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Abstract Medicalization appears to be an issue that is both ubiquitous and

unquestionably problematic as it seems to signal at once a social and existential

threat. This perception of medicalization, however, is nothing new. Since the first

main writings in the 1960s and 1970s, it has consistently been used to describe

inappropriate or abusive instances of medical authority. Yet, while this standard

approach claims that medicalization is a growing problem, it assumes that there is

simply one ‘‘medical model’’ and that the expanding realm of ‘‘the medical’’ can be

more or less clearly delineated. Moreover, while intended to establish the reality of

this growing threat, this research often requires making arbitrary or unjustified

distinctions between different practices. To better clarify the concept of medical-

ization, I will focus more on capturing the variety of medical practices than on the

sociological aspects of medical discourse. In doing so, I will explore the distinction

between medicalization and pathologization, a distinction that is often overlooked

and that brings with it many conceptual and practical implications. After defining

these terms, I will use some examples to show that while pathologizing is closely

tied to medicalizing, both can occur independently. I will then further develop this

distinction in terms of the different individual and social effects of these practices.
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[With] the widespread medicalization of society …
[v]irtually any human difference is susceptible to

being considered a form of pathology, a diagnosable

disorder, and subject to medical intervention. [1]

Introduction: what’s in a name?

Medicalization has become one of those issues which appear both ubiquitous and

unquestionably problematic. Nearly any reference to it seems to signal at once a

social and existential threat, such as when Allen Frances, a former chair of the DSM

task force, writes that the latest edition of the DSM-5 and the ever-growing power of

Big Pharma are contributing to the ‘‘medicalization of ordinary life’’ [2]. This

perception of medicalization as a growing threat, however, is nothing new. It dates

back at least to the 1960s and 70s with the ideas of various sociologists, physicians,

and theorists, such as Ivan Illich, Irving Zola, Thomas Szasz, Michel Foucault, and

later Peter Conrad and Joseph Schneider. Each has contributed in their own way to

the development of the so-called medicalization thesis [3], which aimed to capture

how various conditions, behaviors, or experiences which were previously under

legal, political, or religious surveillance, and as such were not ‘‘inherently medical,’’

were becoming increasingly defined as medical entities to be labelled and treated

[4]. This has led to the common view, which can be found in the medical sociology

and anthropology literature (e.g., [5]), that ‘‘Medicine used to claim authority over

the cracks and interruptions in life; now it claims authority over all of life’’ [6, p. 2].

Through subsequent analyses, this thesis has been expanded to cover not only the

development and application of medical categories, but also to capture how ‘‘the

populace has internalized medical and therapeutic perspectives as a taken-for-

granted subjectivity’’ [1, p. 14], with medicalization riding on the waves of

consumer and market culture. Whether this expansion is understood in terms of

different ‘‘engines of medicalization’’ [7], or by analyses charting the expanding

nature of biomedicine since roughly 1980 with the concept of ‘‘biomedicalization’’1

[8], it seems uncontroversial to claim that this concept was and is mainly understood

as a critique. In other words, ‘‘‘medicalization’ is usually used in the sense of

inappropriate medicalization’’ [6, p. 35] or simply as ‘‘overmedicalization’’ [1,

p. 146]. Most broadly, ‘‘The concept of medicalization has been put forward in

order to name, analyse and criticise the changing role of medicine in modern

society’’ [9, pp. 90–91]. This concept has thus been used to denounce various trends

in twentieth-century (Western) medicine, such as the usage of medical categories

and treatments to control deviant behavior, the widening of diagnostic categories

(‘‘disease mongering’’), the commodification of health, the problem of iatrogenesis,

the tendency to obscure the social or political context of illness, the privatization of

1 While I agree with Conrad [1, p. 14] that ‘‘biomedicalization’’ analyses are helpful, even if much of the

same critiques can be made within the medicalization framework (e.g., [7]), I disagree with Conrad that

biomedicalization’s broader approach compromises medicalization claims. I therefore diverge from both

approaches. Contra Conrad, I claim that medicalization is arbitrarily narrow, and contra biomedicalization

theorists, I feel that its clarification will entail a broadening that might further question the novelty of their

conceptual distinctions.
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medical practice, and the role of pharmaceutical companies in shaping diagnoses

and treatments, to name a few (e.g., [1, 4, 6, 8, 10–18]).

This standard approach to the study of medicalization has problematic conse-

quences. On the one hand, subsequent theoretical or conceptual analyses have

centered more on these various problems and less on attempting to clarify what

constitutes medical reality and practice. This is explicitly acknowledged by many,

such as when Conrad claims that his interest is not with adjudicating what is ‘‘really’’

medical but simply with describing how a definition becomes ‘‘viable’’ in a given

society [1]. While this suggests an attempt to avoid making normative claims, many

have pointed out that it takes for granted what it seeks to explain [19–22]. In other

words, while this approach claims that medicalization is a growing problem, it

assumes that there is simply one ‘‘medical model’’ and that the realm of ‘‘themedical’’

which is expanding can be more or less clearly delineated. Even the few philosophical

attempts to clarify the concept of medicalization also carry these presuppositions [23]

or set them aside and proceed ‘‘as if’’ the medical had some clarity [24]. On the other

hand, while the aim of these various researchers has been to establish the reality of this

growing threat, doing so often requires either notmaking justified distinctions between

different practices or making arbitrary ones. It is this muddling that I seek to address.

In order to better clarify the concept of medicalization, I will focus more on the

practices that are usually highlighted by this concept rather than on the sociological

aspects ofmedical discourse [9]. In doing so, I will follow some previous suggestions in

distinguishing medicalization and pathologization [19, 24, 25]. At first sight, this

distinction might seem obvious or trivial, but these practices are often conflated. For

instance, medicalization is often defined as a process whereby (bio)medical jurisdiction

expands by means of the ‘‘extension of pathological terminology to cover new

conditions and behaviors’’ [26, p. 15] (see also [9] for similar claims). Some assert that

‘‘Medicalization pathologizes what might otherwise be considered as simply variations

of normal human functioning’’ [27, p. 138], and others describe public health

interventions as involving ‘‘medical interventions without medicalization’’ [1, p. 160]. I

will argue instead that medicalization is broader than pathologizing, and that

pathologization may occur outside of any medical intervention. Avoiding such a

conflation will allow for new ways of understanding the implications of these practices.

After providing a general definition of these terms, the first three sections will use some

examples to show that while pathologizing is closely tied to medicalizing, distinctions

can be made between these practices. I will then further develop this distinction by

exploring how these two practices can have different individual and social effects when

employed. In the end, the aim is not to deny the thesis thatmedicalization is a problemor

‘‘growing threat,’’ but to help clarify what that threat is, to better focus our critical

analyses, and to better assess the ‘‘good’’ and ‘‘bad’’ aspects of medicalization [20, 24].

Disentangling medicalization and pathologization

The distinction between medicalization and pathologization seems to be implicitly

at work in many researchers, yet it remains undeveloped. For example, Conrad and

Schneider, two key pioneers in the medicalization field, state that medicalization
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may or may not include physicians and medical treatment, even if it often does [4,

p. 278]. Conrad makes this more explicit when he distinguishes between definition

and intervention as distinct aspects of medicalization [1, p. 126], implying that when

a condition is defined as pathological, it is only part of what constitutes a problem as

medical, the other part being its treatment [1, p. 5]. Medical anthropologist Didier

Fassin [19] has more explicitly called for the need to distinguish these two practices

so as to understand how certain conditions, e.g., drug addiction, can be de-

pathologized while still being medicalized: a condition can be treated medically

even if it is not considered pathological. Even the simplest definitions of

medicalization, e.g., ‘‘a process by which human problems come to be defined

and treated as medical problems’’ [24, p. 412], still lump definition and treatment

together as aspects of medicalization, rather than teasing them apart.

This conflation may stem from a general lack of attempts to question whether

‘‘the medical perspective,’’ even modern biomedicine with all its technological

possibilities, is reducible to a single medical model. This oddly reductive

assumption is implied by many authors. For example, public health measures are

described as involving ‘‘medical interventions without medicalization’’ [1, p. 160].

While primary prevention is the dominant intervention to many health problems,

without a ‘‘medicalized clinical entity,’’ it is not seen as medicalization [28, 29].

This demoting of prophylactic medical measures can also be seen in Raymond

Downing’s claims that changing sexual behaviors, altering one’s diet, prohibiting

alcohol consumption, addressing lifestyle-induced stress, and even the introduction

of hand-washing in delivery rooms, are ‘‘not ‘medical’’’ [6, p. 50] and are even the

‘‘opposite of medicalization’’ [6, p. 53], presumably because they do not employ

some biotechnology. For Downing, prevention was simply what people did ‘‘before

medicalization’’ in order to live a healthy life, whether this was enforced by social

norms or not [6, p. 89]. But to what realm of human practices do hand-washing,

dieting, and public health belong if not ‘‘the medical’’? And why would making

medical techniques safer imply their ‘‘demedicalization’’ [6, p. 37]?

One explanation is that, in many cases, medicalization is too quickly conflated

with pathologization and the realm of ‘‘the medical’’ is too arbitrarily delimited. In

other words, many sociological theories not only focus on certain forms of treatment

rather than others, e.g., those narrowly defined as ‘‘biomedical’’ [6, p. 35], but also

arbitrarily focus on certain periods of medical history, and in doing so,

problematically distort the varieties of medical practice. In order to better clarify

these issues, a distinction should be drawn between the practices of definition and

diagnosis, on the one hand, and treatment or intervention,2 on the other. If

pathologization involves the ways in which certain conditions come to be labeled as

pathological by medical institutions (definitions), in the clinic (diagnoses), or by

self-labeling, then medicalization could be seen as involving various types of

medical responses and interventions or treatments that are justified in relation to

2 Here, I differ from Nick Haslam’s folk designations of ‘‘pathologization’’ as implying a deviation from

norms, while being agnostic about causes, and ‘‘medicalization’’ as implying a deviation that is internal

and somatic, with the implication that it is beyond the individual’s control [25]. While these concepts may

be found in some parts of the general public, they are still kinds of disease labeling, and therefore,

treatment or intervention remains unspecified.
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health concerns [24]. As interventions or treatments can be carried out with or

without medical authority, and can be performed by individuals, physicians, or even

by social institutions, medicalization would then encompass the ways in which

medical knowledge and techniques promote salubrious behaviors or produce

therapeutic responses to what is deemed to be pathogenic, pathological, or

undesirable in the individual or social body.3 In this view, medicalization is a much

broader set of practices than pathologization, and while they might be linked, they

do not always overlap. As I will show, such a broad approach better captures the

variety of medical practice and can allow for different analyses of their effects. I

will now discuss some examples to better illustrate and support this distinction.

Medicalization without pathologization

Many examples show how medicalization need not imply pathologization. Possibly

the most obvious are the newer designations of individuals ‘‘at risk’’ for a given

condition, e.g., hypertension or hypercholesterolemia, and the various biomarkers for

all sorts of diseases, be they genetic, hormonal, physiological, etc. [8, p. 64]. While in

some cases, this can entail a redefinition of the line between healthy and pathological,

as is the case with cholesterol levels [30], it need not. It is here that claims often go too

far in asserting that ‘‘medicalization pathologizes’’ since having a risk factor is not the

same as having a disease, even if being considered ‘‘at risk’’ entails new treatment

options and increased medical surveillance [31]. While this form of preventive

medicine—with treatments even preceding the pathologization of a condition—is

what is usually understood as ‘‘medicalization,’’ this need not entail pathologization.

In fact, when treatments precede disease definitions, the distinction is already at work.

While medicalization has been applied to a variety of conditions or experiences,

it is quite clear that many conditions need not be considered pathological for them to

elicit medical attention. While some worry that the sheer fact of medicalizing

pregnancy will turn ‘‘every birth into a pathological process’’ [6, p. 37], surely such

claims are overstated, if only due to the fact that the concern is more with

complications than pregnancy per se [11, p. 225]. The same applies to the

medicalization of male baldness, which has seen an increase in various treatments

from pills to surgery without it being considered a pathological condition [1, pp. 34-

39]. It is also possible, as mentioned above, that some conditions can be

depathologized while still being medicalized. Fassin describes a shift in France from

defining drug addiction in terms of pharmacological dependence (disease) to

psychological suffering, the latter being understood as a ‘‘normal’’ response, but one

that still requires medical attention [19].

This distinction can also be made by focusing either on individual or social-level

issues. On the individual level, it is possible (though controversial) to define

3 In this article, I use ‘‘intervention’’ and ‘‘treatment’’ synonymously as I feel that the line between them

is too thin to be helpful. While the aims of curing, rehabilitation, and enhancement are distinct, all are tied

to medical knowledge and practices [21, 22]. Consequently, curing diseases, medical enhancements,

lifestyle interventions, and even public health measures are all ultimately instances of medicalization.

This will be further justified below.
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congenital impairments such as deafness or blindness as non-pathological, as

involving different functional norms [32], while still seeing how individuals with

these differences could benefit from medical knowledge or intervention, such as

developing a social or architectural environment that is more conducive to their

behavioral capacities. While the ‘‘social model’’ of disability is often seen as

opposed to the typical medical model [33], the attempts to make urban

environments more salubrious or more conducive to being navigated by those with

impairments are thoroughly tied up with medical norms and techniques.4 Similarly,

the issue of enhancement, while difficult to define, can also show how medical

attention or intervention need not assume a pathological condition, such as in the

development of contact lenses, cosmetic surgeries, and doping in sports [1]. While

this medicalization can indeed involve the redefinition of a previously normal part

of human variation as pathological, such as what is happening with idiopathic

shortness [1, pp. 77–81], this is neither a necessary starting point nor consequence.

On the social level, there is a long history of linking medical expertise to personal

hygiene practices, dietary and exercise regimes, or general ways to improve one’s

health [34]. To account for these practices, Conrad suggests that we distinguish

between medicalization and ‘‘healthicization’’ [35, p. 223]: the former turns social

or natural events into medical problems, focusing on biomedical causes and

interventions, whereas the latter redefines behaviors and lifestyles in relation to

medical events, thereby stressing behavioral causes and interventions (such as

linking exercise and diet to heart disease). While interesting, this also problem-

atically and arbitrarily narrows ‘‘medicalization’’: what would distinguish a medical

institution’s promotion of a particular dietary intervention for preventing or treating

a disease from a pharmacological intervention? Is there a fixed line between

lifestyle interventions and ‘‘biomedical’’ ones? Since lifestyle interventions have

been with medicine since its inception [36, 37], it seems more accurate to argue that

medicalization far exceeds the clinic and often occurs without pathologization.

This can be seen in different contexts. For example, vaccination, a practice that

has saved millions of lives and contributed to making urban existence more

tolerable, is a clear example of medicalization being employed as a form of

prevention, rather than disease treatment [21]. While this type of intervention is

done to individuals, it cannot be understood apart from the practices of public health

or ‘‘herd immunity,’’ blurring the lines between individual and social interventions.

Concerning public hygiene, one could also include the medicalization of living and

working conditions that occurred through various sanitation practices, from sewage

development to the submission of factories or even apartment buildings to hygiene

regulations [37–39]. While the latter practices are rarely seen as forms of

‘‘medicalization,’’ one cannot understand their existence and justification apart from

(bio)medical knowledge and medical techniques [22]. Excluding them would again

arbitrarily restrict the medical realm.

More interestingly, John Sadler et al. claim that if a given behavior or practice,

such as running, dieting, or public health measures, is explicitly justified based on its

relation to health concerns or benefits, then it should be seen as an instance of

4 These issues will be further explored in a follow-up essay on individual and social models in medicine.
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medicalization [24, p. 414]. While this approach might greatly expand what is

included in the medical realm, it also seems to better capture the diversity of

medical explanations and treatments than does the medicalization-healthicization

distinction. Moreover, the medicalization of something like running for exercise

does not imply the pathologization of some normal behavior (e.g., inactivity), but

rather, the internalization of medical norms. As sociologist Nikolas Rose writes,

‘‘We relate to ourselves and others, individually and collectively, through an ethic

and in a form of life that is inextricably associated with medicine in all its

incarnations’’ [21, p. 701]. In this sense, lifestyle interventions are applications of

medical techniques, which can either be prescribed by a doctor or self-applied with

the intention of self-improvement. Accounting for the breadth and diversity of the

medial realm may thereby help to resolve the general ambiguity as to whether

interventions such as behavioral alterations or even altering environments can be

seen as ‘‘proper’’ instances of medicalization.

Such examples show how medicalization can exist without implying that what is

being medicalized is merely a pathological condition. Medicalization may indeed be

a response to pathologizing, but it also picks out those practices and techniques—

some social, some individual—aimed at responding to the undesirable or the

pathogenic, be it in the individual or in the environment [39]. Thus it is not true that

there is simply one medical model or that by definition or by necessity

‘‘medicalization pathologizes.’’ Now, showing how pathologization can be disen-

tangled from medicalization is somewhat trickier.

Pathologization without medicalization

To see pathologization on its own, one might start by acknowledging the ability to

define and diagnose conditions in other species without involving any medical

intervention.5 In other words, while such pathologization would certainly be the

result of medical knowledge, this need not imply or entail medicalization in the

sense of the application of medical treatment. While speculative, it might also be

claimed that only in those species which have evolved ways to self-medicate [40],

or which have different levels of complexity in terms of healing practices [41], does

pathologization imply medicalization: there, disease calls out for treatment. Humans

have one of the most complex set of behavioral traits that allows us to go beyond

our biological self-regulating capacities so as to develop new ways of responding to

sickness. Consequently, this non-indifference to our own suffering and to that of

others, coupled with the labeling of something as abnormal or pathological, will

often entail healing practices to alleviate this suffering [45]. In this sense,

pathologization is closely tied to medicalization. Yet, medical history provides some

examples of where diagnoses did not entail medical intervention.

First, there are examples from 17th and 18th-century Germany with Georg Stahl

and Friedrich Hoffmann, whose ideas can be traced back to some Hippocratic

writings, of appealing to the healing powers of nature working within the body

5 Thanks to Maël Lemoine for this point.
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[42, pp. 26, 31]. The observations that not all treatments work and that some patients

heal without a doctor produced ideas of ‘‘expectant medicine’’ or ‘‘therapeutic

nihilism.’’ In this tradition, since the body is thought to have its own self-regulating

and self-healing abilities, medicine implies a kind of patience or passivity. Here,

while there is medical attention given to the individual, what this attention consists

in is pathologizing, explaining an individual’s symptoms as pathological, but

without attempting to intervene or medicalize so as to alleviate those symptoms: a

disease without a treatment, a definition without intervention. In more recent

examples, while chronic illness can be seen as highly medicalized in modern

societies [14], it might also be de-medicalized while still being pathologized, such

as when medical interventions are avoided because they are increasingly harmful

(e.g., during the latter stages of a terminal illness) or when an individual simply

chooses to self-manage their condition [43]. While the latter can be seen as a case of

‘‘self-medicalization’’ [44], which I will discuss below, it can also be a matter of

simply letting nature ‘‘run its course.’’ In such examples, there is still the

pathologization of one’s condition (by doctors or by the individual), but it becomes

de-medicalized when medically-oriented responses are discontinued. This does not

imply that the true opposite of medicalization is to do nothing, but again, that

medicalization involves health-directed practices [24], whether self-imposed or as

interventions guided by a doctor or healer.

Thus, while the concepts of health and disease are clearly tied up with the history

of medical institutions [45], and while pathologization is what often allows medical

institutions to justify their interventions, the practice of pathologization is only

contingently tied to medicalization. The examples in the previous sections were

meant to show that interventions or treatments can be carried out without labeling a

condition pathological (medicalization without pathologization) and that the

practice of labeling or diagnosing a condition as pathological need not lead to

medical interventions (pathologization without medicalization). It is important to

note that while there is clearly overlap between these practices, it seems that the

overlap is not total. Of course, the two will likely converge, often intentionally (e.g.,

pathologizing so as to medicalize, or vice versa), but I have at least shown how they

can begin as or become distinct practices.

The effects of pathologization and medicalization

Another way to distinguish between pathologization and medicalization is to

explore how each can have distinct effects and can be desired by individuals for

different reasons. First, the usual list of benefits associated with ‘‘medicalization’’

seems to fit better with pathologization. For example, it has long been pointed out

that the sick role grants individuals various social protections and allowances

[4, 46]. Such protections and allowances seem to hold even if no treatment is

provided. Pathologizing can provide an optimistic prognosis, further supported by

being seen as scientifically legitimated, since to see a condition as something gone

awry in the body suggests that it can be changed rather than being an intractable part

of one’s personality [1, p. 147]. In other words, a given set of undesirable behaviors
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or experiences can be reconceptualized (‘‘it is not me but my disease’’), and

diagnoses can provide coherence to what might seem to be unrelated or

incomprehensible symptoms [47]. Finally, while pathologizing can reinforce

cultural stereotypes about mental illness and perceived dangerousness [48], it can

also contribute to the reduction of blame and stigma [1, 49]. With certain conditions,

such as chronic fatigue syndrome [47], Lyme disease, or fibromyalgia, individuals

even actively fight to get diagnosed, not only to receive treatment but also to

legitimize their suffering through the use of the disease label [50, p. 152]. Conrad

discusses how with adult ADHD, its diagnosis and treatment are often embraced and

promoted by those who receive them [1, pp. 67, 139]. Medical historian Harry

Oosterhuis has even looked at how many individuals in the 19th century welcomed

Krafft-Ebing’s pathologization of their sexual ‘‘perversions’’ as it relieved them of

their moral guilt [51]. For many, being considered sick was and is a liberation, not a

condemnation, even if there is no treatment.

Concerning medicalization, there are many benefits associated with the various

ways of responding to the pathological or the pathogenic, not to mention general

health promotion. While the alleviation of suffering is the most obvious benefit,

medicalization can also be beneficial by providing more humane forms of treatment,

as can be seen, for example, in the different responses to something like epilepsy

throughout history as it went from a form of ‘‘badness’’ to ‘‘sickness’’—from

involving demon possession requiring punishment or isolation to a biological

dysfunction requiring understanding and care. The example of enhancement can

also be seen as an instance in which individuals seek out medicalization, and while

this might contribute to the erasing of individual differences or even supporting

some cultural values [1], it can also challenge them, such as when surgical

modifications help to make individuals more comfortable with their bodies (e.g.,

those with various forms of body dysmorphia), or even when bodily modifications

render individuals anomalous or unique (e.g., Erik Sprague, aka, ‘‘Lizardman’’).

There are even individuals who contemplate the amputation of otherwise ‘‘normal’’

limbs or the introduction of mechanical limbs so as to augment their sporting

capacities [52]. In today’s consumer culture, medicalization is often actively sought

out, desired, and even demanded as a right by these patient-consumers [53], often

through a doctor-patient negotiation [3], while not implying and sometimes even

rejecting the pathologization of one’s body or experiences.

Medicalization can even involve increasing one’s feeling of self-control, such as

with birth control and medicalized pregnancies. These are cases of medicalization

that are not only desirable for many (not least to avoid more serious problems, such

as miscarriages or STDs), but can entail giving women more control over their

bodies by allowing them to return to work sooner or to avoid unnecessary pain

[3, 20, 54]. Along similar lines, it can even contribute to granting new rights to those

medicalized, thereby re-politicizing a condition. This is how Fassin describes what

happened with drug addiction in recent years in France (which, recall, involved the

depathologization of addiction) [19]. Through the development of needle exchange

programs, individuals were granted a right to life and the freedom to govern their

own actions. By creating new guidelines, rules to follow, and authorities to respect,

the resulting medicalization without pathologization produced new possibilities for
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moral action. Here, medicine did not replace moral or political norms, but created

its own.

So far, I have been looking at the effects of pathologizing or medicalizing from

the ‘‘top down,’’ so to speak, whereby these practices are mainly carried out by

medical institutions labeling and treating individuals. However, the general

distinction between pathologizing and medicalizing seems to hold even when

carried out by the same individual [44]. One can self-pathologize without invoking

any self-medicalization, since it may be the case that one does not know how to

respond to a self-diagnosis, may lack the means to do so, or may simply refrain from

treatment. On the other hand, one could self-medicalize or self-medicate for various

reasons that need not imply illness, such as exploring ways to improve or enhance

one’s physical or mental performance through dietary or lifestyle changes [55]. As I

mentioned above, while enhancement is often discussed in the context of seeking

out medical operations or pharmaceutical interventions, the rather ancient intention

of using diet or lifestyle to alter one’s health—self-enhancement—still falls under

the view of medicalization being proposed here.

One might object that some of these effects can be shared by both practices: e.g.,

the protections and allowances afforded to the sick role seem to accrue through

pathologization or medicalization. While these two practices can be distinguished in

terms of their general characteristics, e.g., diagnoses and therapeutic interventions,

some of their effects can overlap since both pathologization and medicalization can

be at work at the same time. Arguing that one can provide somewhat clear

distinctions between these practices does not escape the rather messy consequences

of how these practices are implemented.

Conclusions and implications

The distinction between pathologizing and medicalizing has been made to better

capture different forms of medical knowledge and practice, as well as the effects

they have on the individuals receiving medical attention or applying it to

themselves. While there is often a tight link between pathologizing and medical-

izing, the inverse is not the case, as the realm of medicalization exceeds disease

definition and its application. Consequently, the problems highlighted by the so-

called medicalization thesis need to be reconceptualized. On the one hand, while I

would generally agree with many theorists concerning the growth of medicalization

(or pathologization), this growth can take on many different forms, requiring more

specific claims concerning the effects of this shifting medical attention. My

approach admittedly expands the scope of medicalization analyses to include many

different aspects of medicine: from public health interventions and lifestyle

interventions to the wide range of clinical treatments, interventions, and enhance-

ments, all of which involve responses to the pathological as well as the pathogenic.

Rather than decry the extension of this concept and claim that more ‘‘rational’’ or

scientifically-informed societies may end up limiting medicalization [3], I would

argue that this extension is both epistemologically and practically useful. First,

while accounting for problematic extensions of medical authority, it also accounts
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for generally accepted or uncontroversial instances, such as diagnosing and treating

cancer, cardiovascular disease, diabetes, or Alzheimer’s. It thereby helps to better

capture the variety of medical practices and techniques, rather than arbitrarily

limiting ‘‘the medical realm’’ to a subset of these, e.g., as ‘‘healthicization’’ or

‘‘biomedicalization,’’ as well as accounting for the various instances in which such

practices and techniques can have beneficial effects.

On the other hand, the tendency of medicalization theorists to imply that

expanding medical authority is menacing or by definition morally problematic is by

no means justified as there are many instances in which this is not only desirable but

actively pursued. The main problems that seem to face contemporary medicine and

bioethics are thus less medicalization as such (as it is traditionally understood) than

its abuses [54], such as problematic diagnoses, dangerous and unjustified medical

treatments, the erosion of individual liberties, the continual rise in diagnosing and

medicating the most vulnerable, from children to the elderly [2, 9, 15, 16], and what

is often linked to these problems, the reduction of medical explanation and

treatment to only the individual or pharmaceutical model [10]. To be clear, I do not

deny the seriousness of these problems or claim that modern medicine should be

exculpated from its abuses. Such critiques, however, do not exhaust the concept of

medicalization and often distort the multifaceted nature of the medical perspective.

Moreover, since a condition can be labeled pathological without the need for

distinct medical attention, and since medical attention can be focused on a given

condition without this implying a pathology, more fine-grained analyses can reveal

different concerns. This distinction converges with the recent suggestion that there

can be positive and negative forms of medicalization [1, 20, 24]. For example,

distinguishing pathologization and medicalization can help to show how ‘‘disease

mongering’’ exists alongside symptom-legitimizing self-diagnoses; how, while

treatment can be enforced, it is often desired, even without a disease; how, while

health and disease can be commodified, these categories are also sought out and can

be emancipatory; how, while social-political conditions can be bracketed, self-

medicalization and advocacy groups can collectivize individual suffering; and how,

while medicine can treat individuals, it can also lead to changed living or working

conditions. Of course, these different consequences do not imply that one is clearly

positive or negative, but as they are real possibilities, the descriptions of

pathologization and medicalization should be the beginning, not the end, of critical

analyses [21].

Ultimately, while the concern here is not that of providing criteria with which to

judge whether a given instance of pathologizing or medicalization is beneficial or

harmful, the suggestion is that more accurate claims about such benefits or dangers

can be made once the practices involved are clarified. One thus needs to ask: is the

concern the disease label or a medical intervention or treatment? For example, the

problem behind ‘‘disease mongering’’ seems more an issue of pathologizing

‘‘normal’’ behavior than that of promoting treatment for (i.e., medicalizing) such

behavior. The effects of this pathologization will depend on the condition being

discussed since, as I showed above, the pathologization of some conditions may be

welcomed or rejected: sometimes by doctors, sometimes by those with the condition

being pathologized. Conversely, where pathologization becomes secondary or even
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incidental to the issue of receiving treatment, medicalization is the focus. For

example, while there is controversy around personalized or lifestyle medicine and

its emphasis on behavioral or environmental interventions [56], the issue is less that

of pathologizing behaviors than seeing them as instances of medical interventions

guided by medical authorities. Due to its ancient roots and in light of the potential

benefits of lifestyle medicalization for preventing or treating modern chronic

diseases [57, 58], case-by-case analyses are needed to avoid general claims about

the ‘‘threat’’ of such medicalization. Finally, if pathologization and medicalization

are distinct, what does this mean for the oft-repeated claim that medicalization

‘‘biologizes,’’ ‘‘naturalizes,’’ or ‘‘individualizes’’ human problems, focusing on what

is going wrong ‘‘in the individual’’ and thereby de-politicizing or obscuring social

causes and interventions [1, 11, 59]? While individual conditions are often the focus

of pathologization, this need not preclude a focus on the environmental and social

causes of such pathologies. In some instances, might it not be possible to medicalize

the social and environmental causes of health and disease [60]? If this is one of the

aims of ‘‘social medicine’’ [39], then what would be the effects of such social

medicalization? New answers to such questions might shed a much different light

on the aims and implications of medicalization.
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