread belief that "you are what you eat" (see Nemeroff & Rozin, 1989; Rozin, 1990, for elaborations).   "You are what you eat" provides a potentially powerful link between food practices and moral issues.  There is widespread explicit acknowledgement of this belief in traditional societies.   Frazer (1890/1959) in the Golden Bough, states that an individual in a traditional culture "commonly believes that by eating the flesh of an animal or man, he acquires not only the physical but even the moral and intellectual qualities which characteristic of that animal or man" (p. 573).  "You are what you eat" was also a common belief in pre-modern Europe (Thomas, 1983).  The importance of this belief is that the conjunction of animals being considered morally loaded entities and the "you are what you eat" principle opens food and eating to moral considerations.


The "you are what you eat" principle makes intuitive sense.  It is generally true that when we mix two entities, the resultant product has properties of both entities.  Modern knowledge of digestion and the common molecular constituents of all foods renders the principle invalid, but this is both a modern and a counter-intuitive idea.  We (Nemeroff & Rozin, 1989) have found evidence for a widespread, unacknowledged belief in "you are what you eat" among American college students.  Indirect measures indicate that these students believe that eating animals makes one more animal-like, and that specific properties of ingested animals are transmitted to the person who eats them.


There are other features of food that make food a rich area for cultural elaboration of meanings (Douglas, 1966; Gusfield, 1992).  The centrality of body functions in symbolization and metaphor (Lakoff & Johnson, 1980) provide one avenue of elaboration.   The fact that food is typically shared by humans, and that there is often a complex path, involving numbers of people, from the raw material to the final product, allows many opportunities for invasion by moral issues.  Origins of foods become important materials for moral feelings.  Note the Hindu concern about eating foods previously contacted by people of lower social/purity statuses (Appadurai, 1981); rejections of sugar in European history because of the association with slavery (Mintz, 1985, 1996), and rejection of foods by contemporary Americans because of associations with killing animals, or immoral labor practices (Belasco, 1996).


In short, food is a source of sustenance and pleasure, and a social and moral vehicle.  Appadurai (1981) refers to food, in the Hindu context, as a "condensed biomoral substance."  These combined forces are well represented in Mintz's (1996) statement that one should forego sugar "for others, for self, and for God."


A small percent of reasons offered by individuals to account for their vegetarianism, is that ingestion of animal foods will increase the tendency to behave like animals.  The Hebrew animal prohibitions have been interpreted as a means of avoiding the passage of animal properties to humans (Grunfeld, 1982).  The belief in transmigration of souls in ancient Greece provided a basis for a belief in "you are what you eat" and constituted one of the justifications for meat avoidance (Barkas, 1975).

Searching for meaning: the human inclination towards invoking

moral violations to account for illness and misfortune


Humans search for meaning for their experiences in the world, perhaps especially their misfortunes.  Rosenberg notes, with respect to the acceptance of germ theory, a reluctance of Americans to accept randomness as an account for who gets a disease.  Moral accounts are natural and satisfying alternatives to randomness. "We honor randomness in the abstract, but seek to manage it in practice, to constrain misfortune in reassuring frameworks of meaning" (Rosenberg, 1996, p.   ).  Shweder et al. (1996) begin their analysis of the moral meanings of illness with the statement: "Around the world, humans wish to be edified by their miseries."  They add later that "For most people of the world, there are no faultless deaths" (p.    ).  And finally, they note the central place of moral-misfortune links in the Hindu belief systems:  "In India the human tendency to interpret fortune and misfortune in terms of spiritual or moral merit and debt is institutionalized in the widespread cultural doctrine of karma" (p.   ).


In a cross-cultural survey of beliefs about illness, Murdock (1980) reports that the predominant theory of the cause of disease is moral; people who violate some moral principle become ill (see also data presented in Shweder et al., 1996).  Moral accounts of illness are much more common than contagion accounts, which occur in only 49 of 139 cultures surveyed.  In Western culture, as recently as the mid 19th century in America, the medical profession attributed cholera to moral or quasi-moral defects characteristic of the lower classes who accounted for the great majority of cases (Rosenberg, 1962).


Children in Western cultures also frequently make moral attributions for illness.  Contagion/germ accounts of illness are uncommon in children until the age of about seven years (Bibace & Walsh, 1979; Nagy, 1953).  Indeed, a prominent account of illness by children is moral, in the form of what Piaget (1932/1965) has called immanent justice: illness as a form of punishment for a misdemeanor.  This may well be fostered by parent claims (even though they may "know" better) that some illness in a child (particularly an accident or a cold) is a result of careless or otherwise faulty behavior.


Some Americans explicitly believe in a moral component to illness.  For example some believe that AIDS is God's punishment for sin.  Sontag (1977) has described a history of moral beliefs about illness in Americans.  But many contemporary educated adults, raised in the Western tradition, hold that health and morals are essentially independent entities.  However, just as with denials by these same people of the "you are what you eat" principle, there is clear evidence that traditional views lurk just below the surface.


Most Americans express reluctance to wearing a sweater that had been previously worn by a person with AIDS  (Rozin, Markwith & McCauley, 1994).  This reluctance is typically justified in terms of a minimal risk of contracting AIDS.  However, the response of most people to the same sweater after it has been sterilized is almost as negative as the response to the unsterilized sweater.   This suggests a moral as well as health-risk cause for aversion.  This is confirmed by the fact that most people are also reluctant to wear a sweater previously worn by a healthy convicted murderer  (even after thorough laundering and sterilization) (Rozin, Markwith & McCauley, 1993).

 
Recently, Stein and Nemeroff (1995) have demonstrated a striking link between eating "health" foods and morality, in a study on American college students.  Students made a variety of personality and character ratings on the basis of vignettes describing a college student.  Subjects read either vignette A or B, which were identical, except that in A, the student was described as regularly eating "steak, hamburgers, French fries, doughnuts and double-fudge ice cream sundaes," while in B, the regularly eaten foods were "fruit (especially oranges), salad, homemade whole-wheat bread, chicken and potatoes."  The subjects eating the "healthy" foods were rated substantially higher on a morality measure, based on a combination of judgments on individual  scales contrasting terms such as: immoral/virtuous, unethical/ethical, and considerate/inconsiderate).


Factors that promote or discourage moralization


As Gordon (1996) points out, we use the term "moralistic" to describe inappropriate introduction of moral discourse into discussion about some event.  The term itself suggests that there is disagreement, within cultures, about the moral status of certain events.  Some things that could be moralized are not; and some "moralization movements" fail.  This raises the question: what promotes and what discourages moralization?  There are many behaviors that are neither universally classified as moral or immoral, nor clearly outside of the realm of morality.  What determines whether they are amoralized or moralized?   Are the factors that promote amoralization the same as those that promote moralization?  The essays in this volume, as they consider the linkage between morality and health, one domain of moralization, provide many examples of failure and success in moralization.  Using materials that bridge diverse periods of history, domains of human activity and cultures, I propose some regularities in the relationship between morality and health.  These regularities are likely to be relevant to the general issue of moralization, in a framework larger than just morality and health.

1.  Protestantism - evangelical self-discipline and control
   
Protestantism is commonly invoked, in the essays in this volume, as a factor promoting moralization in the health-behavior domain.   Thomas (1996) notes that:  "Implicit in Protestantism was the doctrine that the human body had been given to man by God, and that it was therefore a religious duty to take all reasonable steps to preserve it" (p.    ).  In particular, in America, Evangelical  Protestantism focusses on self-dicipline and control (Courtwright, 1996).  Rugged individualism and control of and responsbility for one's body are central themes in many versions of Protestantism (Courtwright, 1996; Leichter, 1996; Thomas, 1996).  In the contemporary American scene, many efforts at moralization may grow out of the early Puritan spirit in America.  Gusfield (1996) refers to latent Puritanism in the debates over prohibition of alcohol consumption, and notes that in general it is Protestants who seek abolition, while Catholics support moderation; successful temperance movements occurred only in the United States, England and Scandinavia, all predominantly Protestant countries.  

2.  Harm to children

Perceived harm to the health of children is a particularly powerful mobilizer of moral forces, at least in Western cultures (see comments by Belasco, 1996).  (A. Kleinman, personal communication, notes that in China, the elderly may occupy this same privileged position with respect to the engagement of moral issues).  Harm to children from drugs (Courtwright, 1996), or alcohol (via driving, fetal alcohol syndrome, or early intoxication; Gusfield, 1996) is explicitly mentioned as a force for moral mobilization.  The recent passive smoking debate has been intensified by invocation of harm caused by parents' smoking to their children, and attention to AIDS- and crack- babies have mobilized opposition.  Pictures in the mass media of children wounded in military action, or starving children from third world countries, have, in recent decades, produced indignation and mobilized action.


There are many reasons why harm to children may be especially potent, at least for Westerners.  First is the natural sympathy we have for children, and hence our strong emotional reaction when we encounter a harmed child.  Second, children are often thought of as pure and innocent.  Third, they are thought of as helpless, defenceless victims of the actions of others.  Fourth, from a more economic view, children have much more life to live, so that a child death involves a much larger reduction in life expectancy than an adult death.  In short, there are abundant reasons for the saliency of children's health and welfare.

3. Stigmatized, marginalized or minority groups

Moralization seems to be facilitated if the  group primarily associated with the target activity is already stigmatized or marginalized, or is a minority group.  This has occurred for leprosy, syphyllis, plague and cholera at different historical moments; in all of these cases, the more susceptible lower classes were already stigmatized groups (Rosenberg, 1963; 1996; Thomas, 1996).  Thomas (1996) explicitly recognizes this factor, in stating: "Readiness to impose a moral interpretation upon sickness was greater when the malady was particularly associated with some marginal or deviant sector of society" (p.   ).


This principle is illustrated by the impetus to illegalization of drugs in early 20th century America by the association of opium smoking with Chinese laborers (Courtwright, 1996); and the focus of the moral responsibility for teenage and out-of-wedlock pregnancies on the less politically powerful mothers (Gordon, 1996).  Furthermore, in recent times in the United States, out of wedlock and teenage pregnancy have been strongly associated, in the public mind, with minority (particularly African-American) and impoverished segments of the population.  On the other hand, certain privileged groups, such as meat packers, manufacturers of highly refined foods, and cigarette manufacturers, have been subject to considerable moral condemnation over the course of this century in America.

4.  Fit with existing practices and predispositions

A moral-health link is facilitated if the behaviors promoted by the moral link are already practiced for other reasons.  On the other hand, a prior moral link may itself function as a predisposition for the acceptance of ideas or activities subsequently justified for a non-moral reason.  Tomes' (1996) analysis of the advent of germ theory is a particularly apt illustration of both of these points.  Sanitary practices were already in force as a result of the sanitarian movement (Tomes, 1996), and the death rate due to infectious disease was already declining before germ theory was accepted (Brandt, 1996).  In the face of the debate about prevention of tuberculosis, practices like spitting that had previousy been thought to be only disgusting or illbred became threats to pubic health (Tomes, 1996).  Existing linkages between contagion and uncleanliness in the popular mind, under the impact of germ theory, were extended to dusting, coughing, plate-sharing.  Hygienic precautions practiced only during epidemics become general.  The developing idea of resistance to infection gave support to personal regimens already promoted by 19th Century American health reformers (Belasco, 1996; Tomes, 1996).


For the case of germ theory and infectious disease, it seems that prior moralization predisposed to the acceptance of medical advice.  The cleanliness-Godliness link is implicit in Jewish and Christian teaching (Thomas, 1996); again, prior to germ theory, Thomas notes a gradual increase in cleanliness, manifested as increased use of soap and increased frequency of bathing, in 18th and 19th century England.  Presumably, the principal motivation for such activities was to appear more upper-class and less animal-like (Elias, 1978).  


Food and sex, because of their animal/biological quality, and their direct stimulation of pleasure, may be domains that are predisposed to moralization.  Gluttony and promiscuity are moralized in many cultures at many historical times, and there is a certain respect (moral value) attributed to voluntary starvation or reduction in food intake and celibacy.


The opposite side of the predisposition coin is the discouraging effect of inconvenience in preventing adoptions of morally "desirable" changes (Belasco, 1996).  In this regard, Belasco suggests that substitutions work better than reductions or prohibitions.

5.  Favorable short term benefit-cost ratio


Moralization often entails abandonment of certain activities.  It is obviously easier to give up something which one is not strongly attached to.  Generally, people don't want to pay alot for virtue.  The attachment can result from the pleasure produced by the activity, the fear of the consequences of loss of the activity (e.g., addictive withdrawal), or the fact that the activity in question is intimately interwoven with the daily cycle of activities.  Cigarette smoking is an example of all of these things, as it produces great pleasure, fear of the consequence of withdrawal, and is often an habitual act related to other activities, including social interaction, eating and drinking coffee.  In many individuals and cultural groups, drinking of alcohol and drug use may engage the same set of "attachments."  Another example is Fletcherism, the 19th century American health movement that encouraged people to do endless chewing of their food, to facilitate ingestion and eliminate defecation (Belasco, 1996; Whorton, 1982).  Multi-hour, tedious meal times, were too much of an imposition, providing further evidence for Belasco's claim that inconvenience can be a barrier to moralization.

5.Potential for accretion of reasons

The addition of a moral component to an attitude or behavior mobilizes institutional and psychological processes that serve to strengthen adherence (or abandonment).  The moral dimension induces both an implicit and explicit "search" for additional justifications.   People are probably more concerned about apparent contradictions or uniqueness in values that they maintain, than they are about corresponding contradictions or uniquenesses in preferences.  (The contradiction between eating meat and believing that animals have a right to live is more likely to engage action than the contradiction between disliking bitter tastes but liking coffee.)  Mere preferences are simply less central to the self.  Hence, people are probably more likely to do cognitive work to produce consistency in values than in preferences, and to reinforce these values with  rationales for their adoption.   Striking examples include the multiple motives that developed for alcohol prohibition: moral issues related to the public order, moral issues having to do with loss of self-control, and health concerns (Gusfield, 1996).  Opposition to alcohol use became favored by different people in different contexts in early 20th century America: it appealed to politically concerned people, who worried about irresponsibility in the electorate, churches (political reason), churches concern for purity in their members, and employers seeking a disciplined work force (Gusfield, 1996).


The addition of a moral component to an attitude or behavior promotes an opportunism, an active search for reasons: the link of sugar to slavery, to luxury and excess, to the threatening beverages of tea, coffe and chocolate all conspired to produce moral opposition to sugar (Mintz, 1996).


In the contemporary scene, accretion of reasons is a clear consequence of the moralization of cigarette smoking.  There seems to be a developing sense that cigarette residues (smoke, butts, ashes) are disgusting, and a motivated attempt to discover third party effects (passive smoking and side-stream smoke; Gostin, 1996; Katz, 1996).  


Returning to vegetarianism, as mentioned previously, moral vegetarians have, on average, more different reasons for avoiding meat than do health vegetarians (Rozin, Markwith & Stoess, 1996).

6.  Vulnerable periods 


There may well be times when moralization is more likely, what we might call windows of moralization-susceptibility.  Three authors in this book independently suggest that chaotic times, or cultural crises may promote moralization.  Brandt (1996) notes that in times of chaos, desire for individual control over the body becomes paramount.  Gusfield (1996), in reference to growing social disorder in the United States in the early 19th Century, notes that the weakening of institutions encourages self control.  Leichter (1996) holds that in times of rapid sociopolitical change, Americans turn inward and become preoccupied with own well being.  He cites the turmoil of 1960s, in association with attempts to reclaim control over body.   These body and control concerns, and their moral implications, may be accentuated in the context of Protestantism as a dominant religion.  Perhaps the same theme is at work in recent suggestions that the increase in eating disorders in the United States involves a desire for something to control in a life somewhat out of control.
7. Confusion and lack of understanding about disease causation

It is sobering to realize that prior to the 20th century, physicians had little understanding of the cause of different diseases, and little they could do in the way of effective treatment. Rosenberg (1996) points out that the idea of specific disease entities with different, specific causes arose in the later 19th century.  Mechanic (1996) notes that even today, it is a minority of patient complaints that can be definitively diagnosed and treated by modern physicians.  He further notes that "When confirmed medical models don't fit, one gets a heavy dose of social judgment often disguised as diagnosis."   The point is that it is easier for moral issues to invade matter of health when there is uncertainty about causation.  Though the microbe was moralized (Tomes, 1996), germ theory did present a challenge to the moralization of infectious diseases.


Brandt (1996), Leichter (1996) and Rosenberg (1996) note that in spite of the major advances in medical science in the last 50 years, changes in the disease spectrum and attitudes to illness have maintained an environment in which moralization of illness is frequent and easy.  The predominance of chronic diseases places us into a domain where there is complex, difficult to understand, multiple causation, and where lifestyle can be easily invoked as a contributor to causation.  And the development of the idea of risk factors, treated as if they themselves are diseases, provides ample opportunities to invoke individual responsibility and hence moral factors in the etiology of this newly expanded notion of disease.  Both physicians and non-physicians dislike multicausation and probabilistic accounts.  The field is wide open for moralization.

8. The rise of secular morality


The decline of religion in the middle to late 20th century has co-occurred with the rise of modern medical science, and particularly the field of epidemiology.  This change stimulated Katz (1996) to define secular morality, based in large part on principles and facts that flow out of epidemiological research.  Epidemiological findings become more plentiful and public every year.  These findings do not have any inherent moral character, but in the context of a "risk-factor-is-disease" mentality, they provide great opportunities for moralization.  As we come to know more and more risk factors, and as these invoke more and more features of life that are nominally under our own control, the opportunities for moralization multiply.


Katz (1996) points to the importance of charismatic and powerful figures in the development of secular morality.  Everett Koop is his principal example.  There is no doubt that such figures can have major influences: we are reminded of Sylvester Graham and Upton Sinclair (Belasco, 1996).  Although charismatic figures may not be a necessary part of moralization, they surely can be an important part of the success of a moralization movement.


Conclusions

I have tried to make a case for the reality and importance of the process of moralization, specifically as it pertains to the domain of health.  Of course, moralization is not categorical.  In an individual or in a culture, an object or activity may be partially moralized, and this is no doubt often a step towards complete moralization.  We are in the process of witnessing moralization in contemporary American society with respect to eating meat and cigarette smoking.  It is notable that religion is probably the major force for moralization in traditional societies, and was probably the major force in Western societies until recent times.  The emphasis in modern Western societies has shifted more to a harm/rights/justice framework with the emergence of what Katz (1996) has called secular morality.


Although I have concentrated on moralization, the inverse process of amoralization may be as important.  This process may share many of the predispositions for moralization, but may have some of its own special causes.   Surely, amoralization is related to the process of medicalization, which has occurred in the United States for various aspects of alcohol abuse and with respect to most types of mental disorders.  However, there may be something special about moralization, becuase it may reflect the power of the moral domain as a simple and satisfying account for misfortune in our species.


I hope to engage the interests of some scholars in the process of moralization, in the hope that we will better understand the conditions under which it occurs, what determines its "success," and the processes involved, at both the individual and culture-wide level.  Such an enterprise will require the cooperation of historians, anthropologists, sociologists and psychologists.
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