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Medicalization analyses have roots in sociology and have critical usefulness for understanding contemporary
health issues including the ‘post-2015 global health agenda’. Medicalization is more complex than just ‘disease
mongering’  it is a process and not only an outcome; has both positive and negative elements; can be partial
rather than complete; and is often sought or challenged by patients or others in the health field. It is understood
to be expanding rather than contracting, plays out at the level of interaction or of definitions and agenda-setting,
and is said to be largely harmful and costly to individuals and societies. Medicalization of global health issues
would overemphasise the role of health care to health; define and frame issues in relation to disease, treatment
strategies, and individual behaviour; promote the role of medical professionals and models of care; find support
in industry or other advocates of technologies and pharmaceuticals; and discount social contexts, causes, and
solutions. In subsequent articles, three case studies are explored, which critically examine predominant issues on
the global health agenda: global mental health, non-communicable disease, and universal health coverage. A
medicalization lens helps uncover areas where the global health agenda and its framing of problems are shifted
toward medical and technical solutions, neglecting necessary social, community, or political action.
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edicalization is a process by which human
problems come to be defined and treated as
medical problems. It involves the application
of a biomedical model that sees health as freedom from
disease and is characterised by reductionism, individualism, and a bias toward the technological (Box 1). Critical
examinations of medicalization and its limitations for understanding health owe much to a long tradition of study
by sociologists who have uncovered the ways that such
varied conditions as addiction, childbirth, infant feeding,
sadness, erectile dysfunction, and death have become
medical issues to be treated (16). Traditionally, medicalization was seen to be fuelled by the medical profession
and doctors, whose cultural authority and power allowed
them to grow medical jurisdiction over people’s health
and society, resulting in what Illich described as ‘medical
imperialism’ (7). More recent analyses affirm the medicalization of many aspects of life and identify the

M

changing drivers, particularly in the United States and
Europe: pharmaceutical industry interests, the rise of
biotechnology and genomics, and health systems like
‘managed care’ that limit provision or choice, all of which
wield increasing power for defining ‘legitimate’ health
problems (8, 9). Some commentators have drawn upon
insights from medicalization analyses to identify overdiagnosis and ‘disease mongering’, particularly by the
pharmaceutical industry intent on creating new disease
categories to sell drugs (10).
Contemporary sociological analyses recognise complexity in medicalization: the fact that medicalization is a
process not just an outcome, it can be both positive and
negative, partial rather than complete, and can be sought
by patients, doctors or other actors in the health field,
as well as be resisted or challenged (8, 11, 12). Nevertheless, the consequences of medicalization are largely
seen to be negative for both individuals and societies
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Technological bias

Box 1. Forms of medicalization.

 It has its roots in the biomedical precept of the body as
Medicalization occurs when the biomedical model  the

machine, inspiring a focus on the curative elements of

modern, dominant form of practice by Western health care

medicine rather than preventative actions such as

professionals  is applied to the understanding of a phenomenon. A biomedical model sees health as freedom from
disease, and is characterised by reductionism, individ-

problems.

ualism, and a bias toward the technological.
Reductionism
 Ignores or excludes context and reduces explanations



 For example, analyses of the medicalization of death
show a natural state that has become more and more

for problems to the physical realm, overlooking social,

under the purview of medicine and biotechnology, which

cultural, psychological, or environmental factors that

now regulates the circumstances and exact moment of

contribute to or influence why a phenomenon occurs (1).

death (5). This control as been fought by proponents of

Depends upon normative ways of thinking that exclude

a more natural death, but across geography and class
the conditions of death and dying continue to be

complexity, relativity, and multiplicity of experiences of


health.
Seeks causes and solutions in biology rather than in

medicalized (5).

social or political forces, depending upon tests,
images, and diagnoses to treat deficiencies and restore


health (2).
For example, in the classic case of the medicalization of
alcoholism that saw the previously deviant problem go
from ‘badness to sickness’, medical responses framed
the problem not as moral weakness or a social problem
but as a failure of biochemistry or genetics, and
developed medical strategies to treat the brain-based

condition (3).
Individualism


Places the responsibility and sometimes blame for
problems with an individual rather than with structures
that shape or determine that individual’s behaviour or



experience.
For example, Scott’s case of the medicalization of
shyness shows how a biomedical approach to shyness
‘reinforces the belief that this is a problem of individual
minds rather than a reflection of social norms and
values’ that expect assertiveness, self-confidence, and
gregarious participation in life; any deviation can and
should be ‘treated’ (4). Another example: Analyses of
the medicalization of attention deficit hyperactivity
disorder (ADHD) highlight medical values that cast
disruptive, inattentive behaviour of children into a
mental or brain disorder with treatments: the efficiency
of drug therapy, the interests and profits of drug
companies, and control of children’s behaviour (of



changes in the environment (1).
 Technological imperative favours drug, device, or other
medical technologies or other ‘magic bullets’ to treat

interest to classmates, teachers, and parents) (5).
Can deflect attention away from the government’s role
or responsibility in addressing a problem and from
actions like industry marketing behaviour. For example,
in the medicalization of child malnutrition, Global Health
Watch criticises the UNICEF approach that focuses on
supplementation with ready-to-use foods and ignores
the economic constraints, poverty, barriers to
breastfeeding, food pricing, and trade policies that result
in mothers and children not receiving adequate and
sustained nutrition (6).
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(713): pathologising normal behaviour, disempowering
individuals when subject to control by medical professionals or models of care, decontextualising experience,
and depoliticising social problems. As Parens argues,
‘insofar as medicine focuses on changing individuals’
bodies to reduce suffering, its increasing influence steals
attention and resources away from changing the social
structures and expectations that can produce such suffering in the first place’ (13). And medicalization incurs
substantial costs for health care treatments and side
effects: Conrad and colleagues recently estimated the costs
of medicalization of 12 conditions to be $77 billion per
year in the United States alone (14).
Medicalization can occur at multiple levels (12)  for
example, at the level of interaction where individual
patients or doctors seek a medical label or apply a medical
solution to a problem, or at a higher level where definitions,
priorities, and agendas are set and recommended strategies
and resource allocations determined. Medicalization analyses are particularly valuable at this higher level (8),
helping uncover how certain issues in the health field get
defined, how others are excluded, how the solutions to
problems are constructed, and what agendas are promoted. This is where it comes in as a critical tool for global
health.
While medicalization analyses (almost exclusively conducted in the Western context) have identified problems
with ‘creating’ diseases and patients, overlooking social
causes for ill health, and promoting pharmaceutical treatments rather than broader political change, there is a need
to extend these analyses to explore the medicalization of
the global health agenda. As other scholars have affirmed,
it is of critical importance to examine the relationship of
medicine to emerging priorities and consensus on global
health. For example, some have highlighted that biomedical advances alone do not alleviate health problems, and
nor have technological solutions or the ability to ‘cure’ or
treat been responsible historically for public health gains
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(1517). More critical scholars, like Navarro, Coburn, and
other social scientists (1821), have highlighted the
political determinants of health, demonstrating how the
concentration of power, ideology (such as neoliberalism),
and other dimensions of politics can have an enormous
impact on the health indicators and inequalities of
societies; examples include structural adjustment and
poverty reduction strategies, the decentralisation of health
systems, and other market-driven technical solutions that
grew out of neoliberal economic policies and are criticised
for distorting and negatively impacting global health and
development. More contemporary work by groups such as
Global Health Watch (www.ghwatch.org), Go4Health
(22), and The Lancet  University of Oslo Commission
on Global Governance for Health (23) build on this
recognition of the political context of health to offer
critical analyses of the current global health policy agenda
and of the limits of medicine.
As Benatar states, the medicalization of health produces
‘too simplistic a view of making more modern medical
treatments available to more people’ (16). In the global
health context, medicalizing priority problems and solutions may prove detrimental for how the world responds
and resources actions designed to alleviate poor health and
poverty, redress inequities, and save lives. Examining
whether the global health agenda is being defined and
fashioned in this way is particularly relevant in light of the
striking rise of global health.

The rise of global health
The field of global health is growing enormously in size
and profile. What was once a marginal field within
medicine and the health sciences is now an abundant
area of research, education, and policy, and has become
‘fashionable’ among students and practitioners (24).
Partly this is due to increased visibility of the levels of
preventable mortality and morbidity around the world,
especially the disproportionate burden of disease borne
by developing countries, recognition that a billion of the
poorest people in the world live in middle-income rather
than poor countries (25), and the fact that the global
epidemiological transition is creating a double burden of
infectious and chronic disease threats, highlighting how
social conditions of poverty and industrialisation combine (26). Governments and international agencies have
recognised social and collective responsibility for improving the world’s health, as well as the links between
economic development and health, and as such the need
to invest effort into global health. High profile international funding initiatives like GAVI and the Global Fund
to Fight AIDS, Tuberculosis and Malaria demonstrated
multi-lateral commitments to fighting common problems,
and the growth of philanthropic activity, especially the
enormous endowment of the Bill & Melinda Gates
Foundation, have put global health concerns on centre

stage. Between 1990 and 2008 donor funding to global
health dramatically increased from US$5.6 billion to 21.8
billion (27) and, despite the fiscal crisis of 2008, global
health financing expanded to $26.9 billion in 2010 (28).
While the breadth of global health problems concerns
multidisciplinary fields such as law, business, and public
policy, the profile of global health appears most elevated
by its expanded presence within medical institutions
including professional curriculum and medical journals.
In 2008, nearly half of all American medical schools had
some activity dedicated to global health (29), and in 2013
the Consortium of Universities for Global Health listed
over 100 university global health programmes in North
America; similar up-trends are occurring in Europe
and worldwide (30). Global health research and debate
now regularly appear in the highest impact weekly
medical journals, including BMJ, The Lancet, and
PLOS Medicine, which also often now editorialise and
campaign on matters of global health. More recently even
the clinically inclined US-based medical journals JAMA
and NEJM have developed sections on global health, and
several ‘specialist’ journals devoted to global health
research and practice (e.g. Global Health Action, Journal
of Global Health, and Lancet Global Health) have
emerged to address growing interest and the needs of a
diverse global health community.

The global health agenda
Similarly, global health now occupies a central place in
the world’s development discussions, including a notable
presence at the 2013 United Nations General Assembly
(31), with the recognition that a healthy population is an
economically productive one. Addressing top development issues like poverty, education, and environmental
sustainability is seen to require good health, and governments’ foreign policy, security, and humanitarian interests now link health with development. The commitment
of the UN’s 189 member states to the Millennium
Declaration led to the Millennium Development Goals
(MDG) programme, which defined eight development
targets, of which three were explicitly named as health
targets (reduce maternal and child deaths, and cut the
rate of HIV and malarial infections), and has galvanised
international attention, effort, and investment.
With the MDG end-date approaching, attention is
focused on the next round of development goals. ‘Post2015’ architects and campaigners look to learn from the
lessons of the MDG programme  what succeeded, what
failed, and how to optimise the place of health within the
development agenda for the next two decades. A plethora
of research, commentary, opinion, and reports of various
consultations and high-level meetings dominate global
health conversations and journals; leading issues include
universal health coverage and non-communicable diseases
including mental health. Amidst the flurry of activity to
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develop and influence the post-2015 development agenda,
it seems clear that competition is fierce: contending
priorities must capture often elusive political momentum
and commitment, and must do so in light of global fiscal
restraint and increasing rivalry for attention and funding
on the international stage (28).

What kind of problem is global health?
So while health is considered a key ingredient for development, how is ‘health’ defined? This question is critically
important, particularly in light of the predominance global
health has on the post-2015 development agenda discussions, and for what it will imply for actions and policy
responses. One major on-going tension has been the
relative recognition of the social determinants of health.
Social determinants include income, education, employment, housing, nutrition, and other individual and social
factors that relate to ‘the conditions in which people are
born, grow, live, work, and age, and the inequities in power,
money, and resources that give rise to them’ (32). Their
importance to health has been recognised for decades and
enshrined in international declarations such as Alma Ata
(33), and much recent commentary (3437) has stressed
the importance of including social determinants in the new
health agenda post-2015 and critiqued the MDG programme for failing to sufficiently address these underlying
causes of ill health and equity. Others broaden the lens
further and argue for attention to the wider political
context and systems, which Birn says are ‘the causes of the
causes of the causes’ (15). Similarly, Navarro and others
argue that no consideration of the determinants of health
is complete without examining the politics and power
relations of the system in which priorities emerge (1821).
Health, under this global political economy approach, is a
production of economic and trade policies, governance,
human rights protection, and other societal determinants
(15, 16). Health care, dominated by biomedicine, is but one
of multiple determinants of health.
Still, a medical definition of global health has been
evident in a variety of international initiatives: the multilateral partnership of the Global Fund whose main
mission is to improve access to drugs for AIDS, malaria,
and tuberculosis rather than the living conditions that risk
and mitigate infection (16); the technological focus and
priorities of the Gates Foundation (38); and the reductionism of the various Grand Challenges programmes that are
said to overlook social, economic, and political contexts
(39). Benatar, for example, described the 2008 Institute of
Medicine report on the US commitment to global health as
regressive, admonishing the organisation for focusing on
‘aspects of health that can be classified medically and
treated with medications’ (16). Similarly, Sanders critiques
the DALYs approach to estimating the global burden of
disease for invariably focusing on medical technologies
rather than broader social interventions, such that World
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Bank recommends oral rehydration salts for diarrhea
treatment, rather than basic provision of water and
sanitation, which is deemed ‘cost ineffective’ and unsuitable for public sector investment (17).

The medicalization of global health: three cases
In three subsequent articles I build on these insights,
drawing on sociological theories of medicalization to
examine three contemporary issues on the current global
health agenda  global mental health movement (Paper
2) (40), non-communicable disease agenda (Paper 3) (41),
and the universal health coverage campaign (Paper 4)
(42). Specifically, I explore areas where these cases might
be medicalized: how they are framed as problems in
global health and what solutions are presented, to what
extent priority issues within these cases became defined as
diseases, whether and how strategies for treatment and
other health care solutions are offered, what the role of
medical providers or of a biomedical model is conceived
to be or promoted, and how the role of advocacy groups,
civil society, and/or industry reinforce, benefit, or challenge the medicalization of global health. The insights
generated offer an assessment as to whether the balance
between medical and social considerations are appropriate, why bias might occur, and what the implications
are for policy responses and strategies when the framing
of global health problems appear too medicalized. If the
definitions of global health problems are medicalized,
any solutions constructed will similarly be limited in
impact. Furthermore, medicalization needs more attention because it has a reproductive or ‘escalating’ aspect
that can be harmful: once defined in medical terms
(especially by powerful institutions), global health problems and solutions risk being framed as such repeatedly
and over time, thus reinforcing the medicalization of
global health.
Looking critically at the global health agenda is
necessary because it sets priorities and resource allocation,
shapes public perceptions and policy decisions, and defines
the next generation of hopes and expectations for collective
action to save and improve lives. As Kleinman has recently
argued (43), more critical reflection on global health
problems and programmes using social theories is needed,
to complement epidemiological, health services, policy,
and ethics studies. And D’Ambruoso specifically in relation to the post-2015 global health agenda notes that:
‘more relevant, inclusive, interdisciplinary analytical frameworks are required to improve notions of what goals are
and what success looks like’ (36). Medicalization analyses
can provide that needed critical view. While useful critiques
have emerged from the many perspectives arguing that
the global health agenda overlooks social determinants
of health and equity (3437) and incisive analyses that
use social constructionist approaches (44, 45), political
economy (1721), or the ‘right to health’ framework (46, 47)
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to examine how global health issues get framed or
advanced on policy agendas, none to my knowledge have
specifically used the lens of medicalization. As a critical
sociological tool, a medicalization lens provides a valuable
way to uncover some of the limitations and implications of
the global health agenda.
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Umeå Centre for Global Health Research in publishing this series,
with support from Forte grant 20061512.

Conflict of interest and funding
Jocalyn Clark is currently executive editor and scientific
writing specialist at icddr,b (a global health research
organisation in Dhaka, Bangladesh), and is a former Senior
Editor at PLOS Medicine and former Assistant Editor at
BMJ. She received a 2013 Academic Writing Residency at
the Bellagio Center from the Rockefeller Foundation in
support of her work on the medicalization of global health.
She declares no other conflict of interest. She alone had
control over the research, writing, and decision to publish
these articles.

References
1. Nettleton S. The sociology of health and illness. Cambridge:
Polity Press; 2006.
2. Barry AM, Yuill C. Understanding the sociology of health.
London: Sage; 2008.
3. Conrad P, Schneider JW. Deviance and medicalization: from
badness to sickness. Philadelphia, PA: Temple University Press;
1992.
4. Scott S. The medicalisation of shyness: from social misfits to
social fitness. Sociol Health Illn 2006; 28: 13353.
5. Sadler JZ, Jotterand F, Lee SC, Inrigh S. Can medicalization be
good? Situating medicalization within bioethics. Theor Med
Bioeth 2009; 30: 41125.
6. Global Health Watch 3. D2. UNICEF and the ‘medicalisation’
of malnutrition in children. Global Health Watch 3: an alternative world health report by people’s health movement,
Medact, Health Action International, Medico International
and Third World Network. Zed Books. Available from: http://
www.ghwatch.org/sites/www.ghwatch.org/files/D2_0.pdf [cited 4
January 2014].
7. Illich I. Medical nemesis. New York: Pantheon; 1975.
8. Conrad P. The shifting engines of medicalization. J Health Soc
Behav 2005; 46: 314.
9. Bell SE, Figert AE. Medicalization and pharmaceuticalization
at the intersections: looking backward, sideways and forward.
Soc Sci Med 2012; 75: 77583.
10. Moynihan R, Health I, Henry D. Selling sickness: the pharmaceutical industry and disease mongering. BMJ 2002; 234:
88690.
11. Rose N. Beyond medicalisation. Lancet 2007; 369: 7002.

12. Ballard K, Elston MA. Medicalisation: a multi-dimensional
concept. Soc Theor Health 2005; 3: 22841.
13. Parens E. On good and bad forms of medicalization. Bioethics
2013; 27: 2835.
14. Conrad P, Mackie T. Estimating the costs of medicalization. Soc
Sci Med 2010; 70: 19437.
15. Birn AE. Addressing the societal determinants of health:
the key global health ethics imperative of our times. In: Benatar
S, Brock G, eds. Global health and global health ethics.
Cambridge: Cambridge University Press; 2011, pp. 3752.
16. Benatar S. Global health: where to now? Glob Health Govern
2008/2009; 11. Available from: http://www.ghgj.org/benatar2.
2wherenow.htm [cited 3 January 2014].
17. Sanders D. The medicalization of health care and the challenge
of health for all. Background paper for People’s Health Assembly I. 2000. Available from: http://phm.phmovement.org/
pipermail/phm-exchange-phmovement.org/attachments/20010
826/c8862696/attachment.pdf [cited 3 January 2014].
18. Navarro V, Muntaner C, Borrell C, Benach J, Quiroga A,
Rodrı́guez-Sanz M, et al. Politics and health outcomes. Lancet
2006; 368: 10337.
19. Navarro V. What do we mean by social determinants of health?
Glob Health Promot 2009; 16: 516.
20. Coburn D. Beyond the income inequality hypothesis: class,
neo-liberalism, and health inequalities. Soc Sci Med 2004; 58:
4156.
21. Bambra C, Fox D, Scott-Samuel A. Towards a politics of health.
Health Promot Int 2005; 20: 18793.
22. Ooms G, Latif LA, Waris A, Brolan CE, Hammonds R,
Friedman EA, et al. Is universal health coverage the practical
expression of the right to health care? BMC Int Health Hum
Rights 2014; 14: 3. DOI: 10.1186/1472-698X-14-3.
23. Ottersen OP, Dasgupta J, Blouin C, Buss P, Chongsuvivatwong
V, Frenk J, et al. The political origins of health inequity:
prospects for change. Lancet 2014; 383: 63067.
24. Koplan JP, Bond TC, Merson MH, Reddy KS, Rodriguez MH,
Sewankambo NK, et al. Towards a common definition of global
health. Lancet 2009; 373: 19935.
25. Sumner A. Global poverty and the new bottom billion: threequarters of the world’s poor live in middle-income countries.
Institute of Development Studies Working Paper. September
2010. Available from: http://www.ids.ac.uk/files/dmfile/Global
PovertyDataPaper1.pdf [cited 6 April 2014].
26. Stuckler D, Siegel K, editors. Sick societies: responding to the
global challenge of chronic Disease. Oxford: Oxford University
Press; 2011.
27. Ravishankar N, Gubbins P, Cooley RJ, Leach-Kemon K,
Michaud CM, Jamison DT, et al. Financing of global health:
tracking development assistance for health from 1990 to 2007.
Lancet 2009; 373: 211324.
28. Murray CJ, Anderson B, Burstein R, Leach-Kemon K,
Schneider M, Tardif A, et al. Development assistance for
health: trends and prospects. Lancet 2011; 378: 810.
29. Crump JA, Sugarman J, Working Group on Ethics Guidelines
for Global Health Training (WEIGHT). Ethics and best
practice guidelines for training experiences in global health.
Am J Trop Med Hyg 2010; 83: 117882.
30. MacFarlane SB, Jacobs M, Kaaya EE. In the name of global
health: trends in academic institutions. J Public Health Policy
2008; 29: 383401.
31. The Lancet. What can the UN General Assembly do for global
health? Lancet 2013; 382: 1000.
32. Commission on Social Determinants of Health (CSDH) (2008).
Closing the gap in a generation: health equity through action
on the social determinants of health. Final Report of the

Citation: Glob Health Action 2014, 7: 23998 - http://dx.doi.org/10.3402/gha.v7.23998

5

(page number not for citation purpose)

Jocalyn Clark

33.

34.

35.

36.

37.

38.
39.

Commission on Social Determinants of Health. Geneva,
Switzerland: World Health Organization.
World Health Organization (WHO) (1978). Declaration of
Alma Ata. International Conference on Primary Health Care.
Alma Ata, USSR. Available from: http://www.who.int/publica
tions/almaata_declaration_en.pdf [cited 3 January 2014].
WHO, UNICEF, Government of Sweden, Government of
Botswana. Health in the post-2015 agenda. Report of the
global thematic consultation on health. Available from: http://
www.worldwewant2015.org/file/337378/download/366802 [cited 3
January 2014].
Byass P. Beyond 2015: time to reposition Scandinavia in global
health? Glob Health Action 2013; 6: 20903. DOI: 10.3402/gha.
v6i0.20903.
D’Ambruoso L.Global health post-2015: the case for universal
health equity. Glob Health Action 2013; 6: 19661. DOI:
10.3402/gha.v6i0.19661.
Canfin P, Eide EB, Natalegawa M, Ndiaye M, NkoanaMashabane M, Patriota A, et al. Our common vision for the
positioning and role of health to advance the UN development
agenda beyond 2015. Lancet 2013; 381: 18856.
Brown H. Great expectations. BMJ 2007; 334: 874.
Birn AE. Gates’s grandest challenge: transcending technology
as public health ideology. Lancet 2005; 366: 51419.

6
(page number not for citation purpose)

40. Clark J. Medicalization of global health 2: the medicalization of
global mental health. Glob Health Action 2014; 7: 24000.
41. Clark J. Medicalization of global health 3: the medicalization of
the non-communicable diseases (NCD) agenda. Glob Health
Action 2014; 7: 24002.
42. Clark J. Medicalization of global health 4: the universal health
coverage (UHC) campaign and the medicalization of global
health. Glob Health Action 2014; 7: 24004.
43. Kleinman A. Four social theories for global health. Lancet
2010; 375: 151819.
44. Shiffman J. A social explanation for the rise and fall of global
health issues. Bull World Health Organ 2009; 87: 60813.
45. Maher A, Sridhar D. Political priority in the global fight against
non-communicable diseases. J Glob Health 2012; 2: 20403.
46. Forman L, Ooms G, Chapman A, Friedman E, Waris A,
Lamprea E, et al. What could a strengthened right to health
bring to the post-2015 health development agenda?: interrogating the role of the minimum core concept in advancing
essential global health needs. BMC Int Health Hum Rights
2013; 13: 48.
47. Biehl J, Amon JA, Socal MP, Petryna A. Between the court and
the clinic: lawsuits for medicines and the right to health in
Brazil. Health Human Rights 2012; 14: 3652.

Citation: Glob Health Action 2014, 7: 23998 - http://dx.doi.org/10.3402/gha.v7.23998

